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ANY OTHER BUSINESS
REVIEW EFFECTIVENESS OF MEETING
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 2 September at 10.30am
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Report Summary

Minutes of the Board of Directors’ meeting held on 6 May 2021

What is the purpose
of bringing this paper
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Eg for information/for
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For approval

Recommendation

The Board is asked to agree the minutes as a true record of the meeting.
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147th Meeting of the Board of Directors
Minutes of the meeting held on Thursday 6 May 2021 at 10:30
Virtual meeting held via MS Teams
Board of Directors
Andy Trotter
Steve Dilworth
Jo Stimpson
Yemisi Gibbons
Amlan Basu
Steve James
Nina Hingorani-Crain
Suzanne Shale
Matthew Trainer
Iain Dimond
Rachel Evans (RCE)
Azara Mukhtar
Jane Wells
Dr Ify Okocha
Neil Springham

Trust Chair
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Chief Executive
Chief Operating Officer
Director for Strategy and People
Director of Finance
Director of Nursing
Medical Director and Deputy Chief Executive
Director of Therapies

In attendance
Sally Bryden
Alison Furzer (AFu)
Rachel T Evans (RTE)
Dr Abi Fadipe (AFa)
Dr Tom Clark
Susan Owen

Trust Secretary and Associate Director of Corporate Affairs
Director or Informatics
Director of Esates and Facilities
Deputy Medical Director
Deputy Medical Director
Risk and Governance Manager (minutes)

Observing governors
Sue Sauter
Sue Hardy

Public: Bexley
Public: Bexley

Item Subject

Action

1

Apologies for absence
• None received.
Declarations of interest
• None declared.

Noted

2

Minutes of last meeting
Page 5, item 12: Amend to read as: ‘The committee is keen to hear how QI work is being
shared between directorates, and this will be picked by through the work of the committee.’
Pending this amendment and other amendments agreed in advance of the meeting, the
minutes of the meeting on 4 March 2021 were declared as an accurate record.

Approved

3

Matters arising
None raised.

Noted

4

Board Assurance Framework (BAF)
It was noted that the risk relating to compliance with s136 has been de-escalated from the
Board Assurance Framework. Any breaches are reviewed at the weekly risk meeting and are
monitored through the Performance and Quality Assurance Committee (PQAC).

Approved

The Board discussed each of the BAF risks in detail and to gain assurance on each of the risks.
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Item Subject
MT/AM - Risk ID 1177 (cost improvement plans 2019/20 and beyond) remains a significant
risk. The scale of CIPs for 2021/22 is not yet known. We entered 2020/21 with CIPs with of
£13.5m, but there was little progress during the pandemic, so this pressure remains, and
there will be additional cost pressures of £2m to £3m. These will need to be addressed recurrently.
AB – This risk has been in the BAF for over six years. It is not easy to tell if it as always been a
significant risk. Is the target rating realistic?
AM – We need to be able to recover costs with income. This risk has been building up over a
period of a time, and we saw a real increase in 2017 when the uplifts for pay awards were
not sufficient. We need to address the underlying issue of long-term funding and how we
recurrently cover this off. The risk has been regularly adjusted in terms of wording and
mitigations in the context of the budgeting round.
MT – Income has not kept up. Our goal is to get a fair funding settlement. We will mitigate
this risk through CIPs. We have been managing our position, but the risk may increase
depending on the ICS position. The finance team are keeping this under review.
SD – Risk 1213 on vacancies also stands out. Both risks have changed in terms of context and
recommendations. We should reflect on whether we should retain the existing risk or open
a new risk on a year by year basis. These are not the same risks as they were seven years
ago.
AB – To what extent will we achieve the target of low by March?
MT – There is an overall issue on the funding deficit. We have mitigated this.
JS – We are going through a change in the financial regime with the ICS. A full review of the
risks will be undertaken by the Business Committee over the next few months once the
guidance has landed.
AM – The ICS is wider than finance. There are also quality and operational implications.
MT – This will become more of a risk to us as an organisation and it will take time to build up
the expectations of being part of one ICS.
SS – There is a more general point about how risks get elevated to the Board Assurance
Framework. The Infrastructure Committee risk on capital funding was not escalated to the
Board Assurance Framework.
AM – This was considered to be an in-year risk at the time. This is clearly a risk coming into
this year.
RCE – Risk 1213 on recruitment is a constant risk for all NHS trusts. The Workforce
Committee agreed not to tolerate at this stage, but the context and the mitigation has
changed. We have more focus on this, we are more assertive in our workforce planning, we
are inducting agency staff to get the quality of care right, and we are making Oxleas a great
place to work. A target rating of low is ambitious. We are due to have a wholesale review of
all the risks at the forthcoming Workforce Committee.
SD – This will become a tolerated risk at some point, but the caveat is going to be that there
will be more competition, and this will become more significant.
RCE – For the risk 1471 on reducing violence, aggression, and discrimination, we have seen
some promising results. We have developed partnerships with the police to make sure
violence and aggression towards staff is taken seriously. Our work to address bullying and
harassment has kindness and fairness at the core. For risk 1502 on staff burnout, we will
review this in light of how our staff respond as we move out of the pandemic.
SD – Risk 1565 relating to the ICS control total should remain on the BAF.
AM – The risk rating is likely to increase.
MT – For risk 1606 on bed usage, there has been a reduction year on year, excluding the
psychiatric intensive care unit (PICU).
SJ – What is driving the external demand? Much of this depends on community-based
services. In some cases, it’s right for a service user to be in an in-patient bed.
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Item Subject
ID – We are holding bed management meetings three times a day. We have a focus on
purposeful admission, not keeping people out of hospital. We are undertaking
developmental work on growing the crisis offer.
YG – How sustainable are thrice daily bed meetings; are they short term?
ID – We are looking for opportunities to respond more quickly but some of the structures will
need to remain indefinitely.
AFa – The CMHT work is taking place in the context of the strategy and we need to equip
teams to provide that care. We are reviewing the skill mix of our staff.
YG – How confident are you that we can build those relationships with primary care?
AFa – This must be seen as supportive, not adding to their caseload.
SS – The target rating was to be achieved by March 2021. Are we being unrealistic?
ID – Bed usage has been on the risk register since 2017. The pandemic has had an impact,
but we are in a good position.
MT – Risk 1877 on Covid-19 finances is part of the overall suite of finance risks. All the
Covid-19 risks need re-casting.
AM – We underspent from the Covid-19 funds, so this will be a low risk. A larger element
will impact on waiting lists.
MT – For prone restraint (1905) it may be beneficial to have hold a specific session with
governors and the board to explore this issue.
JW – We are determined to eliminate prone restraint as much as possible but recognise that
there are exceptional circumstances. Prone restraint must be timed, and desktop reviews
completed. A Qi project is in progress to focus on key hot spots. We are rolling out
relational security training and developing initiatives. Goddington Ward will be first ward to
have a safety pod and then other wards will have these later in the year. Body warn cameras
are being replaced and we are working with the Metropolitan Police. We have made much
investment in leadership and have held action learning sets. We have a committed
leadership team, led by Christine Kapopo. We are seeing a reduction in restraints.
AB – What method do we use for restraint?
JW – We use Prevention and Management of Violence and Aggression (PMVA). Our training
providers are PAMOVA.
AB – The training aspect is important. How do we compare to others?
JW – There is some national benchmarking, but we do not have the most recent data.
SJ – Changing the culture will be challenging. Prone restraint should be exceptional and
when it used, there should be a significant organisational response.
IO – There are some occasions when it is the safest option and, when it is used, a review is
undertaken. Some staff prefer to use prone restraint if they need to administer medication
as it is safer so as to avoid needlestick injury for both the patient and staff. Sometimes one
patient can generate several incidents. We have given a clear message about the use of
prone restraint at the Acute Care Forum, where these incidents are reviewed.
MT – It would be helpful to collect some staff stories so we can understand the context and
nuance of reporting.
AB – Some trusts have changed to the training method provided by Maybo, which does not
allow the use of prone restraint, so this could be worth exploring further. Zero use of prone
restraint is an aspirational target we should be reaching for.
MT – There is a different between not allowing the use prone restraint and having a zero
goal. We will need to be careful about how we frame this in spirit of encouraging
transparency. We need to support staff to work with difficult patients.
IO – We met with PAMOVA to discuss our training. They took account of our position and
the message is clear. The literature indicates that incidents occur when patients are not
engaged or when staff are distracted by handover. We need to focus on understanding the
needs of patients.
ID – The risk on pressure on district nursing (1912) is mitigated in the short term by releasing
additional funds, re-routing some activity and co-opting nurses from the CCG. Demand
remains high and we will require targeted investment. Both Bexley and Greenwich have a
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Item Subject

Action

good story in terms of recruitment, and we are advocating for service directors to ensure
that they raise concerns through local care partnerships.
AM – The settlement for community services is a fifth of that for mental health. We have
been clear about our needs, but we recognise that there will not be a flow of money.
MT – For the risk on wait times in community services (1913), demand is increasing, and this
will remain a pressing issue for us.
ID – We have majored on being as productive as possible. This is covered in the operational
report.
ID – The risk on LA contracts remains for now. There is a huge pressure on budgets, and we
will need to consider this in the context of integrated service delivery.
MT – We need to keep the risk on responding to service delivery concerns (1921) on our risk
register. It is likely that the risk on the impact of Covid-19 on staffing levels (1926) will close.
For the risk on ligature risk management, we await the CQC re-inspection report.
5

Chief Executive report
Noted
MT presented the Chief Executive’s report. We have seen a reduction in Covid-19 cases, and
we are largely back to normal in terms of the range of services we are offering. In line with
national guidance, we are continuing the use of PPE. There may be another wave in the
summer, so we are keeping a watching brief on this. We are making good progress on the
Building a Fairer Oxleas workplan. On 17 March 2021, we hosted our first Global Nurses
Conference and we are signing up to a joint working agreement with the University of
Nairobi. As part of our directorate re-structure, we will have established links with borough
partners so we can maintain a place-based focus. In April 2021, a team from the Care Quality
Commission visited our older adult mental health in-patient wards to conduct a re-visit of the
safety and well-led domains and we await their report. SLAM are currently experiencing the
new methodology for the CQC well-led review and they have offered to share the learning
from this. Sky News have filmed a feature on our district nurses, and we are working on
another piece on lived experience practitioners.
NHC – What are the next steps for the longer-term strategic work on health and safety?
MT – This will be an item for June strategy day.
ID – Establishing a sub-committee remains part of the plan. Health and safety is a standing
item at the monthly service directors’ meeting.
NHC – I welcome the increased visibility.
AT – Having a sub-committee for safety will be beneficial.
SS – It is not clear on what is happening at ICS level. It would be useful to include this in the
CEO report in the future as this a critical part of what we do.
MT – A present, the discussions are focused on the finances, but I agree that this would be
useful. It could be covered under this item or as part of the Partnership Committee report.
YG – As part of the directorate re-structure process, how will you keep the board assured on
accountability, workforce and governance and inform us of changes before we go live?
MT – A paper will be brought to the board in July and interim reports can also be made
available.
RCE – An update will be presented to the next Workforce Committee.

6

Operational update and integrated performance report
ID presented the operational update and integrated performance report. This includes key
challenges and achievements; and an update on the veterans workstream. As of 5 March
2021, there were no Covid-19 positive staff or in-patients and six positive cases within
prisons. 76% of our staff have received the Covid-19 vaccine, compared to a south east
London average of 77%.
On the integrated performance report, there are a small number of challenging indicators.
Consistency of supervision will be monitored through meetings with directorates. We are
also working to make improvements on CPA reviews. Complaints response timescales
remains a challenge; QI initiatives have not had the anticipated impact.
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SD – What is the value of hydrotherapy?
ID – The CYP teams have commenced a limited return of hydrotherapy services within Covid19 safety restrictions. Staff and service users feel it is a key part of service delivery.
SD – What is the scale of investment in eating disorder services?
ID – Oxleas is not a provider, but the contract value is £6m. The SLP will consider how the
funding is used.
SS – Can you allay any anxiety about DNACPR training for ALD teams as this could this be misinterpreted?
AB – Is the DNACPR training appropriate to expand to other teams?
MT – Our ALD staff have been stringent in challenging DNACPRs, based on a premise that
they were being applied inappropriately by acute or primary care providers. They carried out
an audit that found no evidence of inappropriate use by partners. As a result, the training is
focused on working collaboratively across primary care, acute care and our ALD teams to
make sure that DNACPRs are put in place appropriately through a proper discussion between
patients, their families and their different clinical teams.
JS – What is the position with the Bromley primary care network?
ID – The work with PCNs in Bromley is further ahead. As part of the long-term plan there is a
new post in place and each PCN will have one worker. This does not mirror the population
but will help GPs with managing demand. We have a higher acceptance rate and we need to
create an infrastructure around that.
JS – What is the driver for the increase in violence and aggression in forensic services?
ID – This is driven by the re-purposing of Heath Clinic and the need to support staff in
working with a different client group. We have a good structure for dealing with violence
and aggression.
JS – What is the reason for the increase in wait times in neuro rehabilitation?
ID – This is related to funding. If we do not get all the funding, we have an opportunity to
explore other options. We are keeping this under watch and will report back.
AB – With regard to 72-hour follow up, this is critical post discharge. What actions are being
taken to address breaches?
ID – The report gives a breakdown by borough. We do see an improving trajectory, but this
is not sustained due to a combination of process and practice issues. We need to explore if
there is activity that can be put through the crisis line and followed up in the community.
7

Oxleas Strategy 2021-24 – implementation
RCE presented the implementation plan for the Oxleas Strategy 2021-24. The accountable
leads will report on each strand in line with the schedule, which includes timelines and
measurements on how we will engage with patients and staff. Communication materials are
being developed.
SD – How will potential staff know that Oxleas is a great place to work?
RCE – Research into this suggests that this is through word of mouth, social media,
networking and being see as thought leaders. We need think creatively as to how we
advertise and how we raise our profile.
JS – To measure progress, we should include targets, so we know what we are aiming for.
We should be bold on this.
IO – From a medical staffing perspective, we can ask trainees what might attract them to
Oxleas and what prompted consultants to move.

8

GL – Serious Incident Report
JW presented the GL serious incident report. GL was a 43-year-old man who had been
admitted to Green Parks House as an informal patient. GL was utilising time away from the
ward and failed to return at the agreed time. When it was discovered that GL had failed to
return from time off the ward, staff contacted his friend to ascertain GL’s whereabouts and
were informed that GL had died having fallen from a bridge.
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Item Subject

Action

The panel found no root causes and that informal admission was appropriate. Three
recommendations were made:
1.
2.
3.

To review the procedure for missing or Absent Without Leave (AWOL) patients to
ensure that informal patients are afforded the same duty of care as formal patients
if they fail to return to the ward at an agreed time.
For daily risk assessments of informal inpatients to be developed for inpatient
services.
For the ward team develop a process that ensures patients are regularly screened
for drugs and breathalysed for alcohol use in line with trust policy.

SS – What action will be taken to ensure that the policy is embedded in staff understanding?
JW – The Mental Health Legislation Oversight Group reviewed the policy; this requirement is
included and is being shared with teams. We will use assurance visits to check that this
happens.
SSa – Is there are time limit on how long an informal patient is absent before action is taken
and is there guidance on who to contact?
JW – The time limit is negotiated between the patient and the ward team. There is an
expectation for the ward to follow up if the patient does not return at the agreed time.
AT – An informal patient can leave at any time; how long does our interest last and do we
report to the police?
JW – We make efforts to contact the patient and the police do assist.
ID – We make sure that we do not lose sight of the best interests of the patient.
AB – We should look at the way in which the recommendations are formulated. This should
include not just the policy review, but also about the way it is embedded. The evidence
comes from going to the ward and checking that this is happening. The recommendations
should consider how we get the assurance.
JW – The emphasis needs to be on how we thematically review and the action we need to
take to change practices and behaviours.
9

Equality Diversity System
RCE presented the Equality Diversity System. This is an important requirement and must be
published.
SD – The text is stronger where we evidence the outcomes. Looking at the SLP perspective
would make the document more powerful.
RCE – This can be included.
SS – What does this process generate by way of change and progress?
RCE – It aims to collate all the information in one place. Equality and diversity is one of the
building blocks of our strategy.
SJ – We need to undertake more work on internal transitions.
RCE – This will be an important part of the ‘great out of hospital care’ workstream.

10

Annual staff survey report
RCE presented the staff survey results. The completion rate was 42.9%, which has
decreased compared to last year, and is below the comparator average of 48%. Against our
peer group, we outperform in terms of staff looking forward to coming to work, senior staff
acting on feedback, staff well-being, and promoting a safety culture. Areas for improvement
are the visibility of senior management, diversity, equality and inclusion, and staff morale.
RCE said that with sustained commitment we will deliver the changes. Directorate workforce
committees are looking at the results in detail.
YG – The completion rate is disappointing.
RCE – Pushes on the survey were taking place at the same time as vaccine communications.
We have achieved a better rate in the past and we are hopeful we can achieve a better rate
next year.
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Item Subject

Action

MT – We should look more closely at the directorate and staff group split. As a trust we do
well, but there is a space for more nuanced comparators. The national pattern is that
mental health trusts have seen scores increase and acute trusts have seen scores decrease.
11

Annual report, quality report and annual accounts and NHS I/E self-certification process
SB presented the proposal for approval of the annual report, quality report, annual accounts
and NHS Improvement/England (NHS I/E) self-certification process to be delegated to the
Audit and Risk Assurance Committee.
The Board of Directors agreed the following:
1. To delegate approval of the annual report, annual governance statement and
annual accounts to the Audit and Risk Assurance Committee. Board members
were asked to note the intention to publish personally identifiable information
and inform the Trust Secretary if they wish to raise an objection.
2. To delegate approval of the quality report to the Performance and Quality
Assurance Committee and the Audit and Risk Assurance Committee.
3. To delegate approval of the Provider Licence self-certification submission to the
Audit and Risk Assurance Committee.

Approved

12

Board review report
SB presented the board review report. The development steps proposed in response to this
review were:
• Developing a range of ways to increase Board involvement with service users and
carers and build on the service user/carer involvement workstream in the trust
strategy.
• Create more opportunities for Board members to meet with staff network
members.
• Continue to develop the Integrated Performance Dashboard and increase use of
real-time data across organisation.
The Board of Directors approved the developments proposed in the paper.

Approved

13

Performance and Quality Assurance Committee
YG presented the report from the Performance and Quality Assurance Committee. Much of
this has been covered under previous items. The committee remains focused on ensuring
that issues are identified and resolved as soon as possible.

Noted

14

Quality Improvement and Innovation Committee
AB presented the report from the Quality Improvement and Innovation Committee. The
committee received presentations on reducing delays in the hip fracture rehabilitation
pathway and a bedside learning co-ordinator trial at Eltham Community Beds. The on-going
theme remains how we embed a culture of continuous quality improvement.

Noted

15

Business Committee
JS presented the report from the Business Committee. It was noted that our position at year
end was in line with our plan, and there was a good result on the valuations. The finance
team were congratulated on landing in the right position. It was recognised that CIPs will be
more challenging this year. The committee received an update on the transfer of services to
Startwell Trust and an update on prison bids. It was noted that NHSE have retained the
services payment and we will need to have a resolution for this. Covid-19 costs are
approximately £1m less. We are not anticipating additional funding on being able to cover
sickness levels. It was noted that we have a higher usage on beds.

Noted

16

Partnership Committee
JS presented the report from the Partnership Committee. The section 75 discussions are ongoing. The ICS is focusing on the financial regime. There are no major SLP decisions in the
near future. SD said that the SLP discussions are currently focusing on strategy.

Noted
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17

Infrastructure Committee
SS presented the report from the Infrastructure Committee. There was a substantial
discussion on finances and there will be further discussions at the May meeting. The ICS are
seeking representation on their governance arrangements for the digital strategy and AFu
will make sure we have a voice. This could be a significant decision and will take a certain
amount of follow through.

Noted

18

Workforce Committee
NHC presented the report form the Workforce Committee. The committee received an
update Operation Cavell (a partnership between Oxleas and the police to ensure that
violence and abuse, including hate crime, against NHS staff is taken more seriously). The
team are proud of the progress made. The committee received an update on Building a
Fairer Oxleas; this involves significant cultural shifts. It was noted more work is needed on
the data for the Workforce Race Equality Scheme (WRES) and there are a number of areas
that we need to better understand. The committee received a presentation from the staff
Mental Health Network. It is hoped that that Covid-19 will allow people to feel comfortable
to speak about their experiences and join the network. It was noted that AFa has joined to
committee, and this will enable further dialogues on medical staffing issues.

Noted

19

Audit and Risk Assurance Committee report
Noted
SD presented the report from the Audit and Risk Assurance Committee. The Freedom to
Speak Up (FTSU) audit received a rating of Amber/Green, with one medium priority and two
low priority recommendations. This is a good result for a relatively new service. There are
two fraud cases under investigation, both of which are being pursed to recover costs. The
committee received the risk register report from the Infrastructure Committee. It was noted
that Infrastructure Committee has discussed how it identifies risk and ensures a focus on
strategic risks. The committee received a thematic analysis of the longevity of risks and it
was noted that description of the risk has been updated over time to ensure that the context
remains current.

20

Board visits reports
SD – Betts Ward: The previous visit had raised some concerns including staff uncertainty
about the use of body worn cameras. The current manager has a good grasp of the issues,
and it was positive to see that staff now found benefits to the use of body worn cameras.
SJ – Greenwich SPA: This is a strong team with a good leader. They have adapted well to
Covid-19 and working flexibly. The office is staffed during working hours on a rota basis.
The team plan to continue with a combination of working from home and in the office.
There are some concerns that vaccination scepticism from parents is impacting on the
uptake of the usual childhood vaccinations.
NHC – IAPT: This was an insightful visit. This is a strong team and very good at retaining
staff. There is potential structural barrier to access services and the team is being creative in
terms of how they have worked around this. The lack of a Band 8a in leading on BAME
issues has resulted in missed opportunities and this is being taken forward with RCE.
SD – Bromley MHLT: The most interesting development is the new assessment area at the
PRUH, but the visit was restricted as the unit was busy on the day. The team will be ready to
start assessment unit in the emergency department (ED) by autumn 2021. We will need to
work through the workforce implications, but we may be able to staff it from existing teams.
SS – I was struck by impact of remote access to services on BAME groups and we need to
explore this further.
NHC – We need to establish how we are going to look at this, as staff talked about this with
candour.
ID – It is helpful to highlight this. A reliance on technology has disadvantaged some groups.
The IAPT service is an interesting example as the service has moved all activity onto a virtual
platform. We need to link this with how we work with diverse communities.
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Action

NHC – Technology is one part of the problem. We need to consider how we tailor our
structures to reach communities. There is also a point on how we collect this and manage
the data.
RCE – We can explore this as part of the service user equalities workstream and take forward
as part of the strategy.
SS – This can be considered as part of New Ways of Working and the impact on patient
experience.
21

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

Noted

22

Any other business
It was noted that all questions raised by governors had been addressed.

Noted

Next meeting of the Board of Directors
Thursday 1 July 2021 at 10.30 am
Via MS Teams
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Board of Directors
1 July 2021

Item
Enclosure

3
3

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Matters arising
Sally Bryden, Trust Secretary
Andy Trotter, Chair
Public

Report Summary

The Board tracker details progress made on actions raised in previous Board
meetings.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

To note

Recommendation

The Board is asked to note.

14

Board Actions Tracker 2021 - progress on matters arising from last meeting and on-going matters from previous meetings

No

Minutes reference

Action raised
(Board date)

Item

1

2019-09/#2

05/09/2019

For the board to receive a response on how the board are
Operational Service
appraised of health and safety issues and the reporting route Executive
report
to the board

2

3

2021-01/#1

2021-05/#1

14/01/2021

06/05/2021

CH investigation
report

Board Assurance
Framework

Action details

Action for

The CH report will be revisited by the panel, and the board will
Jane Wells
receive a briefing on the methodology at a strategy day.

With regard to the use of prone restraint, to follow up the
Maybo method so as to explore how this differs from the
method used by Oxleas

Jane Wells and Ify
Okocha

Bring forward to

Report under

Action closed

Comments

01/07/2021

Matters arising

Closed

A proposal to establish a Board Health and Safety Oversight Committee will be presented to the July 2021 Board of Directors
meeting.

The CH report was revisited and this was presented to the Executive Team in March 2021.
01/07/2021

01/07/2021

Matters arising

Matters arising

Page 1 of 1

Closed

Closed

Work is being taken forward on the new Patient Safety Incident Response Framework (replacing the current Serious Incident
Framework), and a session on this was held at the June 2021 away day.
We have examined the training approach to prevention and management of violence and aggression (PMVA). Oxleas has
used the General Services Association (GSA) scheme to provide PMVA training for many years, currently provided by
PAMOVA. The scheme has developed over time with more up to date techniques and medical risk assessments, responding
to DH and subsequently NICE guidelines and most recently Restraint Reduction Network (RRN) standards. GSA is a healthbased model, typically delivered by people with clinical backgrounds, whereas Maybo was born in the security industry. In
terms of service user focus, GSA felt a far better fit. All geographically proximate mental health counterparts use GSA
techniques (SLAM, SWLstG, NELFT, CNWL, CANDI, BEH etc), giving advantage of ready practical skills and technique transfer.
PAMOVA have confirmed that there is little practical difference between the techniques themselves. PAMOVA are fully on
board with our message in promoting the ethos we want. PAMOVA is RRN and BILD accredited (BILD Association of Certified
Training certify training services that include a restrictive intervention, licenced by the Restraint Reduction Network to certify
services as complying with the RNN Training Standards).
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Board of Directors
1 July 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

4
4

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Matthew Trainer, Chief Executive
N/A
As discussed at previous Board meetings and the Audit and Risk Assurance
Committee, work continues to review risks though board sub-committees,
with a view to bring a fully revised version to the Audit and Assurance
Committee in September 2021 and then to the Board in November 2021.
The Executive Team have agreed to review longer term risks and ensure
they remain relevant and that actions are refreshed as necessary.
Changes made to date
Risk ID 1939 - ligature risk management
The Patient Safety Group agreed that risk can be reduced to a low risk for
adult mental health services and older persons mental health services, as
mitigations are in place and the trust received a positive report from the
CQC. It has been proposed that a new risk is opened for ligature risks in
prisons services in light of learning from an incident at HMP Lewes (not an
Oxleas service).
Risk ID 1926 - impact of Covid-19 on staffing levels
This risk was reduced from significant (16) to moderate (8) and tolerated by
Workforce Committee, as the immediate threat of Covid-19 absences has
diminished, due to the successful vaccination rollout.
ID 1213 – vacancies and recruitment pressures
ID 1471 – staff experiencing discrimination at work
ID 1502 - impact of demand on staff satisfaction and retention
For these three risks, the opened date has been adjusted to January 2021,
to align with most recent major review of risks. Updates have also been
made to the controls and mitigations to reflect the latest initiatives.
For risk ID 1213, the target risk rating has been adjusted to moderate;
previously, this had been set as target rating of low.
Business Committee risks (ID 1177, ID 1565, ID 1606, ID 1877 and ID 1914)
These risks are being reviewed by the Business Committee to reflect the
latest planning guidance.

16

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

Performance and Quality Assurance Committee risks (ID 1844, ID 1905, ID
1912, ID 1913, ID 1921 and ID 1939
The Performance and Quality Assurance Committee is due to report its risk
register to the Audit and Risk Assurance Committee in July 2021, as part of
the cycle of rotational reporting and a full review will be undertaken with
the Chair of the Performance and Quality Assurance Committee and
Executive Lead to prepare for this.
To note

Recommendation

To note and approve the changes to the Board Assurance Framework

Link to trust strategy

The Board Assurance Framework includes risks relating to our strategic
plans, including our three big priorities. Maintaining oversight of these risks
will help to ensure that the trust is able to deliver the strategy.
N/A

Link to Board
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The Board Assurance Framework includes risks relating to quality.
The Board Assurance Framework includes risks relating to financial
sustainability.
The Board Assurance Framework includes risks relating to workforce
initiatives, including Building a Fairer Oxleas.
The Board Assurance Framework includes risks relating to patient
experience and outcome, and staff well-being and morale.
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Board Assurance Framework 2021-22: contents

22 June 2021

Title

Overview

Frequency

List of risks

This report lists all the risks on the Board Assurance Framework as
at the date of the report, including the board-subcommittee that Monthly
owns the risk, and the risk rating

Rating overview

This report provides a high level overview of the number and level
of all the risks on the Board Assurance Framework on a month by Monthly
month basis

Rating by risk

This report provides a trend analysis of the month on month
change in rating for each risk on the Board Assurance Framework.

Longevity of risk

This report shows the length of time each risk has remained on the
Monthly
risk register

Risks de-escalated in year

This report lists risks de-escalated from the Board Assurance
Framework in year

Monthly

Current rating versus target rating

This report provides an analysis of the current rating of each risk,
set against the initial rating and the target rating, so as to give an
indication of how close the trust is to reaching the target level.
This data is presented based in on the position as at the end of
each quarter

Quarterly

Risks by committee

This report provides an overview of the number and level of risks
by board sub-committee

Six-monthly, or by
exception if there
are significant
changes

X0AT
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Monthly
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Board Assurance Framework - list of risks as at:

22 June 2021

ID

Summary risk description

Board sub-committee

Opened

Date added to
BAF

1177

Cost improvement plans 2019/20 and beyond

Business Committee

22/10/2014

1213

Vacancies and recruitment pressures

Workforce Committee

1471

Staff experiencing discrimination at work

1502

X1A0T

Back to contents
Consequence
(Current)

Likelihood
(Current)

Rating
(Current)

Level
(Current)

Target risk
rating

22/10/2014

Major (4)

Likely (4)

16

Significant

MOD (8)

31/03/2022

02/01/2021

09/03/2016

Moderate (3)

Likely (4)

12

High

MOD (9)

31/12/2021

Workforce Committee

02/01/2021

26/08/2018

Moderate (3)

Likely (4)

12

High

MOD (6)

31/12/2021

Impact of demand on staff satisfaction and retention

Workforce Committee

02/01/2021

18/01/2017

Moderate (3)

Likely (4)

12

High

MOD (8)

31/12/2021

1565

Collective responsibility for delivery of SE London ICS control total

Business Committee

19/02/2019

19/02/2019

Moderate (3)

Possible (3)

9

Moderate

MOD (6)

31/03/2022

1606

Bed management - financial pressures

Business Committee

13/07/2017

13/07/2017

Moderate (3)

Likely (4)

12

High

LOW (4)

31/03/2022

1844

Demand on CMHTs

Performance and Quality Assurance Committee

31/12/2019

31/12/2019

Major (4)

Possible (3)

12

High

LOW (4)

31/03/2021

1877

Finance COVID-19 risk

Business Committee

17/04/2020

23/11/2020

Moderate (3)

Possible (3)

9

Moderate

LOW (4)

31/12/2022

1905

Prone restraint

Performance and Quality Assurance Committee

21/09/2020

24/09/2020

Major (4)

Possible (3)

12

High

LOW (4)

30/09/2021

1912

Pressure on district nursing teams

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Moderate (3)

Possible (3)

9

Moderate

LOW (2)

31/12/2021

1913

Reducing wait times in community services

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Major (4)

Likely (4)

16

Significant

LOW (1)

31/12/2021

1914

Local Authority contracts for integrated and embedded services

Business Committee

15/09/2020

15/09/2020

Major (4)

Likely (4)

16

Significant

LOW (4)

31/03/2021

1921

Responding to service delivery concerns

Performance and Quality Assurance Committee

28/10/2020

28/10/2020

Major (4)

Possible (3)

12

High

LOW (4)

31/03/2021

1939

Ligature risk management

Performance and Quality Assurance Committee

08/12/2020

08/12/2020

Major (4)

Rare (1)

4

Low

LOW (4)

30/06/2021
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Date target rating
to be achieved
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22 June 2021

Board Assurance Framework: month on month risk rating

Risk level

Apr-21

May-21

Jun-21

Low

0

0

1

Moderate

3

3

3

High

8

8

7

Significant

4

4

3

Total

15

15

14

Back to contents

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

0

0

0

0

0

0

0

0

0

Number of risk by level month on month trend 2021/22
16
14
4

4

8

8

12

3

10
8

7

6
4
2
0

3
3

3

0
Apr-21

0
May-21

New risks added 2021/22

1
Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Changes to risk ratings 2021/22

Risks removed 2021/222

May 2021
Risk ID 1213 - vacancies and recruitment pressures: The target risk rating has been
adjusted to moderate; previously, this had been set as target rating of low.

March 2021
Risk ID 1776 - s136 compliance: tolerated by MHLOG as robust controls are in place. The
escalation protocol is embedded. The service director informs the Chief Operating Officer
and Medical Director of any breaches. These are reported to the informal risk meeting
and a desktop review is undertaken. The PQAC receives a report every month.

June 2021
Risk ID 1939 - ligature risk management: Agreed that this can be reduced to a low risk for
AMH and OPMH as mitigations are in place, and the trust received a positive report from
the CQC. it has been proposed that a new risk is to be opened for prisons services in light
of learning from an incident at HMP Lewes (not an Oxleas service).

April 2021
Risk ID 1915 - Greenwich Health Visiting: closed by the Children and Young People
directorate as the service transferred to Startwell Trust on 1 April 2021. Residual risks
relating to safeguarding arrangements are covered in a separate risk held by the trust
Safeguarding Committee.
May 2021
Risk ID 1926 - impact of Covid-19 on staffing levels: Reduced from significant (16) to
moderate (8) and tolerated by Workforce Committee, as the immediate threat of Covid
absences has diminished, thanks to the successful vaccination rollout.
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22 June 2021

Board Assurance Framework: month on month ratings by risk 2021/22

Summary risk description

May-21

Jun-21

1177: Cost improvement plans 2019/20 and beyond

16

16

16

MOD (8)

31/03/2022

1213: Vacancies and recruitment pressures

12

12

12

MOD (9)

31/12/2021

1471: Staff experiencing discrimination at work

12

12

12

MOD (6)

31/12/2021

1502: Impact of demand on staff satisfaction and retention

12

12

12

MOD (8)

31/12/2021

1565: Collective responsibility for delivery of SE London ICS control total

9

9

9

MOD (6)

31/03/2022

1606: Bed management - financial pressures

12

12

12

LOW (4)

31/03/2022

1844: Demand on CMHTs

12

12

12

LOW (4)

31/03/2021

1877: Finance COVID-19 risk

9

9

9

LOW (4)

31/12/2022

1905: Prone restraint

12

12

12

LOW (4)

30/09/2021

1912: Pressure on district nursing teams

9

9

9

LOW (2)

31/12/2021

1913: Reducing wait times in community services

16

16

16

LOW (1)

31/12/2021

1914: Local Authority contracts for integrated and embedded services

16

16

16

LOW (4)

31/03/2021

1921: Responding to service delivery concerns

12

12

12

LOW (4)

31/03/2021

1939: Ligature risk management

12

12

4

LOW (4)

30/06/2021

26
24
22
20
18
16
14
12
10
8
6
4
2
0

26
24
22
20
18
16

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

10
8
6
4
2
0

Target risk rating

Controls

Mitigation action

By when

1177: There is a risk to the financial sustainability of
the Trust if required CIP (Cost Improvement
Programmes) are not delivered on a recurrent basis
as non-recurrent mitigations cannot be relied upon
year on year.

Financial support available to service directorates to support the delivery of
invest to save plans
In 2019/20 non-recurrent funding of £5.3m has been identified to mitigate nondelivery of CIPs
Monthly finance reports shared
Block funding has now ended, and CIPs is a rolling item for all the services.
Scheduled bi-monthly CIPs meeting with directorates/boroughs to monitor the
delivery of schemes

Trust wide transformation programmes for remainder of 2020/21 and for
2021/22 including:
-Ward closures - out for consultation, with plan to complete 2020/21
-Agile working - plan to complete 2021/22

31/03/2022

By when

L=4

16

SIG

Commentary

Assurances

April 2021: This risk remained at the rating of
significant (16) throughout 2020/21. The risk will be
re-worded and re-rated when there is more clarity
on the 2021/22 regime.

Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate directorates
NHSI Risk Rating an indicator of financial risk

Full risk description

Controls

Mitigation action

1213: There is a risk that the trust cannot recruit
staff to a level which enables it to maintain
optimum levels of substantive staff. This will
impact on the delivery of care and patient
experience.

Social media is being used to raise awareness of job opportunities.
Vacancy panels consider alternative creative solutions where recruitment to
particular roles is proving challenging.
Local Directorates, Heads of Profession and HR professionals work in partnership
to explore creative solutions to address recruitment challenges, including use of
apprenticeships, LXPs, alternative roles etc.
Innovative work is taking place within some directorates to be proactive in
addressing anticipated shortfalls.
Use of temporary staff to cover vacancies

Ongoing recruitment activity to target specific areas, including for prisons 31/12/2021
and as part of the Long Term Plan work. A number of solutions are being
implemented to promote Oxleas as an employer of choice, with initiatives
to attract and retain high calibre staff:
- Making Oxleas a great place to work with a focus on staff wellbeing
including through new directorate staff assemblies
- Nursing development programmes across the SLP
- Creativity in workforce planning and staffing establishments- and use of
alternative roles within different staff groups
- Creation of new roles and entry points, including rotational posts
internally and externally across the SLP and ICS
maximising apprenticeships
- Career development has been identified one of the drivers for turnover.
Cleary articulate career pathways for all and max opportunities and access
to CPD for all
- Key focus on recruitment of Band 5 nursing staff and a range of schemes
are being used to incentivise staff to apply for these posts
- Development of an enhanced Band 4 nurse associate role
- Joint recruitment with our SLP partners is underway alongside the
implementation of an employment passport to support transition

Areas of concern are band 5 nursing staff; band 6/7
AHPs; and doctors. There are also local areas and
Directorates where recruitment is a challenge.

14
12

Mar-22

Full risk description

C= 4

1213: Vacancies and recruitment pressures

Aug-21

Date target rating
to be achieved

Apr-21

1177: Cost improvement plans 2019/20 and beyond

Jul-21

Back to contents

C=3

C=4

12

High

Commentary

Assurances

May 2021: This is a constant risk for all NHS trust as
there is competition for posts.. The risk will not be
tolerated at this point, but the context and the
mitigation will change. A new role has been created
to concentrate on recruitment hotspots, we are
being more assertive in our workforce planning, a
focus on making Oxleas a great place to work,
inducting agency staff to get quality of care right.
Reducing to a low risk is ambitious.

Vacancy rate monitoring - target to maintain at <10%
“Time to recruit” monitoring - we are consistently below our peers.
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Board Assurance Framework: month on month ratings by risk 2021/22

1471: Staff experiencing discrimination at work
26

Back to contents

Full risk description

Controls

Mitigation action

1471: Staff may experience discrimination, violence
and aggression at work. This may impact on
sickness absence, morale and retention.

A package of measures has been designed to 'Build a Fairer Oxleas'. The focus is
on (a) improving the fairness of our promotion and recruitment processes, (b)
improving cultural understanding and competence. This is supported by a
detailed action plan overseen by the Building a Fairer Oxleas Action Plan Group
attended by NEDs, EDs and others, and by Workforce Committee.

A substantial programme of work - Building a Fairer Oxleas has started and Complete
will continue to grow to improve the experience of BAME staff in Oxleas.
BAFO continues to be an important priority for Oxleas

24
22

Continued focus on reducing incidents of racism from service users, patients and
members of the public. Activities include:
- the 'body worn cameras' initiative
- trust-wide Quality improvement projects addressing violence and aggression
against staff in directorates

20
18
16
14
12
10

C=3

8
6
4
2
0

1502: Impact of demand on staff satisfaction and retention
26
24
22
20
18
16
14
12
10
8
6
4
2
0

C=4

12

High

By when

Building on the Board discussions at the November Away Day on reducing
the incidence of abuse, the Exec have established a six weekly meeting on
‘It’s Not OK’. This involves close working with the Police on Operation
Cavell and also monitoring the success of our Qi projects to reduce
violence..

New values and behaviours framework to provide clarity on the behaviours that
are expected from our staff in all Oxleas settings.

Commentary

Assurances

May 2021: We have a sustained commitment to
make a difference in this area. We have seen some
promising results and we are developing some great
partnerships with the police to make sure violence
and aggression is taken taken seriously. In terms of
our approach to bullying and harassment, we have
kindness and fairness at the core.

WRES and WDES data
Qualitative feedback from staff through hosted BAME wellbeing sessions,
network engagement, Building a Fairer Oxleas volunteers etc.
Datix reports
National Staff Survey results

Full risk description

Controls

Mitigation action

By when

1502: Staff may experience low morale and burnout
as a result of the continued pressures caused by the
pandemic, anxieties about winter pressures and the
spread of the virus, leading to poor mental health,
low resilience, low productivity and potentially
increased turnover

All staff are required to have an up-to-date individual risk assessment to ensure that the
necessary protections are in place for those who would be more vulnerable if they were to
contract the virus.

Detailed activity is under way to identify areas of concern and ensure that
they are acted upon quickly. A number of activities are in place to build
morale and resilience and there are a number of ways in which the
organisation listens to staff to ensure good understanding.

31/03/2021

Managers are explicitly encouraged, through the risk-assessment process and more
generally, to maintain close contact with their team members to ensure that those who are
struggling are identified and supported.
Staff who have been shielding are being given support and transitional arrangements to
enable a smooth return

C=3

C=4

12

High

Commentary
December 2020: The risk was increased from
moderate (9) to high (12), to reflect the increased
pressures on staff. Detailed activity is under way to
identify areas of concern and ensure that they are
acted upon quickly
May 2021: This risk will be reviewed in light of how
our staff respond as we move out of the pandemic

Wellbeing sessions continue for all BAME staff to talk about their concerns about the risks
caused by C-19 and more generally.
Directorate leads have developed local structures for listening to staff members and areas of
concern are fed-back and addressed through the regular 1pm C-19 calls and through the
Exec meeting structures.
Central communications are focused on ensuring that staff are given all the information that
they need to stay safe and well and highlight the support that is available, through Care First
and other wellbeing channels.
Directorate Staff Assemblies are focused on staff wellbeing and tangible local
improvements, e.g. staff rest areas.
Executive Listening sessions have been established to hear directly from managers about
the interventionist that would best support them and their teams. These started in
December.

Assurances
Service Directors and Clinical Directors report on areas of staff concern at the 1pm
C-19 calls and at Exec and solutions are identified.
A programme of activity is being developed for the winter period to create a
sense of community & fun to build on the staff recognition awards - e.g.
Christmas countdown, virtual concerts, resilience training, art and baking
competitions and more
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Board Assurance Framework: month on month ratings by risk 2021/22

1565: Collective responsibility for delivery of SE London ICS control
total
26
24
22
20
18
16
14
12
10
8
6
4
2
0

26
24
22
20
18
16
14
12
10
8
6
4
2

Full risk description

Controls

Mitigation action

By when

1565: There is a risk that if other organisations in
the ICS fail to meet their financial improvement
trajectories (FIT) that the Trust may be asked to
contribute further CIP. This risk will be reviewed
post COVID-19 funding arrangements

As a sovereign organisation we will still be able to take a decision on any
requirement to take collective responsibility.
Opportunities afforded by SLP will enable us demonstrate how the Trust can
support the system control total (i.e. NMoC).
Each Trust is actively managing its financial position.
Regular SEL ICS DoFs/CEOs meeting to monitor and manage risks
There will Continue to be bilateral contract discussions to try to secure mutually
acceptable contract proposals

The trajectory for 2020/21 has been agreed. For 2021/22, the ICS trusts
will agree as a group on how to approach the planning guidance for
2021/22 and agree the process in unison, through a whole system
management, with will be discussed and reviewed month on month
throughout 2021/22

31/03/2022

By when

C=3

1606: Bed management - financial pressures

Back to contents

L=3

9

MOD

Commentary

Assurances

April 2021: This risk remained at the rating of
significant (16) throughout 2020/21. The risk will be
re-worded and re-rated when there is more clarity
on the 2021/22 regime.

The Executive, Business Committee and Board will be updated on progress

Full risk description

Controls

Mitigation action

1606: There is a risk that if the Trust is not able to
reduce demand through the deployment of
admission avoidance strategies as well as improve
'flow', we will continue use non-Oxleas beds and
adversely impact the overall financial position of the
Trust. This also adversely impact on the quality of
patient care as local residents are cared out of area,
and do not have access to Trust's community
services. Patient experience is also adversely
affected.

Investment to support the additional capacity in place on a non-recurrent basis

Programme in place to develop alternatives to inpatient admission and also 31/03/2021
ensure that our community teams are functioning at optimum levels.
There are four over-arching themes into which all of the work streams fit:
• Ensure patients in crisis in the community can access a community based
resources and therefore avoid attendance at A&E
• Ensure that when appropriate patients can be assessed for longer periods
without being admitted to hospital
• Ensure that each patient admitted to an acute ward has a purposeful
admission and that discharge is not delayed
• Ensure that care offered in the community is not delayed and that teams
are working at optimum
As at January 2021, the admission avoidance and flow management
process are working well, and we are working towards reducing the bed
base by 1 April 2021. Further fundamental changes will be impacted by
Covid. This risk will also be mitigated through the transformation
Workstream being let by the Programme Director.

C=3

C=4

12

High

Commentary
This risk remained at the rating of moderate (9)
throughout 2020/21.

Daily bed state reports published to monitor usage of beds
Bed management system has been reviewed to strengthen bed state decision
making
Implementation of a 'flow' group

Assurances
Monitoring of financial position reported to Board, Business Committee and
Executive Team
Feedback from MADE events

0
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Board Assurance Framework: month on month ratings by risk 2021/22
1844: Demand on CMHTs
26
24
22
20
18

Full risk description

Controls

Mitigation action

1844: CMHT demand is higher than capacity, which
impacts on the organisation's ability to meet patient
need in a timely and effective way. In some areas,
recruitment and retention remains an area of
concern. This creates a risk to patient experience
and delivering the service.

The CMHT forum has a thorough and timely workplan that aims to address key
areas over the coming calendar year (2020), including:

The mitigation plan will be influenced by our response to Covid-19. All
31/03/2021
services have been asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward through the Incident Coordination Centre. Timescales for completing the mitigations may
therefore need to be flexible

16
14

C=4

12

C=3

12

High

Commentary

10

This risk has remained at the rating of high (12)
during 2020/21. The mitigation plan will be
influenced by our response to Covid-19. All services
have been asked to update their Business Continuity
Plans. Any decisions on enacting these will be taken
forward through the Incident Co-ordination Centre.
Timescales for completing the mitigations may
therefore need to be flexible

8
6
4
2
0

Back to contents

Workforce
•Core induction programme for CMHT staff
•Ensuring safe, efficient and productive multi-disciplinary staffing
Clinical effectiveness
•Managing transitions in two key areas; those being CAMHS and referral back to
GP
•A review of evidence based interventions required
Quality assurance
•A review of the operational policy
•Establishment of consistent outcome measures

Assurances
Performance and workforce metrics are monitored through established
governance processes. These include:
Workforce
•Vacancies
•Turnover

By when

•Recruitment to vacant posts as well as additional posts (qualified and
unqualified, support worker posts, new Band 5 community nursing posts)
•Retention of existing staff through more comprehensive support systems
including: peer support for Band 7 and development forums for band 6 ,
review of supervision provision and engagement with SLP programme for
advanced nursing careers. also clarifying what each professional in the
team offers
•Review of caseload sizes and ensuring these are reduced to manageable
numbers
•Review of the model of care delivery in the teams, what is available for
patients, and how they access the available resource from professionals in
teams, what are the roles of a CPN, a social worker, an OT, a psychologist
and a psychiatrist
•Caseload review to ensure that those on our caseloads are receiving
active treatment (eg creation of a tiered system with a sliding scale of
support) supported by a Quality Improvement project focused on discharge
•Primary care liaison role pilot project to transfer a group on depot
medication back to primary care

Clinical effectiveness
•Referrals
•Waiting times
Quality assurance
•Patient experience data – complaints, PALS, compliments, GP alerts
•Incident data

1877: Finance COVID-19 risk
26
24
22

Controls

Mitigation action

1877: The finance risk has been split over time
periods of initial outbreak, recovery period and long
term. Phases 1, 2 and 3 have been fully mitigated.

•Addendum to the Trust SFIs to ensure that staff have the correct cost centres
and guidance to properly record and manage the costs of the outbreak.
•During the initial outbreak period the current assumption is that patient and
other income from non-NHS sources, including from HEE and from local
authorities will continue at the levels seen in 2019/20 during the next few
months. This assumption will not hold for all areas, in particular for private
patient income. COVID 19 financial monitoring returns are in place and these
cover both retrospective and forecast costs. The NHSI/E Finance team will
continue to monitor income levels through routine provider reporting, and where
lower than expected the expectation is for them to adjust for this through the
central top up. Contractual discussions have been held with the main funders in
order to ensure costs are covered and in certain cases services suspended or
altered during the outbreak period.
•During the 2020/21 recovery period this risk is being actively mitigated via a
heads of terms agreement with SEL CCG and on-going discussions with NHSE re a
phased and mutually agreed transition back to business as usual which will not
financially destabilise the Trust.
•2021/22 and beyond financial outlook and settlement is not currently within the
Trust’s ability to wholly mitigate. Our current view given the nature of this risk is
to currently tolerate this risk

Consideration of any financial issues or questions raised by staff in relation 31/03/2022
to finance, fraud or procurement. These are responded to ASAP via the
Trust COVID 19 mechanisms and if necessary further Oxleas guidance
issued.

Phase 4: In the long term, there is a risk that due to
the cost to the economy of dealing with the Covid19 outbreak that the NHS settlement for 2021/22
onwards will require renegotiation and the
settlement may not be as favourable to mental
health and community services. The phase 4
guidance covering 2021/22 planning has not been
issued as yet and therefore the impact and
likelihood of this risk remains unknown. It is
expected that Covid-19 will still require some form
of non-recurrent funding in 2021/22 as an effective
vaccination will not be available before the start of
the next financial year.

20
18
16
14
12
10
8
6
4
2
0

Full risk description

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

C=3

L=3

9

MOD

Commentary

Assurances

April 2021: This risk remained at the rating of
moderate (9) throughout 2020/21. The risk will be
re-worded and re-rated when there is more clarity
on the 2021/22 regime.

•COVID 19 addendum to the Trust SFIs have been reviewed by internal audit and
counter fraud to ensure they are fit for purpose
•The first COVID 19 funding allocations have been notified to the Trust and these
were in line with Trust return
•COVID 19 cost centres for each directorate are in operation and costs are being
actively monitored by Finance and included in regular COVID 19 cost returns to
SEL CCG and NHSI/E. Other than some clarification and reclassification of costs
and income there have been no adjustments to the Trust return figures
•COVID 19 costs will be included in the regular monthly reporting to the Business
Committee
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Block envelope arrangements have been confirmed to continue at current
levels up until 31 March 2021
Mitigations for 2020/21 are in place, but for phase 4 (2021/22), the national
guidance has not yet been issued, and this will need to be considered from
an ICS perspective

By when
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Board Assurance Framework: month on month ratings by risk 2021/22

1905: Prone restraint
26
24
22

Full risk description

Controls

Mitigation action

By when

1905: There is a risk that face-down, or prone,
restraint can result in dangerous compression of the
chest and airways and put the person being
restrained at risk of asphyxiation and death.

Service directors now receive a weekly restraint incident report every Friday for review and
follow up action. All prone restraints are subject to desk top reviews and must be signed off
by the service director to examine for learning. Service Directors will assess and support
enablers for individual teams eg up-skilling in de-escalation techniques, positive behaviour
plans, pre-admission planning and daily planning, culture and leadership and softer skills to
create therapeutic environments.

Focus through London Safety in Mental Health Wards – on cultural and
behavioural change relational security education program and quality
improvement using See, Think, Act Framework and Human Factors
(Goddington, Avery, Millbrook Wards

30/09/2021

20
18
16
14

C=3

12

C=4

12

High

Commentary

10

September 2020: New risk opened and escalated to
BAF. The trust is committed to making the use of
prone restraint exceptional, with ideally zero
instances, and this will remain a safety priority for
2021/22.

8
6
4
2
0

Back to contents

QI reducing violence and aggression - including preventive strategies, including deescalation, ‘positive behaviour support', Broset Tool
PMVA training (compliant with national standards)
PMVA Policy.
Restraint Reduction strategy https://www.oxleasstrategies.com/restraint-reductionstrategy/
Bodyworn cameras in place on acute mental health wards (since July 2020 following pilot
since September 2019)

Share learning from national programmers: No Force First, Positive and
Proactive Care, Reducing Restrictive Practice Collaborative, MHSIP Restraint
Reduction Network.

Review of Trustwide Reducing Restrictive Practice Group and workplan
including Safe Wards and plans to pilot safety pods

30/09/2021

By when

Identification of hotspots - highest use areas in quarter by Head of Patient Safety
(completed in August for quarter 1)
Participation in London Safety in mental Health Wards (Cavendish Square) - next report to
Acute Care Forum 24 September 2020

Assurances
Monitoring arrangements
Quality Report priority 2020/21 - reduce restraint 10% (based on average of
quarter 1) monthly reporting weekly restraint incident report produced by
informatics every Friday and shared with directorates for review and action
Weekly ad hoc reports of restraint activity and physical health monitoring after
rapid tranquilization to executive and PQAC
Ethnicity report for restraints (available from 21.9.2020)
Mental Health and Learning Disabilities Dataset (MHLDDS) compliant

1912: Pressure on district nursing teams
26
24
22

Full risk description

Controls

Mitigation action

1912: If the trust does not reduce pressure on
district nursing services in Bexley and Greenwich,
there is a risk that this will impact upon quality of
care and staff morale.

The trust has contributed to ICS winter plans for all three boroughs, and the
pressures on the district nursing teams are being recognised as a risk at system
level through relationship building within the ICS, the borough level local care
partnerships, and the Resplendent Group (this group is monitoring the
implementation of winter planning across Bexley and Greenwich).

The mitigation plan will be influenced by our response to Covid-19. All
31/12/2021
services have been asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward through the Incident Coordination Centre. Timescales for completing the mitigations may
therefore need to be flexible

At local level, service directorates are authorising the use of additional bank or
agency staff to reduce the pressure on teams.

District nurses are at the centre of our response to Covid. Service
directorate have local plans in place to monitor and manage caseloads, and
ensure that staff have psychological support, as the additional workload is
having an emotional toll. We are also working with the third sector
partners such as Greenwich and Bexley Hospice so as to ensure that our
services compliment each other.

20
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C=3

L=3

9

MOD

Commentary

Assurances

September 2020: New risk escalated to BAF.
January 2021: The mitigation plan will be influenced
by our response to Covid-19. All services have been
asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward
through the Incident Co-ordination Centre.
Timescales for completing the mitigations may
therefore need to be flexible

Monitoring activity levels, referrals and allocated daily visits
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Board Assurance Framework: month on month ratings by risk 2021/22

1913: Reducing wait times in community services
26
24
22

Full risk description

Controls

Mitigation action

1913: If wait times in community services are not
reduced, there is a risk that this will impact on
patient outcomes and experience.

We agreed waiting thresholds urgent and routine as well as agreed waiting times
for assessments and treatment in our teams, and these are monitored by teams.

The mitigation plan will be influenced by our response to Covid-19. All
31/12/2021
services have been asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward through the Incident Coordination Centre. Timescales for completing the mitigations may
therefore need to be flexible

20
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C=4
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1914: Local Authority contracts for integrated and embedded
services
26
24
22
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L=4

16

SIG

A task force is set up to target areas were specific issues need to be addressed (eg
the CAMHS task force)
Prioritise patients those with the greatest need across the neuro and stroke
pathway. Working with local commissioners in the ICS re: neuro

By when

Mitigations have been agreed at directorate level, and are being monitored
through the dashboard, and are reported regularly through the monthly
operational report and the quarterly directorate operational review.

Commentary

Assurances

September 2020: New risk escalated to BAF.
January 2021: The mitigation plan will be influenced
by our response to Covid-19. All services have been
asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward
through the Incident Co-ordination Centre.
Timescales for completing the mitigations may
therefore need to be flexible

Waits are monitored through the dashboard, and are reported regularly through
the monthly operational report and the quarterly directorate operational review.

Full risk description

Controls

Mitigation action

By when

1914: There is a risk that local authorities will pull
back some of the historic funding, which is wellembedded in our operational services, in order to
mitigate the shortage in funding. This means that
there may be a risk to delivery of some of our
services particularly where services were
reconfigured in the past and posts were integrated;
and this will also create a cost pressure for the trust.

Engage Local Authorities regarding resetting of budgets and present the likely
impacts on services to joint discussion group to find mitigations. Conversations
currently taking place in Bexley and Greenwich.

Bexley Care: A timetable is in place to finalise the new agreement by 31
March 2021, when the current agreement will end.

31/03/2021

Monitoring at Board and Executive Team

Work with service leads to understand potential impacts on mental health/CHS
services and agree means of absorbing any displaced staff into existing services.

Greenwich: The joint review of mental health services with RBG has been
put on hold due to Covid. In the meantime, negotiations re the current
contract will continue.

Review the construct of the LA cash envelopes and ensure that Estates and
Overhead cost are properly identified in the schedule of cost.

Bromley: There are no immediate plans to renew the current s31 contract,
which has been extended.

Assurances
C=4

L=4

16

SIG

The Executive, Business Committee and Board will be updated on a regular basis

Commentary
September 2020: New risk opened and escalated to
BAF. Agreement with local authorities are under
review.
February 2021: There are emerging risks relating to
the plans to cut funding for children's services.

1921: Responding to service delivery concerns
26
24
22
20
18
16
14
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4
2
0

Back to contents

Full risk description

Controls

Mitigation action

By when

1921: If the trust is not proactive in addressing
immediate concerns in service delivery in a timely
fashion, and then ensuring learning is shared, there
is a risk that the quality of care: patient safety,
experience and outcomes, will be compromised

Freedom to Speak Up arrangements
Improving Lives programme
Complaints process
Serious incidents process
CQC insight reports
Dashboards
Board visits
Relationship meetings with the CQC

Overarching CQC improvement plan as a process for ensuring that QQC
actions and SI actions are followed up and implemented. Monthly CQC
meeting starting from 21 December 2020.

On-going

C=4

L=3

12

High

Commentary

Assurances

October 2020: New risk opened to replace risk 1709
to better reflect the current concerns and priorities.

Actions and progress reported through our governance structure and minuted
Updates and progress reported to quarterly service directorate operational
reviews
Service directorates report a quality update to the trust Performance and Quality
Assurance Committee on a rotational basis
Report and action plans from the Improving Lives visit
CQC Insight Report analysed and reported to the trust Performance and Quality
Assurance Committee
CQC Regulatory Report reported to the trust Performance and Quality Assurance
Committee
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The QA and QI teams will triangulate information from the Improving Lives 31/12/2021
programme so as to ensure that information is collated, interpreted and
acted on in a timely manner.
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Board Assurance Framework: month on month ratings by risk 2021/22
1939: Ligature risk management
26
24
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Full risk description

Controls

Mitigation action

1939: The complexity of the ligature risk assessment
tool makes it difficult to translate into clear
messages to staff, so there is a lack of consistency
and standardised approach to completing the risk
assessments. This means that there may be a lack
of understanding on the residual risks that remain
and the mitigating actions that need to be taken by
the ward staff.

Senior nurse identified and funding in place for short term post.

Revise the methodology and protocol for ligature risk audits: To establish Complete
clear output processes are in pace including, audit report and Estates work
plan-physical actions; and ensure a consistency checking system is in place.

Ligature management group has been established first meeting to be held in
December 2020
Revised audit tool presented to the Acute Care Forum for feedback from matrons
and ward managers. Further checks being completed to ensure reliability and
validity of the tool
Manchester scale used to risk assess ligature points (Ligature Policy)

C=4

L=1

4

Low

Commentary

Clinical risk assessment of individual patients (clinical risk assessment policy and
guidance)

December 2020: New risk opened and escalated to
BAF in response to a CQC visit to older persons
wards.
June 2021: Agreed that this can be reduced to a low
risk for AMH and OPMH as mitigations are in place,
but a new risk is to be opened for prisons services in
light of learning from an incident at HMP Lewes (not
an Oxleas service).

Assurances
Feedback and engagement from ward and facilities staff to ensure the new
updated process meets their needs. Staff able to identify risk areas and feedback
areas of concern. The QA lead is visiting the wards every two weeks to gain
feedback and assess progress against actions and support.
Feedback from the ward managers commend the simplicity of the audit process
and the support from auditors
Monitor Datix reports regarding ligature incidents or near misses

By when

To revise the methodology and protocol for Ligature risk audits to include: Complete
review proposal for compensating factors within ligature tool and to
produce mitigating risk document for ward staff (photo book).- all MH
wards prioritising OA wards first

Staff briefing and clear information to staff on the wards to agree
Complete
mitigations and residual risks following each audit/review
i. Ward managers to undertake audits and be supernumerary on day of
audit - supported by FM
ii. Meeting to be arranged with ward managers to go through ligature audit
tool

Awareness training is being developed and the first 3 sessions will be
Complete
delivered via Teams by Monica and Lee at the end of the month. A
recorded version will then be available to staff who are not able to attend
these sessions.

Stagger programme of audits going forward so spread across the year

Complete

To undertake a desktop and onsite review of all the audits undertaken. In
following priority order.
i. Transfer all audits onto modified audit tool
ii Walk around Scadbury and Shepherdleas to consistency check audit iii
Consistency check Holbrook and Oaktree
iv. Complete Betts ward audit
v. Consistency check all audits (WAA/Forensics)

Complete

Ensure sustainability by reviewing process and ensure accountability s
embedded into key roles (e.g. senior nursing support required long term)
ward induction processes etc.

Complete

CQC assurance gained and removal of warning notice
New ligature group will be implemented to review the audit findings and
presented with difficult decisions regarding ligature management to provide
assurance up to Board. Local audit report and actions monitored via the
Directorate SMT
Compliance of ligature audits is tested as part of the annual Health and Safety
Audit
Improving Lives audit will provide assurance that all ligature points are assessed
that environmental assessments record adequate mitigations and that there are
effective systems in place to share information. Improving Lives visits from July
2021 will also monitor and ensure that improvements made are sustained.
Care planning audits to monitor that care plans address identified risks
Incident related to ligature points and ligature recorded on Datix

Ligature policy review to ensure all updates and new processes are
Complete
represented and key lines of accountability understood. This will include
clinical guidance to support clinicians with not only the prevention but also
management of ligature incidents, that is wider than removal of ligature
anchor points. Clinical additions to policy to be finalised in April 2021.
Policy to be presented to April Patient Safety Meeting for ratification.

31/07/2021
We have identified three suppliers of anit-ligature bedding for
people who repeatedly use bed sheets to self-ligature. Samples of
the bedding have been distributed to the MH units. A decision tree
to guide staff decisions on allocating the bedding is under
development. This work will be shared at the July Ligature group
meeting and if agreed, staff will be able to purchase and allocate
this bedding as required
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Board Assurance Framework - longevity of risk as at

22 June 2021

ID

Summary risk description

Risk opened

Longevity in
months

1177

Cost improvement plans 2019/20 and beyond

22/10/2014

80

1213

Vacancies and recruitment pressures

02/01/2021

5

1471

Staff experiencing discrimination at work

02/01/2021

5

1502

Impact of demand on staff satisfaction and retention

02/01/2021

5

1565

Collective responsibility for delivery of SE London ICS control total

19/02/2019

28

1606

Bed management - financial pressures

13/07/2017

47

1844

Demand on CMHTs

31/12/2019

17

1877

Finance COVID-19 risk

17/04/2020

14

1905

Prone restraint

21/09/2020

9

1912

Pressure on district nursing teams

24/09/2020

8

1913

Reducing wait times in community services

24/09/2020

8

1914

Local Authority contracts for integrated and embedded services

15/09/2020

9

1921

Responding to service delivery concerns

28/10/2020

7

1939

Ligature risk management

08/12/2020

6

X4A0T

Back to contents

Commentary

Longevity of BAF risks in months

May 2021: For risks 1213, 1471 and 1502, the opened date has been adjusted to
January 2021, to align with most recent major review of risks.

1177
1213
1471
1502
1565
1606
1844
1877
1905
1912
1913
1914
1921
1939
0

10

20

30

40

50

60

70

80

Page 11 of 14

90

28
X5A0T

Board Assurance Framework - risks de-escalated 2021/22

22 June 2021

Back to contents

Date added to
BAF

Date removed
from BAF

There have been some instances where a patient detained under s136 Tolerated
has been assessed as requiring admission, and no bed is available,
either within our own bed base, or in the private sector; patients are
therefore kept in the Health Based Place of Safety (HBPoS) beyond 24
hours. There is a risk that this will impact on patient care, privacy and
dignity; that the trust will be deprived of a HBPoS; and a risk of legal
action for unlawful detention.

02/05/2019

16/03/2021

Discussed at MHLOG 16 March 2021. Agreed to tolerate
risks as reasonable controls in place. This will remain an
areas of focus for the trust, but is now a 'business as
usual' issue not a risk.

1915

There is a risk that we are unable to deliver the service and meet
Closed
safeguarding requirements due to current level of staffing available for
work and the inability to recruit or use agency. In addition there is
increased demand from MASH to support safeguarding work

29/09/2020

19/04/2021

Closed at CYP Quality Board - service has now transferred Business continuity plan - updated with priorities for safeguarding and
and operational issues are no longer a risk to the trust.
working with children's centre colleagues
Video calls to mitigate for non face to face
Priority to first time mums and CP case conferences
Regular risk assessments with staff to return to face to face where
possible
Monitoring of staff availability - recent reduction in long term sick
Wider staff group being trained on key elements of service delivery

1926

There is a risk that reduced staffing levels arising from increased
Tolerated
sickness due to Covid-19, self-isolation, protections for vulnerable staff
and new demands (e.g. vaccination) mean that we are unable to
maintain the continuity of essential services

18/11/2020

19/05/2021

Workforce Committee reduced the risk from significant
(16) to moderate (8) as the immediate threat of Covid
absences has diminished, thanks to the successful
vaccination rollout.

ID

Description

1776

Risk status

Consequence
(Current)

Likelihood
(Current)

Rating
(Current)

Level
(Current)

3

3

9

Moderate

Data on performance
Safeguarding team oversight
Working with children's centre staff to concentrate on known
vulnerable families - all of which now have a named wellbeing worker

4

3

12

High

All staff encouraged and supported to access the Covid vaccine and
given access to clinical expertise and guidance

Daily sitrep of C-19 absences due to sickness, isolation, clinically
extremely vulnerable etc.

4

2

8

Moderate

Strict observance of guidance on infection control, PPE, social
distancing, home-working to reduce the spread of the virus amongst
staff, including on-going communications campaign

Monitoring at regular 1pm calls with ICC, Service Directors etc the
current position in relation to staffing issues and impact on service
provision

Ready access to staff testing to ensure that healthy staff are able to
return promptly to work

Active local roster management, working with HR Business Partners to
identify staffing risks and proactively find solutions

Reason for de-escalating from BAF

Controls

Assurances

The escalation protocol is embedded. The service director informs the 136 dashboard for timely information on 136 presentations and
Chief Operating Officer and Medical Director of any breaches. These are outcomes.
reported to the informal risk meeting and a desktop review is
Monitoring breaches of the s136 24-hour rule. Datix to be completed
undertaken. The PQAC receives a report every month.
for all patients who remain in HBPoS without consent after 24 hours
The trust is indemnified against legal action, and a claim may be
defensible if we could demonstrate it was a risk based decision to keep Monitoring legal action against the trust (no legal action taken to date in
respect of breach of the 24-hour rule)
the patient in the s136 suite for their own safety.

IT kit made available to a wide-range of staff to ensure that staff are
able to work from home where appropriate
Where appropriate, accessing new resources - e.g. apprentices, student
nurses etc.
New central system being designed, in consultation with Service
Directors, to ensure that redeployment happens effectively across
Directorates to meet areas of greatest need.
Ensuring the Trust is ready to rollout the Covid vaccine as soon as this is
available and to take advantage of other opportunities for staff
vaccination whenever these arise.
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Board Assurance Framework: proportion of risks by committee as at:

Risk level

Business

PQAC

Workforce

Infrastructure

Partnership

QII

Total

Low

0

1

0

0

0

0

1

Moderate

2

1

0

0

0

0

3

High

1

3

3

0

0

0

7

Significant

2

1

0

0

0

0

3

Total

5

6

3

0

0

0

14

Back to contents

Proportion of risks by committee
Workforce, 3, 21%

Proportion of risks by rating
Significant, 3, 21%

Business, 5, 36%

Moderate, 3, 22%

PQAC, 6, 43%

High, 7, 50%

Business Committee - proportion of risks by rating

PQAC - proportion of risks by rating

Low, 0, 0%

Significant, 2,
40%

Low, 1,
7%

Workforce - proportion of risks by rating
Significant, 0,
0, 0%
0%
Low,Moderate,
0, 0%

Moderate, 2,
40%

Significant, 1,
17%

Low, 1, 16%
Moderate, 1,
17%

High, 3, 50%
High, 1, 20%

High, 3, 100%

Commentary
As at April 2021, the following committees do not hold any BAF risks:
Infrastructure Committee
Quality Improvement and Innovation Committee
Partnership Committee
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Board Assurance Framework: comparison of initial, target and current risk ratings 2021/22

Back to contents

Initial rating compared to actual rating

Initial rating when risk first opened
Target risk rating
Risk rating as at start of 2021/22

Target rating compared to actual rating

Risk rating at end of each quarter of 2021/22

ID

Risk rating as at ….

Summary risk description
Initial rating

Target rating

Start of
21/22

1177

Cash releasing efficiencies 2019/20 and beyond

16

8

16

1213

Vacancies and recruitment pressures

12

3

12

1471

Staff experiencing discrimination at work

9

6

12

1502

Impact of demand on staff satisfaction and retention

9

8

12

1565

Collective responsibility for delivery of SE London STP control total

12

6

9

1606

Bed management - financial pressures

16

4

12

1844

Demand on CMHTs

12

4

12

1877

Finance COVID-19 risk

9

4

9

1905

Prone restraint

12

4

12

1912

Pressure on district nursing teams

9

2

9

1913

Reducing wait times in community services

16

1

16

1914

Local Authority contracts for integrated and embedded services

16

4

16

1921

Service delivery concerns

12

4

12

1926

Impact of Covid-19 on staffing levels and staffing pressures

12

8

16

1939

Ligature risk management

12

4

12

184

70

187

Total risk score

End Q1
21/22

End Q2
21/22

End Q3
21/22

End Q4
21/22

BAF live risks 2021/22
Initial, target and current risk ratings
200
180
160
140
120
100
80
60
40

0

0

0

0
20

Commentary
May 2021: Risk 1926 reduced and de-escalated from the Board Assurance Framework

0
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Initial rating

Target rating

Start of 21/22

End Q1 21/22

End Q2 21/22

End Q3 21/22

End Q4 21/22
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Board of Directors
1 July 2021

Item
Enclosure

5
-

Please complete all sections of the front sheet
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation

Chief Executive Report
Sally Bryden, Trust Secretary
Matthew Trainer, Chief Executive
Public
The report summarises developments at Oxleas since the last board
meeting in May 2021 and outlines potential developments.

For information.

The Board is asked to note the update.

Link to trust strategy

This report describes how we
are taking forward Strategy
Priority Three: Making Oxleas a
great place to work
Link to Board
This report links to risks:
Assurance Framework 1502 – staff morale,
1471 – staff experiencing discrimination
1926 – Impact of Covid-19
Implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The quality of services is considered in the Care Quality Commission
publication.
The Integrated Care System developments will impact the local health
economy.
Equality improvements is at the centre of the Building a Fairer Oxleas
programme.
The report outlines the impact of Covid-19 on staff, service users and carers
and feedback from these groups.

32

Oxleas Developments
Covid-19
We are monitoring the impact of new variants closely and rigorous use of testing, protective
equipment, social distancing and staff working from home where possible remain. As a
system, developments such as new services for people experiencing long Covid and greater
community support to increase mental health resilience are underway. Greater
opportunities for our patients to receive visits while in hospital are also in place. We are
experiencing significant demands on services and are working with colleagues in South East
London to manage this and to understand the causes.
We continue to encourage our staff to receive the vaccine and are offering those who have
concerns about health issues specialist advice and support.
As Covid-19 guidance and national restrictions change, we will communicate this widely to
colleagues. We are not expecting to go back fully to pre-Covid working arrangements and
are therefore developing policies and guidance to support staff. These will aim to support
staff to achieve a work/life balance while ensuring patients’ and service needs are met.
Care Quality Commission inspection
In April 2021, a team from the Care Quality Commission visited our older adult mental
health inpatient wards to conduct a review from the Safety and Well Led perspectives. They
published their report on 18 June 2021 and updated the rating for these services to good
confirming that the overall governance of the service has improved. In the CQC press
release announcing the findings, Jane Ray, CQC’s head of hospital inspection for mental
health, said: “Overall, this is a very positive report. Managers and staff have worked hard to
address the concerns we had during our previous inspection and ensure that improvements
are made.”
Building a Fairer Oxleas anniversary
We celebrated the first anniversary of the Building a Fairer Oxleas programme in early June.
This was marked by a personal letter to all members of staff and a special edition of Oxwide
involving members of the BAFO working group and staff networks. Feedback has been
positive and we have outlined our commitment to continue and widen this work.
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Health and Safety
As detailed in the Board papers, we are proposing to set up a Health and Safety Oversight
Committee to support the implementation of the trust health and safety strategy and
increase comprehensive oversight of health and safety performance.

Wider development
South London Listens
A successful community event was held involving the South London Partnership, local
authorities and community organisations to look at the impact on mental health of Covid
and agree on ways that community resilience can be increased.
Many of the issues focused on align with our strategy such as increasing accessibility of
services and cultural awareness and ensuring that, as an organisation, we support the
development of communities through job opportunities, procurement etc. We will be taking
these actions forward as part of our strategy work.
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Integrated Care Systems
In mid-June, NHS England published a series of documents outlining how they will ask NHS
leaders and organisations to operate with their partners in Integrated Care Systems from
April 20222. This includes a design framework and how the transition will be supported.
The documents are available at https://www.england.nhs.uk/publication/integrated-caresystems-design-framework/

We will be working closely with our local partners to take this forward locally.
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Link to trust strategy

This report relates to the strategy in several ways including:
• waiting times performance
• community service performance
• operational service performance- digital and face to face provision
• partnership working
• reducing inequalities

Link to Board
This relates to several BAF risks including those describing pressure on
Assurance Framework services, staffing and service delivery.
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The report outline steps being taken to improve quality of services including
reducing waiting times.
The report outlines the impact on finances of several developments.
Information is included on steps being taken to improve equality of
technological access for people with learning disabilities.
The report outlines the impact of developments on people using our
services and their families of developments and to staff
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Board Operational Report
June 2021

Adult Learning Disability
Performance Exceptions (May 2021 Data)
Delayed Transfers of Care (DToC)

Delayed Transfer of Care (DToC) for Atlas House
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Target <7.5

Comm Bed ECR Bed

Total

Discharges
in Month

CCG

LOS from
Admission to
Month End

Delayed
Discharge

Date of
DTOC

Croydon

0

1

1

0

749

1

01.12.20

Greenwich

1

0

1

0

82

1

21.05.21

Kent & Medway

0

1

1

0

120

Lambeth

0

3

3

0

2

21.04.21
21.04.21

South West London

0

1

1

0

61

Total

1

6

7

0

1012

482

697

322

4

Comments:
The unit continues to work with external commissioners to minimise delays with 2 discharges expected in
June. Ongoing episodes remain individually managed to ensure appropriateness for each client.
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RTT Waiting Times: Allied Health Professionals

RTT for LD AHP's
120%
100%
80%
60%
40%
20%
0%
AHP's

Target

Comments:
Longest waits are: 32 weeks in Bexley (8 clients), and 17 weeks in Bromley (1 client) and Greenwich (4
clients) associated with Occupational Therapy capacity constraints. Service users waiting have regular
contact whilst waiting for an OT intervention and most are care coordinated within the team, if a referral
becomes urgent it is re prioritised.
Actions in relation to COVID
Day Services and the hydrotherapy sessions for adults with a learning disability at Goldie Leigh remain
suspended. Access to hydrotherapy has been reviewed closely with the Head of Infection Prevention and
Control but it is not feasible to reopen safely and within current guidelines at this present time given the
nature of the sessions and level of close physical support needed. We are keen to reopen and this will of
course remain under review but is dependent on a change in guidance. The pool has been able to reopen
for our children’s services.
Digital Inclusions Project update
We have now given out the 10 tablets to service users across the 3 boroughs. ALD staff have spent time
working through the induction process with clients and carers where they are involved. We have provided
impact survey data for 8 of the 10 clients and been able to receive the £1000 grant as a result.
We have experienced some challenges in the time scales of the project as there has been little time
between the tablets being issued and the impact data collection; for many of the people with a Learning
Disability involved, they have needed shorter and more gradual input and, for many people, the data has
not shown positive change at the point of time it was collected. This has been fed back to the project and
has been the experience of many of the organisations involved and will be fed back to the Department of
Media and Culture who has funded the project and set the timescales.
Positively, we are continuing to support clients and monitor outcomes. There have already been some very
positive comments and people are very keen to learn more. COVID restrictions continue to make progress
slower than normal; some people are not yet able to join virtual meetings/conversations and do not wish
to have face to face appointments yet ; some clients have felt unsafe carrying their tablets to a base and
there have been occasions when clients have not been ready or keen to take part in booked ‘sessions’ and
it has been harder to build in the required and normal level of flexibility/reasonable adjustments that we
would usually offer.
We have had some very positive feedback from clients so far and many of the people involved in the
project are on the way to reaching some or all of their goals:
• ‘’Now I’ve got an email address to bid for properties to move house; the Local Authority doesn't make
reasonable adjustments for people who don't have the internet. I can listen to music and go on
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YouTube. I haven't had it for long and don't feel safe yet as I might accidentally click on something bad
on the internet. I want to learn more about keeping safe. The only negative is the internet is slow’’
•

‘’have been using the device to play games on apps they have downloaded, such as wordsearch and
colouring apps. They have also been watching films and listening to music on YouTube’’

•

‘’I like listening to Westlife and looking at shopping’’

•

Staff “It's helped x be occupied and really helps her engage as she can watch and listen and it provides
opportunities to remember/talk about who people are or what she’s watching”

2 members of staff have attended training from Aspire to become ‘digital champions’ and pass skills to
other staff and we are planning to work with The Good Things Foundation and AbilityNet to explore the
opportunity of a buddy scheme matching virtual buddies with people with LD to support them with digital
skills.
Lastly we have met with Laurelle Morgan-Bruce, Clinical Transformation Programme Manager to explore
wider Trust opportunities and are pleased to be planning some work together looking at trained digital
volunteers who we hope will partner with our LD clients as well as looking into Community based drop-in
sessions for people to gain digital skills and confidence. We have also shared some of the easy read
materials and resources about keeping safe online that we have used in the project.
Physical Health
Teams continue with the identified priority workstream areas and current steps include; piloting an MDT
respiratory assessment form for adults with a learning disability, designing new ‘Healthy Lifestyle’ sessions
for those who need support around losing weight, reviewing End of Life resources and pathway
information from other Learning Disability Teams/organisations to ensure we have access to best practice
resources within Learning Disabilities, and working with staff to identify whether any additional wellbeing
support is required for those staff working with those who pass away and/or are LeDeR reviewers. The
Head of Nursing is working on a physical health ‘offer’ which will include, face to face training, online
resources, webinar resources and a tangible printed resource pack for providers covering all key areas of
health linked to premature deaths/hospital admissions for vulnerable people. The plan is to look at
benefits and opportunities to extend this work wider within the Trust, considering the synergies with other
vulnerable groups, linking in with the nursing strategy (innovation). Additionally, colleagues will focus on
co-production, engaging with carers, care providers, other agencies and expert stakeholders.
There has been liaison with relevant teams within Oxleas and with colleagues at other Trusts to improve
pathways and networks. Planned training sessions agreed for staff include End of Life care, Stroke tutorial,
and Respiratory Observations training. We have also benefited from an initial conversation with the
Dietetics service as to how we can ensure that the work we do and sessions we plan to set up for service
users meet their standards and hope to identify any opportunities to work closer with the service.
The work of the Adult Learning Disabilities CNS at QE Hospital has benefited from the addition of a
redeployed support worker from day services given the substantial workload and remit. Work to date has
included staff training (newly qualified nurses, acute medicines unit, nurse associates and junior doctors),
working with the patient lead to devise an accessible patient feedback tool which will capture the effective
use of hospital passports, engagement with the iCare (patient info system) to examine the referral process
and learning disability electronic care plan. Additionally, the CNS has engaged with the Emergency
Department at QEH, developing resources in the waiting area for patients/staff. Learning Disability CNS
posters are now up in all the wards in all departments in the hospital for colleagues to make contact.
Recruitment of Learning Disabilities champions is underway across all departments with 30 recruited
(doctors, dieticians, nurse specialists etc) to date. The NHS Improvement standards will be mapped to a
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CNS job plan for prioritisation and a newly created acute development forum with commissioning and
senior leadership within QEH will provide ongoing oversight.
BROMLEY
1. Performance Exceptions (May 2021 Data)
CPA 6 Month Reviews
Bromley 6 & 12 Month CPA Compliance

6 month CPA Compliance

100%

12 month CPA Compliance

Target

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

Comments:
Whilst 12-month CPA Review compliance remains high at 99%, 6-month CPA Review compliance remains

below the target of 95% with a further deterioration in the reporting period. Performance began to increase
from April ’20, but since September, there had been a steady decline. For the current reported month of May
6-month CPA compliance decreased to 83% and remains below the 95% target for the 15th month.

The teams are sent regular reports and there is a CPA tracker on iFox, where team managers or individuals
can check CPA’s that are overdue and due within the next 6 weeks.

This is an area of focus for the directorate and we anticipate having clear narrative around our breaches in
the next month.

Dementia Diagnosis

Bromley Dementia Diagnosis Rate Apr '20 - Apr '21
68.0%
67.0%
66.0%
65.0%
64.0%
63.0%
62.0%

Dementia Diagnosis Rate

National Target
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Comments:
Increased rates of local attrition associated with the ongoing pandemic coupled with a fall in new dementia
diagnosis associated with reduced referrals and diagnostic activity explains the deterioration in
performance seen over the past 12 months. The Memory Service has stepped up the number of diagnostic
appointments over the past 4 months which, coupled with an improvement in the completion of diagnostic
testing via PRUH, has led to the improvement in the DDR since June.
We are currently awaiting May data (sourced from NHS Digital the GP QoF database but not yet available).
Additional funding has been secured to appoint a new Band 6 post dedicated to working across secondary
and primary care for the sole purpose of achieving and then sustaining DDR performance above the
national target by the end of FY 21/22.
Bromley Primary Care Plus (PCP)

Average Wait (days) for Triage Appointment - PCP
25
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5
0

May Jun '20 Jul '20 Aug '20 Sep'20 Oct '20 Nov '20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21
'20
Average wait for triage appointment
Target

Comments:

59.1% of appointments were offered within 14 days which is an improvement from 37.1% during April. The
average wait for the first appointment was 17 days (improved from 22 days last month).
Additional weekend shifts are being worked to reduce the referral backlog and waiting times. The interim
Team Manager has started pending the permanent post holder joining from an external organisation.
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72 Hour Follow-up
72 Hour Follow Up May '20 - May '21
Bromley Position

Trust Position
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Comments:
Improved performance for consecutive months; currently 91% which consists of 3 breaches. All 3 clients
have subsequently been followed up and confirmed safe. The Business Office has developed and
implemented a database to develop an understanding of areas requiring improvement (e.g. failed
referrals) to enable the directorate to reduce breaches. On a positive note, ‘self-harm’ follow-ups remain
at 100%.
EIP Waiting Times
100%

Bromley Early Intervention in Psychosis

80%
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0%
Early Intervention in Psychosis (EIP) - 2 Week Waiting Times (Waiting)
Early Intervention in Psychosis (EIP) - 2 Week Waiting Times (Seen)

Comments:
33% compliance for patients ‘waiting’ represents 2 breaches (i.e. 1/3). Both cases relate to delayed
referrals impacting on the team’s ability to achieve contact within the 14 day target.
Community Transformation / PCN
•
•

Project Group and Working Group Established to develop the model
Project Manager post being recruited to now (will be employed by MIND)

•
•
•
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Permanent Team Manager has been appointed to Bromley PCP
Accommodation has been identified for the new staffing resource close to Beckenham Beacon Community
Hospital
8 PCN Mental Health Practitioner posts are being recruited to work into Primary Care and coordinate with
the new community transformation resource.

Mental Health Patient Flow Manager – PRUH (Commentary)
Bromley Directorate is working with Kings at the PRUH to develop a Patient Flow Manager post at Band 7 for a 12
month fixed term period. The post will work across the PRUH wards and ED to support discharges with the set up
and coordination of care packages and accessing appropriate care home placements.
The post will work with the Transfer of Care Bureau, MHLT and both Working Age and Older Adults CMHT’s. The aim
of the post is to better facilitate appropriate discharges and avoid readmissions. It is envisaged that the majority of
work will be with Older Adults.
The post will be funded by Kings and Managed by Heather Reid, Locality Manager OA Services.
Perinatal Service
We have appointed Leanne Kalemaj into the Band 8a Perinatal Service Manager post to manage the perinatal service
across Bromley, Bexley and Greenwich. Leanne is a very experienced Team Manager currently working within the
Bromley EIP Team and we will be looking to recruit into the vacancy she leaves at EIP.
The perinatal Service Manager post is critical to support the continued development of the service which is
attracting investment and needs to deliver new targets from that investment, so this is an important appointment.

Bexley Care Board Report June 2021
Adult Community updates
Community activity
The DNs activity continues at a consistently high rate and we are monitoring to see if this is our new ‘normal’ postCOVID.
The Respiratory, Diabetes and Heart Failure teams remain busy although some additional funding for diabetes is
expected to be approved.
AHP Waiting times
Waiting as at June-21 (Weeks)

As at May 21

Total

0-11

12-14

15-18

>18

Community SLT

132

52

11

12

Neuro

153

104

6

7

36

33

CHRT

309

164

21

12

112

90

65

>18 weeks
54
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Community SLT: We have appointed to a newly funded Band 7 role and are waiting them to start, however the SLT
Lead is about to go on adoption leave so we will not see the immediate impact on reducing the waiting list that we
had hoped. .
Neuro has seen an increase in their waiting list due to the high number of referrals in the last 2 months. The team
are feeling the pressure of working incredibly hard but not seeing waiting times reducing due to increased demand.
A number of team members have been absent due to stress. To try to relieve the pressure on the senior members
we are advertising for a manager for the team for a 12 month period who will assist with the transformational /SEL
core offer work.

The CHRT continue to see an increase in referrals which is impacting on their waits. The team were partially stepped
down during the pandemic and therefore the combination of a backlog and high demand has resulted in a very high
waiting list. We have been unable to recruit any staff from the agencies to assist this. We continue to have MSK
redeployed staff to assist the team and are seeking agency permission to backfill MSK staff.
Accelerator Bid
Our performance continues to improve, and we have now reached the 80% target which is effective from Oct 21.
% Seen F2F within 2 hours - Rapid Response Bex Community
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2021

We are unable to maximise remote working for the rapid response team at Brook House as we are unable to divert
the QE phones. Estates are assisting us with this, and also looking at relocation, but there has still not been a
decision on the estate costs.
We continue with our Bexley Care Case Management meeting and are in discussion with primary care and the CCG
on how they may re-engage with the ICMs.
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We remain concerned about our staff wellbeing and resilience with the high level of activity continuing in the
community services and the pressure to return to business as usual, plus large scale transformation programmes
such as long COVID, review of ICBs etc. The Trust and regional support tools have been shared and we continue to
hold meetings to provide opportunities for the staff to talk to colleagues for peer support.

Mental Health Services update
Memory Team
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Bexley Memory Service - new referrals and size of waiting list per week
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On average there continues to be a high number of patients referred and waiting for assessment and diagnosis. The team have
revised the action plan to address the waiting list this includes:
•
•
•
•
•
•
•

A review of staffing levels and using sessional workers to address the waiting list.
Extra clinic sessions have been offered via bank to address waiting lists.
Size of waiting list also gradually reducing due to some of the staffing and training actions taken
All job plans have been updated allowing for work to be split between the backlog of assessments and new assessment
work.
OPD clinics running face to face or virtually and contact as per usual for these clinics.
Patients on waiting lists are being contacted by the team to undertake a welfare check.
Memory Team managers meet with Business Office and Senior managers to review data and discuss action

PCP

Bexley PCP BI - new referrals and size of waiting list per week
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There were high referrals from March till date, this dipped a bit in May but went up again, with additional impact of vacancies
within the Triage Team and Adult Safeguarding Alerts (MERLINS) being managed within PCP. Despite this, PCP have managed to
achieve 14 day target in Feb and March. The PCP leadership is attending regular planning meetings (weekly) to roll out E-
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Referrals. The strategy to bring other CMHT management resources to bear on the problems that arise continues to be used to
address the increased referral numbers.
72 hour Breaches
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Bexley HTT 72h Follow Up - new referrals and size of waiting list per week

Waiting
List
Referrals
Received

0

There have been a few 72 hour F/up breaches over the past few months. Issues have included the following listed below.
Weekly reporting will support in addressing issues promptly.
• Teams recording the correct mobile / landline details for patients. This has been picked up with the Boroughs but will
be discussed again with the Mental Health Liaison teams and ward managers
• Inpatient wards referring to the incorrect team in error which has delayed the follow up. This has been raised with
Matrons
• Referrals not being picked up by the HTTs. This has been raised with the HTTs to ensure there are systems in place to
monitor this

Mental Health Crisis Line
The service uses two staff per shift during the day and 1 staff during the low call period at night, around midnight. This continues
to be reviewed with the team members and managers and the service is able to flex its limited staffing numbers. Please see the
contact and outcome figures below.

Call Volume
The call volumes are consistent with previous month’s figures. Greenwich remains the Borough representing the highest number
of callers. Highest numbers of calls are between the hours of 8am and 4pm, followed by 4pm to 12am with 12am to 8am with
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less calls. There are calls from out of the Borough but also calls where callers have not given where they are calling from. This
has also been higher and more noticeable during the Covid 19 pandemic.

CYP Directorate Update – June 2021
CAMHS
The increase in routine and crisis referrals continues. The crisis demand in CAMHS will be addressed via new
investment monies. The pressure from routine referrals is within the generic and LDND pathways. In April 2021, 791
children and young people were awaiting assessment across Greenwich, Bexley and Bromley CAMHS. Agency staff
and fixed term roles have been requested using underspend to date from the new 2021 investment. This will
support the immediate addressing of waits across boroughs whilst substantive recruitment against this funding takes
place.
The following charts show an increase in numbers waiting in March but levelling off by the end of April and slight
increase in those waiting over 12 weeks for assessment. This is in line with projections on the impact of increased
demand on waiting numbers and waiting times.

Long term agile working principles for CAMHS are being considered via the leadership team
CAMHS Improvement Group
Enhanced excel-based patient trackers have been developed and implemented for treatment waiting lists across
CAMHS, improving data quality and providing greater visibility of internal waiting times across clinical pathways.
These trackers are linked to new pathway-level reports (‘Lucid Charts’), which provide an overview of demand,
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illustrate patient flow and help to identify any pathway blockages. Pathway ‘Review and Support’ points are in the
process of being developed, flagging patients who are likely to exceed expected level of contact, pathway length of
stay and/or who require MDT review, with the ultimate aim of improving patient throughput and reducing waiting
times for intervention.
Interim waiting times standards are also being agreed whilst awaiting further guidance from NHS England.
A RIO manual is in development for all CAMHS processes.
The job planning pilot continues within the DBT team, with a full roll out to CAMHS anticipated to commence from
July 2021.
New Investment (MHIS, SDF and SR)
Investment has been confirmed across all boroughs and will support local borough Generic and LDND teams and
crisis care. Crisis funding will be used to extract all crisis activity out of borough teams, enabling routine assessment
and treatment to be addressed by the borough teams. The crisis team will standalone as a separate team and
recruitment into all new posts is underway.
South London Partnership (SLP) /South East London (SEL) 7 Borough
The Bed Management Policy is awaiting final sign off. Oxleas have contributed to this and highlighted delays when
approval to a bed is indicated. This will be addressed through the policy and a pilot conducted by SLP bed
management.
Consideration is being given to expanding the Crisis Line with merits and risks being discussed. This will require new
investment.
New investment is being requested for eating disorders services; funding a SLP peripatetic team to support acute/
community services with children and young people awaiting admission, who are being supported locally. We are
currently awaiting the outcome of the proposal.
The Cavendish Group of Chief Executives funded an audit of CAMHS presentations to all London A&E departments.
The results of the audit has generated an action plan which will address how best to manage the ongoing increase in
crisis presentations.
Bexley CAMHS
The service is seeing waiting times grow and an increase in complaints to the service which are largely related to
waiting times. This is being addressed through the service redesign work currently underway as a result of the
removal of CAMHS funding by London Borough of Bexley to take effect in March 2022. The new service model will
be agreed by September 2021.
Bromley CAMHS
Bromley Y/CAMHS - partnership meetings have been arranged to work through integration of newly awarded
contract. An internal deep dive audit into A&E presentations for children and young people registered with a
Bromley GP was conducted by Bromley CAMHS, predominantly focussing on the PRUH but also capturing Bromley
children and young people presenting at other acute hospital settings. The findings have been shared with senior
colleagues in Bromley and will require further consideration in relation to schools/ early intervention and prevention
pathways.
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Specialist Services
Waiting Lists – ASD
Actions plans have been agreed to reduce lengthy waiting lists for children waiting for an ASD assessment. The initial
round of recruitment to fixed term posts and agency was not successful, however subsequent recruitment has been
successful; interviews have taken place and 2 posts have been offered.
In addition, Oxleas have sub-contracted an external provider for 6 months to increase the capacity of staff to
undertake ASD assessments which commenced in May.
To date the projections have remained largely on track due to a reduction in referrals in Greenwich and the team
delivering additional assessments. The current numbers waiting in Greenwich as of 1 April 2021 was 810 and in
Bexley 347. At 1 June the numbers are 722 in Greenwich and 231 in Bexley.
The following charts show the adjustment to the original projection based on the current waiting list and delay to
securing additional resources.

Projections are based on the average referral rates from 19/20 (46 in Greenwich and 33 in Bexley). The current
capacity for assessments without investment is 37 in Greenwich and 33 in Bexley. If referrals increase then the
projected time to reduce the waiting list will also increase.
Work is currently taking place to review the process in Greenwich for ASD assessments. Waiting times for ASD
assessments is acknowledged as an issue across all SE London providers. SEL Provider Networks have agreed to
focus on this as a priorit of the group. A sub-group of clinicians from SEL providers will be meeting to take this work
forward.
In addition, the Greenwich ASD service has been selected as one of the sites to take part in a National Research
Project looking at ASD diagnostic pathways. The title of the project is RE-ASCeD project: A Realist Evaluation of
Autism Service Delivery and it is being funded by NHS England.
Waiting Lists – ADHD Greenwich (292 waiting as at 1 April, 252 waiting at 1 June)
The service has delivered against the plan for additional assessments to be delivered to date – this was linked to
member of staff coming into post and the impact of QBTest. A full benefits analysis will be completed exploring the
impact of the QBTest diagnostic system. The plan is still on track to reduce the wait list within 12 months. The
current waiting time is 6 months in Greenwich reducing to 2 months within 12 months.
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Increased demand for Education, Health and Social Care (EHC)
There has been a significant rise in the number of NA2 assessments being requested by both Greenwich and Bexley
Local Authority SEND teams from therapy teams. These are the assessments required by all professionals involved in
the care of the child to inform the EHC plan. In Greenwich the average number of NA2 requests in 2020 was 31 per
month. This has now risen to an average of 44 per month in 2021.
In Greenwich there is a plan to adopt a partnership approach to managing this, however it needs to be recognised
that the increase in requests is causing a significant impact on the capacity of the therapy services. This is the case
for SaLT and OT in particular. Further discussions with commissioners are required as to how to manage this increase
in demand without any additional resource.
Similar discussions will be held with Bexley Local Authority to understand if the increase in demand and subsequent
impact on service delivery is the same.
Parking permit challenges: Immunisation Team
Over the last year there has been a challenge regarding car parking in Greenwich for the Immunisation Team. This is
largely due to the restrictions on car sharing due to Covid; infection control; parking availability around Greenwich
and the road closures for the reduction of car emissions.
The Immunisation Team have been using the NHS Covid worker car permits. These expire nationally at the end of the
month; however, the team are still restricted by the Covid measures for car sharing. In addition, school sessions last
longer than two hours, so without a parking permit the team are severely impacted in their ability to deliver the
service.
The issue has been raised to the Greenwich Commissioning Team with an aim to resolve it prior to the parking
permit expiring.
Innovative use of an external provider supporting ASD assessments
Last month saw the first assessments being completed by Speech and Language Therapists from a sub contracted
Social Enterprise Company. This is a new initiative the Directorate has taken following significant challenges with
recruitment of all professions within this area. This service initiative is still in very early stages and will be monitored
closely for efficiency and impact.
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Procurements
Gatwick IRC our bid was unsuccessful, and the contract was awarded to PPG (Care UK). The scoring of the bids was
close; however, the competition’s current experience and service delivery model gave them a slight advantage. There
were lessons learned which we applied to the Kent bid and will apply to future bids.
The Kent prisons procurement first phase bid of approximately £150 million over 7 years was submitted in April. We
are still awaiting the outcome which we anticipate being as early as August and no later than September.
We are still waiting to hear about the procurement process for pharmacy services and Cookham Wood prison and
expect developments later in July.
Greenwich Cluster Prisons we are still awaiting a response from the Commissioners on whether a decision has been
made for a contract extension for one year up to March 2023.
Other procurements will be determined by the Board in conjunction with the Directorate Business Growth Strategy.
Forensics
The TILT service at Goldie Leigh - re-tender procurement process is underway.
There has been an increase of violence and aggression from patients toward staff over the past few weeks. As a result
of serious injury to staff by patients we have ended the pilot around body worn cameras and will now fully implement
the use of them across all inpatient wards. We are working with Kent police to improve investigations into assaults
against staff and seeking prosecution where deemed necessary. Also, we are increasing safety and awareness training
to prevent incidents of violence and aggression.
The Female Community Hostel (Somerset Villas) had a comprehensive CQC inspection on the 10th June and the
provisional feedback was excellent:
Care plans were detailed, and covered people’s needs and how to keep they safe.
People felt supported and happy using the service. They told us staff were caring and supportive Medicines were
managed safely.
People's care was planned and delivered with the involvement of clinical team to ensure people's needs were met.
There was a good joint working arrangement between the service and a range of other services
Staff were trained and supported. The RM understood his role and responsibilities.
The service was well managed and had systems and processes to deliver an effective service

Prisons
Kent prisons are doing well and remain Covid19 free.
Greenwich cluster prisons are planning for Covid19 wave three via direction of Commissioners with a renewed
emphasis on increasing vaccinations amongst the detained population.
We are also managing Covid19 needs in Wandsworth prison. Unfortunately, at Wandsworth, there have been several
deaths in custody or near misses and investigations are underway involving our staff, South London and Maudsley and
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NHS England commissioners. Additionally, Service Directors (Oxleas and SLAM) are meeting with the healthcare and
mental health leadership teams to improve relationships.
Across our prison services, we continue to monitor serious incidents to share learning and change practice to reduce
risks and to support staff through the investigation and coroners’ court processes.
SLP
Contract review meetings are progressing well especially with the independent providers. The NHS providers still work
in progress as we are not challenging each other as we should but this will change over time.
Finance
The Directorate YTD has an overall underspent against a budget of £183k. The Forensic Service has an overspend of
£113k and Prison Services has an underspend of £296k. The acuity of the patients in forensic inpatients is driving the
variance due to increased staffing levels required to deliver safe care.

Greenwich
Adult Community Services
The acute hospitals have returned to pre pandemic levels of non Covid activity and in recent weeks have been seeing
significantly higher number of referrals through A&E. Our community services are continuing to support to ensure
swift discharge of patients and referral activity remains high.
Summary of Pilot: Navigator Nurse at Queen Elizabeth Hospital
We have, during the pandemic, had a Navigator Nurse working into Queen Elizabeth Hospital to support admission
avoidance and early discharge. The nurse has provided a person-centred assessment to determine appropriate care
pathways to avoid unnecessary hospital admission. (ED / Ambulatory Care and Urgent Care Centre), There is further
scope for the role to expand further and support the wards with recognising discharge pathways at an earlier point
in the patient journey. They have also supported with the identification of patients who would benefit from
intermediate care input.
Positive Outcomes
•

The partnership working across agencies at the interface of primary and secondary health and social care has
worked well.

•

Effective robust relationships have been achieved with the multidisciplinary team in QEH.

•

Fostered good working relations with community teams to enable seamless discharge from acute sector to
community.

Referrals Received From

AdmissionAvoidance

ED

58%

42%
Yes
No

Wrd1
Wrd2
Ward 14 A
Ward 21
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Discharge Pathway
12%
33%
12%
16%

9%

CCP
DN
HAP Falls
JET
Shared Information
TVN
CRSTAT
Diabetes team
ECB
HIDT
Mental Health
Pallative care

Focus on Community Podiatry
In phase 1 of the Covid19 lockdown, the community podiatry team followed national guidance and stopped all nonessential services. All community health centre appointments were cancelled, and the team concentrated on home
visits for the most vulnerable and shielding (ulcerated patients - new and existing). The community podiatry team also
gave assistance to the district nurses by taking on additional wound care for patients that would otherwise be shared.
All high risk (but ulcer free) were given weekly/ fortnightly telephone appointments and knew to contact the team if
there was a concern. Daily triaging of new referrals was continuous, and all urgent patients were offered an
appointment. Non urgent (nails, hard skin, routine care etc) were discharged.
Staff were redeployed to community podiatry from MSK and Podiatric Surgery. This plan continued until September/
October at which point community clinics were re-opened with additional infection control measures in place such as
longer appointments to ensure cleaning of rooms before and after patient contact, decreased number of patients
congregating in the waiting areas and temperature assessment of patients.
Decreased Activity:
Patterns of activity tend to follow the national lockdown trajectory, when in lockdown patients who were not required
to shield were choosing not to attend a community appointment despite our robust IC processes
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Mental Health Services
Older People
During the last few months there has been a change in leadership roles across older peoples mental health services
with the recruitment of a new operational manager following the retirement of the previous post holder, a deputy
team leader to cover maternity leave and a new team manager for the memory service.
Memory Service Waiting List
There is a continued focus on reducing the waiting times for memory assessments and most recent analysis of the
data shows a caseload of 361 patients (a drop from 488 in January 21 due to a higher number of discharges) and a
waiting list of 68 waiting up to 13 weeks (minimum 3 days and maximum 91 days).
Health Based Place of Safety
The team have been running for 1 year now at Oxleas House and wanted to highlight the work they have done,
recogniisng that the service was set up during the pandemic. In the last year the team received 496 referrals and
arranged admissions for 270 patients (54.4%) of which 214 were formal admissions (79% of all admissions). There
were 44 breaches - patients in department over 24 hours (8.8% of all referrals) and were overall as a result of not
identifying an inpatient admission bed. All breaches are reviewed to ensure correct escalation processes are
followed and any learning is discussed and shared, for example when patients are brought to the HBPoS and belong
to another Trust it is important the team begin the dialogue early to ensure timely flow of information and potential
identification of beds.
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Health Based Place of Safety Data
60
40
20
0

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Number of Referrals

Number of Admissions

Number of Informal patients

Number of breaches

Jan-21

Feb-21

Mar-21

Apr-21

May-21

Number of formal patients

Inpatients
Pressure on beds remains on-going and the wards are sustaining significant demands at present. The wards are
working closely with the Patient Flow Team to manage the flow of beds and to reduce the use of UEA beds.
There has been a drop in length of stay in older peoples wards, however, it remains higher than the first 3 months of
2021 mainly due to the acuity of patients where we are seeing frailer older people, but of a younger age group than
usual. There has also been a significant increase in length of stay in our adult mental health beds which is having an
impact on patient flow. We have organised a mini multi-agency discharge event for people who have been an
inpatient in Oxleas House for over 90 days. The first review is on 30 June and a follow on event will take place on 2
July to see if we have achieved the next steps.

Apr21 - AMH & OPMH LOS
AMH LoS
50

34

Dec-20

41
19

Jan-21

49

OPMH LoS

38

35

33

Feb-21

Mar-21

90
68
54

Apr-21

61

May-21

We are currently in the middle of our diagnostic review with Newton Europe looking at the effectiveness of MH

service delivery, practice and decision making and productivity and use of resources. There has been
excellent engagement from staff across the Trust and very early analysis of one snapshot study of 40 patients
in Oxleas House on 7 June 2021 where the clinical team were asked “Is this acute bed currently the best setting for
them?” and, if not, “What is the next step for this individual?” has shown just over 50% on that day were in the right
place, however, 13% of patients were deemed able to be discharged by at least one member of the MDT on the ward,
whilst others either felt it was too high risk or didn’t feel empowered to contradict the decisions and 36% were delayed
for a range of reasons including availability of suitable accommodation and engagement with patients in the discharge
process.
Community Mental Health
Our continued focus on reducing caseload sizes particularly for the ICMP teams is beginning to have a positive impact
with the average caseloads nearly running at approx. 25 per care coordinator. Work still needs to continue with
recruitment into new posts and active reviews to transfer patients back to primary care. Again, the Newton Europe
Diagnostic’s very early analysis of one snapshot study of a case review of 35 assessments focused on outcomes (Did
this person receive the ideal outcome?” and, if not, “Why not?) showed that there were delays in 10% of the cases
moving on to another service.
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Integrated Performance Report(IPR) - May 2021
S.No

1

Committee

Regulatory

Reported

Monthly

Origin

Metric
Code

NHSI / NHSE 10766

View from our regulators

Target

May-21

Comments - May 2021

Variance

Assurance

Comments - May 2021

Variance

Assurance

Comments - May 2021

Variance

Assurance

Variance

Assurance

NHS Improvement - Segment
1

2

Regulatory

N/A

CQC

10348

CQC Rating
Green

S.No

Committee

Reported

Origin

Metric
Code

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

Target

May-21

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

97.4%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

90.8%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

91.2%

6

Quality

Monthly

Trust

11699

FFT; overall patient experience - % "Good" and "Very good"
responses (ACS and CYP)

>95%

88.9%

7

Quality

Monthly

Trust

11700

FFT; overall patient experience - % "Poor" and "Very poor"
responses (ACS and CYP)

<5%

2.9%

8

Quality

Monthly

Trust

11703

FFT; overall patient experience - % "Good" and "Very good"
responses (MH and CAMHS)

>90%

70.6%

9

Quality

Monthly

Trust

11702

FFT; overall patient experience - % "Poor" and "Very poor"
responses (MH and CAMHS)

<10%

11.0%

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

S.No

Committee

Reported

Origin

May-21

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

5.8%

11

Quality

Monthly

NHSI

11128

6 Week Wait for Audiology Diagnostic Assessment (DM01
Monthly)

>99%

100.0%

12

Quality

Monthly

Trust
(Internal)

11403

Performance against 30 working day target for Responding to
complaints

>80%

54.3%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

70.3%

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

91.4%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

92.4%

16

Quality

Monthly

DoH

11268

Referral to Treatment - Allied Health Professionals (New April 2018)

>95%

92.2%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

87.1%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

98.0%

19

Quality

Monthly

Trust / CYP 11397

Percentage of patients seen within 12 months for an initial
Autism Spectrum Disorder (ASD) Appointment

TBC

81.3% Variance, assurance graphs and commentary to be
provided at a later date.

20

Quality

Monthly

Trust / CYP 11503

Percentage of patients seen within 12 weeks for an Initial
CAMHS Appointment

TBC

78.9% Variance, assurance graphs and commentary to be
provided at a later date.

21

Quality

Monthly

Trust / CYP 11505

Percentage of patients seen within 18 weeks for a second
CAMHS Appointment

TBC

74.4% Variance, assurance graphs and commentary to be
provided at a later date.

S.No

Committee

Reported

Origin

Metric
Code

22

Quality

Monthly

NHSI

10314

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
CPA 7 Day follow up (Discharge from Inpatient setting)

23

Quality

Monthly

NHSE

11519

24

Quality

Monthly

NHSE

25

Quality

Monthly

26

Quality

27

Target

May-21

Comments - May 2021

>95%

96.2%

CQUIN-72 Hour Post Discharge Follow Up

80%

88.3%

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

97.3%

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

83.5%

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

68.6%

Quality

Monthly

Trust
(Internal)

10343

Adult Community Intermediate Care Bed Occupancy

28

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

98.0% Bx. 46/48; Br. 22/22; Gr. 36/36.

29

Quality

Monthly

NHSE

10446

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

>95%

93.6%

31

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

927

32

Quality

Monthly

Trust
(Internal)

10356

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

N/A

22

33

Quality

Monthly

Trust
(Internal)

10447

Incidents of category 3 and 4 Pressure Ulcers

N/A

66

85-95%

71.4% Not currently meeting target.
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34

Quality

Monthly

NHSE

10448

Medication errors

35

Workforce &
Development

Monthly

DoH

10334

Vacancy Rate

<14%

7.9% February 2021 position. Vacancy information currently
unavailable.

36

Workforce &
Development

Monthly

DoH

10445

Vacancies - Exceptions Prisons

<14%

13.8% February 2021 position. Vacancy information currently
unavailable.

Committee

Reported

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

S.No

Origin

Metric
Code

N/A

74

May-21

Comments - May 2021

37

Quality

Monthly

NHSI

10915

Early Intervention in Psychosis (EIP) - 2 Week Waiting Times
(Waiting)

>56%

50.0% Validated report: Bx. 1/1; Br. 2/4; Gr. 2/3. Trust. = 63%.

38

Quality

Monthly

NHSI

10916

Early Intervention in Psychosis (EIP) - 2 Week Waiting Times
(Seen)

>56%

83.3% Validated report: Bx.3/3; Br. 5/5; Gr. 2/2. Trust. = 100%

39

Quality

Monthly

Trust
(Internal)

10645

% Estimated Date of Discharge (inpatient adult community
services) entered within 24 hours

>90%

40

Quality

Monthly

NHSI

11314

Inappropriate out-of-area placements for adult mental health
services.

41

Quality

Monthly

Trust

11454

% of Inpatient Rosters Approved 6 Weeks in Advance (New)

100%

42

Quality

Monthly

DoH

10323

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

>100%

100.0% Trust: = 150/150 (100%).

43

Quality

Monthly

DoH

10325

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

>100%

100.0% Trust: =11/11 (100%).

44

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

94.0% February 2021 DQMI MHSDS Score = 94% . Published
27/05/2021 - DQMI version 41.

45

Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

90.6%

46

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.3%

47

Quality

Monthly

Trust / NHSI 10359

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

>95%

69.0%

Target

>80%

89% 80% or more = green, 75% or more = amber, less than
75% = red.

S.No

Metric
Code

N/A

48

Workforce &
Development

Monthly

Trust
(Internal)

10353

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
Staff Personal Development Review (PDR) Completeness

49

Workforce &
Development

Monthly

Trust
(Internal)

10354

Supervision Completeness

>80%

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

50

Workforce &
Development

Monthly

Trust
(Internal)

10333

Sickness Rate

<4%

4.0% <4% Green; 4-6% Amber; >6 Red. April 2021 position.
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Workforce &
Development

Monthly

Trust
(Internal)

10331

Bank Costs as % of pay spend (All professions)

>7%

8.5% Figures include all professions >7.0% Green; 5.0 -7.0%
Amber; <= 5.0% Red.
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Workforce &
Development

Monthly

Trust

10332

Agency costs as % of pay spend

<8%

3.1% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.
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Business

Monthly

NHSI

10326

Normalised Surplus - Year to Date (£M)

-0.3

2.7 For May 2021 the Trust delivered £1.4m surplus, YTD
£2.7m surplus. This is £2.7m better than breakeven
plan. As part of the H1 ICS plan, Oxleas needed to
underspend by circa £3m to ensure we meet the
breakeven plan. The key drivers for the YTD position
are underspend in the following programmes – Covid
spend; Service Development Fund (SDF); Spending
Review and 2021/22 MHIS allocation. This position
includes profit on asset sales for Murchison Avenue.
(Sale proceeds £922k, carrying value £450k, profit on
sale £472k).
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Business

Monthly

NHSI

10327

Cash Position (£m)

84.7

55

Business

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

<=17

102 Total cash held was £102m compared to a plan of
£83.7m. The principal drivers behind the surplus are
that accruals are £14m higher than planned and the
block payments within the month in which the service
was provided without the need to issue invoices and to
collect payments; including the payment for Provider
1.1 For 2021/22 the Trust has negotiated a capital
envelope from SEL ICS of £16.997m. This is
supplemented by the sale of Murchison Avenue for
£922k. This gave a profit on the asset sale of c£472k
against a net book value of £450k. As at April, 62% of
the planned £1m had been spent.
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Business

Monthly

Trust

10330

CRE Plans 21/22 (£M)

>=5.1

Common
Ca us e - No
s i gni fi ca nt
cha nge
Performa nce
va ri es from
month to
month wi th
no
di s cerni bl e
pa ttern

Speci a l Ca us e of concerni ng
na ture or hi gher pres s ure
due to (H)i gher or (L)ower
va l ues
Performa nce
Performa nce
deteri ora ti ng deteri ora ti ng
over ti me, i n
over ti me, i n
thi s ca s e a
thi s ca s e a
l ow number
hi gh number
i s good
i s good
performa nce
performa nce

Speci a l Ca us e of i mprovi ng
na ture or l ower pres s ure due to
(H)i gher or (L)ower va l ues
Performa nce
Performa nce
i mprovi ng
i mprovi ng over
over ti me, i n
ti me, i n thi s
thi s ca s e a
ca s e a l ow
hi gh number
number i s good
i s good
performa nce
performa nce

Assurance

52.0% April 2021 position.

Origin

Va ri a ti on
i ndi ca tes
Va ri a ti on
i ncons i s tentl y
i ndi ca tes
pa s s i ng or
cons i s tentl y
fa l l i ng s hort (P)pa s s i ng the
of the ta rget
ta rget

Variance

570 Published by NHS Digital two months in arrears. March
2021 figure - published 10th June 2021.

Reported

Assurance

Assurance

100.0%

Committee

Va ri a ti on

Variance

May-21

Comments - May 2021

0.9 The Trust will continue to pursue transformational
programmes. The assigned CIP requirement for the first
half of the year is £5.1m (2.6%) target. We expect to
deliver a large proportion non recurrently and covered
the H1 plan non-recurrently.

Rules

Va ri a ti on
i ndi ca tes
cons i s tentl y
(F)a l l i ng s hort
of the ta rget

Performance is reviewed over the previous 6 months. For Variance - Special cause is determined if trend overall is improving or deteriorating.
If there is no obvious trend then common cause is applied. For Assurance the metric must have failed to reach target for at least 4 of the last
6 months and is still failing, or to have failed to reach target 5 out of the last 6 months to be considered as a fail.
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NHS OVERSIGHT FRAMEWORK DASHBOARD
June 2021 - Reporting May 2021 Activity
For further information pertaining to each of these measures, click here:

Link to NHS Oversight Framework 2020/21

Domain

Director

Metric

Metric
Number

NHSI Method Current
of Collection Reporting

Matches Local Target
Reporting?

May-21

Operational
Performance

Iain Dimond

Referral to treatment for incomplete care pathways

10248

NHSI

IBR

Yes

90%

98.0%

Operational
Performance

Iain Dimond

Early Intervention in Psychosis (EIP) - 2 Week Waiting
Times Monitoring (Waiting)

10915

MHSDS /
UNIFY2

IBR

Yes

>=56%

50.0%

Validated report: Bx. 1/1; Br. 2/4; Gr. 2/3. Trust. =
63%.

Operational
Performance

Iain Dimond

Early Intervention in Psychosis (EIP) - 2 Week Waiting
Times Monitoring (Seen)

10916

MHSDS /
UNIFY2

IBR

Yes

>=56%

83.3%

Validated report: Bx.3/3; Br. 5/5; Gr. 2/2. Trust. =
100%

Operational
Performance

Iain Dimond

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

55.8%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

99.7%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

86.3%

Operational
Performance

Iain Dimond

Maximum 6-week wait for Diagnostic Procedures
(Audiology)

11128

Unify2

DM01

Yes

99%

100.0%

Operational
Performance

Iain Dimond

MHSDS Completeness - Data Quality Maturity Index
DQMI

11190

MHSDS /
UNIFY2

MHSDS

No

95%

94.0%

February 2021 DQMI MHSDS Score = 94% . Published
27/05/2021 - DQMI version 41.

Operational
Performance

Iain Dimond

Inappropriate out-of-area placements for adult mental 11314
health services.

MHSDS /
UNIFY2

NHS Digital

No

N/A

570

Published by NHS Digital two months in arrears.
March 2021 figure - published 10th June 2021.

Quality of Care

Iain Dimond

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

NHS Digital

MHSDS

Yes

N/A

8.0%

March 2021 figure. Published 10/06/2021 by NHS
Digital, two months in arrears.

Quality of Care

Iain Dimond

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

10665

NHS Digital

MHSDS

Yes

N/A

73.0%

Published 10/06/2021 by NHS Digital, two months in
arrears. March 2021 figure.

Quality of Care

Iain Dimond

Admissions to adult wards of under 16s

10664

NHS Digital

Local
Reporting

Yes

0

0

Quality of Care

Iain Dimond

CPA 7 day follow-up

10314

HSCIC

IBR

Yes

95%

96.2%

Quality of Care

Jane Wells

CAS alerts outstanding

10660

NRLS

Internal

N/A

N/A

100.0%

Quality of Care

Jane Wells

Never Events

10659

NHSE

Internal

N/A

0

0

Quality of Care

Jane Wells

Under-reporting of Patient Safety Incidents

10654

NRLS

IBR

Yes

N/A

11.3%

Quality of Care

Neil Springham

FFT; overall patient experience - % "Good" and "Very
good" responses (ACS and CYP)

11699

NHSE

IBR

Yes

TBD

88.9%

Quality of Care

Neil Springham

FFT; overall patient experience - % "Good" and "Very
good" responses (MH and CAMHS)

11703

NHSE

IBR

Yes

TBD

70.6%

Quality of Care

Neil Springham

Complaints

10528

NHS Digital

IBR

Yes

N/A
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Quality of Care

Rachel Evans

Turnover (Annual)

(provisional)

NHS Digital

Not collected N/A

N/A

14.7%

Published 3rd June 2021 - NHS digital (February 2020
to February 2021). Leaver rate 14.7% (FTE). Joiner
rate 14.0%(FTE)

Quality of Care

Rachel Evans

NHS Staff Survey

10657

CQC

Not collected N/A

National
Average
3.79

3.8%

Published March 2018.

Quality of Care

Rachel Evans

Proportion of Temp Staff

10332

FT

Not collected N/A

8%

3.1%

>11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

Quality of Care

Rachel Evans

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.0%

<4% Green; 4-6% Amber; >6 Red. April 2021 position.

Quality of Care

Rachel Evans

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

National
Average:
70.4%

70.5%

NHS Staff Survey Benchmarking report 2020.

Quality of Care

Rachel Evans

Support and compassion

1(provisional) NHSI

SOF
Dashboard

N/A

National
6.1
average: 6.1

NHS Staff Survey Benchmarking report 2020.
Summary grade (0 to 10)

Quality of Care

Rachel Evans

Teamwork

2(provisional) NHSI

SOF
Dashboard

N/A

National
7.1
average: 6.9

NHS Staff Survey Benchmarking report 2020.
Summary grade (0 to 10)

Quality of Care

Rachel Evans

SOF
Dashboard

N/A

National
8.8
average: 9.1

NHS Staff Survey Benchmarking report 2020.
Summary grade (0 to 10)

Quality of Care

Rachel Evans

Inclusion (1) Average of •
3(provisional) NHSI
% staff believing the trust provides equal opportunities
for career progression or promotion
% experiencing discrimination from their
manager/colleagues in the last 12 months
Inclusion (2)
(provisional) NHS Digital
The BME leadership ambition (WRSE) re. executive
appointments

SOF
Dashboard

N/A

Comment

May 2021: 1 alert, none overdue.

New Metric. Awaiting metric figures

Variance

Assurance
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Variation

Common
Cause - No
significant
change
Performance
varies from
month to
month with
no
discernible
pattern

Special Cause of concerning
nature or higher pressure
due to (H)igher or (L)ower
values
Performance Performance
deteriorating deteriorating
over time, in over time, in
this case a
this case a
low number
high number
is good
is good
performance performance

Assurance

Variation
indicates
Variation
Variation
inconsistently
indicates
indicates
passing or
consistently
consistently
Special Cause of improving
nature or lower pressure due to falling short (P)passing the (F)alling short
of the target
target
of the target
(H)igher or (L)ower values
Performance
Performance
improving
improving over
over time, in
time, in this
this case a
case a low
high number
number is good
is good
performance
performance

Rules
Performance is reviewed over the previous 6 months. For Variance - Special cause is determined if trend overall is improving or deteriorating. If there is no
obvious trend then common cause is applied. For Assurance the metric must have failed to reach target for at least 4 of the last 6 months and is still failing,
or to have failed to reach target 5 out of the last 6 months to be considered as a fail.
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Operational Performance Dashboard
Operational Delivery Update
28th
May 2021
Operational Delivery
Update
Friday 10th April 2020

For further information please contact Informatics
Oxl-tr.informatics@nhs.net
1

11-Nov-20
13-Nov-20
15-Nov-20
17-Nov-20
19-Nov-20
21-Nov-20
23-Nov-20
25-Nov-20
27-Nov-20
29-Nov-20
01-Dec-20
03-Dec-20
05-Dec-20
07-Dec-20
09-Dec-20
11-Dec-20
13-Dec-20
15-Dec-20
17-Dec-20
19-Dec-20
21-Dec-20
23-Dec-20
25-Dec-20
27-Dec-20
29-Dec-20
31-Dec-20
02-Jan-21
04-Jan-21
06-Jan-21
08-Jan-21
10-Jan-21
12-Jan-21
14-Jan-21
16-Jan-21
18-Jan-21
20-Jan-21
22-Jan-21
24-Jan-21
26-Jan-21
28-Jan-21
30-Jan-21
01-Feb-21
03-Feb-21
05-Feb-21
07-Feb-21
09-Feb-21
11-Feb-21
13-Feb-21
15-Feb-21
17-Feb-21
19-Feb-21
21-Feb-21
23-Feb-21
25-Feb-21
27-Feb-21
01-Mar-21
03-Mar-21
05-Mar-21
07-Mar-21
09-Mar-21
11-Mar-21
13-Mar-21
15-Mar-21
17-Mar-21
19-Mar-21
21-Mar-21
23-Mar-21
25-Mar-21
27-Mar-21
29-Mar-21
31-Mar-21
02-Apr-21
04-Apr-21
06-Apr-21
08-Apr-21
10-Apr-21
12-Apr-21
14-Apr-21
16-Apr-21
18-Apr-21
20-Apr-21
22-Apr-21
24-Apr-21
26-Apr-21
28-Apr-21
30-Apr-21
02-May-21
04-May-21
06-May-21
08-May-21
10-May-21
12-May-21
14-May-21
16-May-21
18-May-21
20-May-21
22-May-21
24-May-21
26-May-21
28-May-21
30-May-21
01-Jun-21
03-Jun-21
05-Jun-21
07-Jun-21
09-Jun-21
11-Jun-21
13-Jun-21
15-Jun-21
17-Jun-21
19-Jun-21
21-Jun-21
23-Jun-21
25-Jun-21
27-Jun-21
29-Jun-21

61

Staffing Trust-wide Position as at 31st May 2021
Trust Level Absence Data

180

Trust

160

140

120

100

80

60

40

20

0

A total of 13 staff across the Trust were absent due to Covid 19 as at 31st May (down from 24). 1 member of staff is COVID positive and 11 staff members were absent as a
result of post isolation sickness. In addition, with the roll out of the vaccination, 1 member of staff was absent due to sickness linked to the vaccination.
Source: ESR and Q&A
2
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Covid 19 - Inpatient Testing
Patients as at 31st May 2021

Directorate
Bexley

Number of
patients Tested
Positive
(Cumulative)

Bromley

Number of patients
currently Covid-19
Positive on the ward
(31/05/2021)
Manual Data

Number of patients
swabbed waiting Number of Patients Number of Deaths
for results (as at
who Tested Positive on Wards (as at
31/05/2021)
in May
31/05/2021)

Number of patients
currently Covid-19
Positive on the ward
(31/05/2021)
RIO Data

68

43

0

0

0

0

56

25

0

0

0

0

115

57

0

0

0

0

49

54

0

0

0

0

288

179

0

0

0

0

Greenwich
Forensics
Total

There were no patients who tested positive during May. Ward staff continue to test patients in line with Infection Control Guidelines.

Source: Daily Sitrep and Q&A
3
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Covid-19 Dashboard – PPE Risks
As of 31st May 2021
Central PPE Stockholding Risk Ratings

3M 1873 FFP3 Face Masks

Reasonable stock level given the past three
months supply/demand figures.

3M 9330+ FFP3 Face Masks

Good stock levels currently with no foreseen
supply demand issues.

FFP3 HY 9632 Mask with Valve

Large stock levels with no foreseen
supply/demand issues currently.

Gloves XL

Sufficient volume currently in stock

Gloves L

Sufficient volume currently in stock

Gloves M

High volume currently in stock

Gloves S

High volume currently in stock

Gowns

Sufficient volume of stock available in both
non sterile and sterile with no foreseen
supply/demand issues currently.

Aprons

High volume currently in stock

Hand Sanitiser

High volumes of this item, in selected sizes

Goggles

Sufficient volume currently in stock

Face Visors

High Volume currently in Stock

Clinical Waste Bags

High Volume currently in Stock

Swabs

Sufficient quantity of swabs are available for
PCR testing.

Universal Wipes

Very High Volume currently in Stock

Source: Emergency Planning

4
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Bed Availability & Testing by Ward as at 31st May 2021
Directorate

Bexley

Bromley

Greenwich

Forensic

Total

WardCode

Ward

Ward Size
(number of beds)

Total number of patients on the ward
EXC LEAVE

% Occupancy

Available Beds EXC LEAVE

Number of patients currently Covid19 positive and on the ward

BFH

Barefoot Lodge

15

11

73%

4

0

HOL

Holbrook

22

11

50%

11

0

LES

Lesney

20

19

95%

1

0

MK

Miilbrook

20

20

100%

0

0

MEAD

Meadowview

30

24

80%

6

0
0

AV2

Betts

0

17

0%

0

AV1

Goddington

16

16

100%

0

0

ME2

Norman

17

0

0%

17

0

ELD

Scadbury

22

21

95%

1

0

ATLHSE

Atlas House

11

7

64%

4

0

GC

Maryon

0

0

0%

0

0

GD

Shrewsbury

20

20

100%

0

0

GE

Avery

20

20

100%

0

0

PRO

Oaktree Lodge

17

15

88%

2

0
0

tarn

The Tarn

16

16

100%

0

GR01

Shepherdsleas

19

12

63%

7

0

GICU

Eltham Community Health

40

22

55%

18

0

BIR

Birchwood

12

11

92%

1

0

BG

Burgess

17

14

82%

3

0

CN

Crofton

18

16

89%

2

0

DN

Danson

17

17

100%

0

0

GRW

Greenwood

16

15

94%

1

0

HAZ

Hazelwood

15

15

100%

0

0

HC

Heath

16

8

50%

8

0

FJOY

Joydens

14

9

64%

5

0

430

356

83%

91

0

Betts and Maryon remain closed.

5
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Out of Area Bed Usage as at 31st May 2021
Out of Area Placements as of 30th April 2021
Female
Picu

Male
Picu
2

Bexley
Bromley
Greenwich

2
4
3
9

1
1
4

Other *
Total

Female
Picu

Female
Acute

Male
Picu

Male
Acute
2
2
1

1
2
2

5

5

Female
Acute

Male
Acute
1
2
2

Bexley
Bromley
Greenwich

Other *
Total

0

0

0

5

There has been an increase in the number of out of area placements from 6 (March 2021) to 19 (April 2021) (Excluding Female PICU). The number of placements in
Roehampton has dropped from 13 to 5.
Source: Bed Management

6
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Ward Admissions & Discharges as at 31st May 2021

Looking at the 7 day rolling average we can see that, despite a spike in discharges at the start of the pandemic, the average daily admissions and discharges has dropped for
Mental Health wards but has actually increased slightly in our Community Health Wards. Data for the last two weeks suggests this pattern is starting to change which we can
analyse further next month.
Source: Rio Data

7
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Referral Data as at 31st May 2021
Mental Health Referrals

Community Health Referrals

Using a 7 day rolling average we can see that the average number of referrals received has dropped during the pandemic while the gap between the number of those
referrals accepted by the teams has narrowed suggesting that while the number of referrals has reduced the appropriateness of them has improved.
Source: RIO Data Please note there can be a time lag for when a referral is accepted
8
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Time from Referral to 1st Appointment as at 31st May 2021

Source: RIO Data
9
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Referral to Treatment as at 31st May 2021

Source: RIO Data
10
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Metric 10768 Delayed Transfers of Care as at 31st May 2021

Source: Rio Data

11

71

Metric 10314 – CPA 7 Day Follow Up as at 31st May 2021

Source: RIO Data
12
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Metric 11520 –72 Hour Follow Up as at 31st May 2021

Source: RIO Data
13
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Contact Types as at 31st May 2021

IAPT Contact Type
70%

Axis Title

60%
50%

Telephone

40%

Video call

30%

Silvercloud
Other

20%

Face to Face

10%
0%

June

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

The consultation medium options in Rio were amended on 7 May 2020to consolidate the options available to staff. The field is also now compulsory to ensure we collect
richer data on how appointments are being delivered. Other includes SMS and email. Silvercloud is an online self-help package with a therapist who communicates via
messaging with the client for the course of the treatment. There is has been a steady increase in the % of face to face contacts across the Trust with the exception of IAPT
where there have been no face to face contact since the start of the pandemic the service is using other mediums to meet with clients particularly phone and video calls.

Source: RIO Data
14
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Contact Types as at 31st May 2021

Source: RIO Data
15
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Cancelled Appointments – as at 31st May 2021

The % change measures the change from 12th January 2020 to 23rd May 2021

Source: RIO Data
16
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Attend Anywhere Data as at 31st May 2021

Attend Anywhere Data
2500
2000
1500
1000
500
0

No. of Clinicians who ran a video consultation

No. of Consultation Hours

No. of Consultations

17
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Metric 10322 – CPA Service reviews every 6 months as at 31st May 2021

Source: RIO Data
18
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Formal and In-Formal in-patients as at 31st May 2021
Adult Acute Wards

Data as at 30/05/2021 Source RIO

19
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Formal and In-Formal in-patients as at 31st May 2021
OPMH Acute

Holbrook

Barefoot Lodge

Data as at 30/05/2021 Source RIO

20
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National, Regional and Local Guidance and Alerts 31st May 2021

National, Regional and Local Guidance Notes and Alerts
Clinical Validation of diagnostic waiting list for endoscopy and diagnostic procedures guidance and letter
Local Retention guide for unregistered staff
COVID vaccination IT training systems toolkit
Note from the Human Tissue Authority in relation to regulatory changes to the import and export of human tissue following EU exit
Care home vaccination support pack
New National COVID 19 genotyping and sequencing service from 26 May
PAN London COVID 19 infection prevention & control guidance v6.1
Euro 2021 Highlights

21
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Board of Directors
1 July 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

7
7a-c

Oxleas Strategy 2021-24
Sally Bryden, Trust Secretary and Associate Director of Corporate Affairs
Rachel Clare Evans, Director for Strategy and People
Public
As agreed at the May Board of Directors’ meeting, regular updates on
priorities and workstreams are to be brought to the Board.
This month, the updates are:
•
•
•

Big Priority Two: Delivering great out-of-hospital care
Building Block One: Delivering quality management
Building Block Seven: Increasing digital and remote service delivery

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

To note

Recommendation

The Board is asked to note progress on priority two and building blocks one
and seven.

Link to trust strategy

Paper relates directly to the implementation and Board engagement with
our new strategy.

Link to Board
This relates to risks on the BAF coving staff experience and morale, demand
Assurance Framework on services and waiting times.
Please summarise
implications in the
report for:
Quality
Finances

Our new strategy for Oxleas has a clear focus on improving quality of care,
through zero delays, great out of hospital care, quality management, and
promoting a safety and learning culture.
The new strategy includes sections on financial sustainability and improved
ways of working to enhance efficiency and effectiveness.

82

Equality analysis
Service users/
carers/staff

The new strategy includes sections on building a fairer Oxleas, reducing
service user inequalities and service user involvement and co-production,
Service users, carers and staff were consulted extensively in the staff
engagement exercise informing this new strategy. Improved engagement
and involvement of service users, carers and staff is also a key part of the
strategy.
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Board of Directors
1 July 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item 7a
Enclosure 7a

Improving Lives Strategy – Big Priority 2 – Great out of Hospital Care
Max Berks & Duncan Baird, Strategy Implementation Support
Dr. Abimbola Fadipe, Senior Responsible Officer for Great Out of Hospital
Care
None
Oxleas launched its four-year strategy in April 2021 identifying three Big
Priority (BP) areas – ‘Zero Delays’, ‘Great Out of Hospital Care (GOOHC)’ and
‘Great Place to Work’.
This report provides an overview of BP2 – Great Out of Hospital Care which
aims to strengthen and improve system Community Physical and Mental
Health services across Greenwich, Bexley and Bromley and beyond.
The paper covers:
• The strategic case for change for the GOOHC priority;
• A view of active community projects which fall within the scope of
GOOHC;
• The project delivery framework that will used to ensure the
successful delivery of each strategic initiative;
• A view of the emerging outcomes and measures that will be used to
monitor the success of the overall work programme; and
• A summary of communications and engagement activities to date
and the principles that will underpin future engagement.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

This paper is provided for information and discussion, covering initial
considerations and direction of travel for the Great Out of Hospital Care
strategic priority.

Recommendation

The Board is asked to review the contents of the report, noting the case for
change and current project scope, and provide feedback on the proposed
KPIs and Project Framework

Link to trust strategy

This paper links directly to the implementation of the Oxleas Strategy 202124.
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Link to Board
This paper relates to the risks within the BAF, particularly ensuring that
Assurance Framework community services are appropriately organised and resourced to deliver
safe care and support for local service users.
Please summarise
implications in the
report for:
Quality

Great Out of Hospital Care focuses directly on improving the quality of care
and support for service users in SE London and beyond. Each project will be
supported by the Trust Quality Management Framework.

Finances

Financial sustainability is a key Building Block within the Oxleas strategy.
This will be enabled by efficient community services.

Equality analysis

A key aim of the work programme is to reduce service user health
inequalities by providing improved access to high quality community
services.

Service users/
carers/staff

Implementation of the Great Out of Hospital Care priority will involve
service users, carers and staff in its design and incorporate wider
stakeholder views through proactive, structured engagement.
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Improving Lives Strategy
Big Priority 2: Great Out of Hospital Care

Trust Board
1 July 2021
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2

Context | Great Out of Hospital Care
87

Following consultation with system partners and over 1,300 staff, service users and members of the public, Oxleas launched its new four year
strategy in April 2021. Within this strategy, one of the Big Priorities identified is Great Out of Hospital Care. The aim of this priority is to
provide people in Bexley, Bromley and Greenwich and beyond with the tools, skills and services they need to manage their conditions in their
own communities by:
• Transforming community mental health (CMH) services;
• Transforming community physical health (CPH) services; and
• Improving the way that community physical and mental health services work together.
Big Priority 1:

Big Priority 2:

Big Priority 3:

Zero Delays

Great Out of Hospital
Care

Great Place to Work

Building Block 1: Quality Management
Building Block 2: Service User Involvement
Building Block 3: Safety & Learning Culture
Building Block 4: Service User Inequalities
Building Block 5: Partnership Working
Building Block 6: Reducing Violence
Building Block 7: Increasing Digital Delivery
Building Block 8: Financial & Environmental
3

Case for change
88

There is a clear case for change built upon the needs of our service users and the priorities of the public, our staff and our South East London
health and care system partners.
Improved outcomes and service user experience

• The vast majority of Oxleas service users prefer to manage their health at home in a comfortable and familiar setting. After long wait
times, difficulty attending Oxleas sites is cited as the second most common challenge in accessing care for our service users.
• Service users also prefer to manage their own health wherever possible, receiving treatments and therapies at a time and place
convenient to them. Accessing services closer to home is the most commonly cited five-year-priority of our service users.
• Clinical evidence repeatedly demonstrates that avoiding an inpatient spell dramatically improves health outcomes for service users.

Increased demand for community physical and mental health services

• The SE London population is expected to increase by c.9.5% over the next 10 years, with the average age of the population also
expected to increase, leading to higher demand for community services.
• The complexity of need in Bexley, Bromley and Greenwich is increasing, with more people requiring multi-disciplinary, integrated
support services from a range of care providers. Oxleas CMHTs presently have the largest caseloads of any Trust in London.
• Supporting those with more complex needs has led to the development of smaller, more specialised teams and more transfers
between teams for service users. 50% of Community Mental Health Team (CMHT) referrals nationally now come from outside of
primary care, and 20% of those transfers result in a service user ‘dropping-out’ of the system, increasing their risk of eventual crisis.

Implementing national mandates

• NHS England and Improvement has mandated a series of community service improvements and targets in the 2019 Long Term Plan,
Mental Health Implementation Plan 2019/20 - 2023/24 and The Community Mental Health Framework for Adults and Older Adults.
• The formation of the South East London Integrated Care System (ICS) is accelerating the development of integrated, place-based and
multi-disciplinary services.

Resource constraints

• Oxleas acute adult bed occupancy regularly stands at 98% - 100% despite a recommended occupancy of 85%. Great community
services would enable more avoided admissions and more rapid discharges where clinically appropriate.
• The Trust and wider South East London ICS is operating under ongoing financial pressures and the cost of caring for individuals in the
community is significantly less than providing care in an inpatient setting. In addition, Oxleas community services have been
historically underfunded per 100,000 population, therefore services are required to identify opportunities to improve productivity.
4

Scope
89

• There is a significant amount of transformation, improvement and change work in-flight within the Trust and wider system.
• Over the coming weeks we will review these projects to establish a group of core initiatives which collectively will deliver outcomes greater
than the sum of their parts. We will also identify whether there are any gaps which may need to be filled by new initiatives. These strategic
projects will be owned by the SRO and subject to a clear project oversight framework.
• The remaining projects, while related to Great Out of Hospital Care, will continue to be delivered with oversight from directorate level
leadership.
Active projects related to Great Out of Hospital Care
Community Mental Health
(CMH)
•
•
•
•
•
•
•
•
•
•
•
•
•

Working with PCNs
CMHS Year 1 Delivery
CMHS Year 2 Planning
VCS Partnership Board
IAPT Improvement
Lived Experience Practitioners
Virtual Care Networks (VSNs)/ Service
User Networks (SUNs)
PCP Waiting Times
Perinatal Investment
Greenwich Alliance
Greenwich CMHT Review
Bexley CAMHS Re-design
Community Autism Team

Community Physical Health
(CPH)
• Home First – Rapid Response/ Joint
Emergency Team (JET) pilot
• Home First – Frailty pilots
• Intermediate Care, Eltham and QEH
• Planned Care non-admitted pathways
• OP reconfiguration
• Diabetes project
• Respiratory COVID response
• End of Life Care
• OD
• Local Care Partnerships
• Estates
• Integrated Pharmacy & Medicines
Optimisation Transformation
• Shaping Healthier Lives Thamesmead

Improving the way that CMH and CPH
work together
• Improving CPH for people with Serious
Mental Illness (SMI)

5

Project oversight framework
90

• Each of the Strategic Projects will be subject to gated delivery process. Phases will reflect existing System Delivery team and internal
Oxleas Mental Health transformation project phases. This will ensure that projects are suitably scoped, resourced, and aligned to the
Trust strategy. It will also enable support requirements to be identified and blockers to addressed by Trust leadership.
• Gateway reviews and reporting tools/ templates will be high level and will draw upon existing project materials to reduce the burden of
administration upon project teams. Project support will be available from the Improving Lives team.
*Note that in-flight key projects will be required to complete a summary Project Initiation Document (PID) for review and approval by the
SRO.
As many projects are already in the ‘Execution’ phase, there will be an initial focus on
establishing KPIs, milestones, risks and dependencies for these projects so that the SRO may
have immediate visibility of delivery progress.

Gateway Requirements

1. Initiation
High level summary of
proposed project
comprising:
• Approach
• Benefits
• Costs

2. Planning
Project Initiation Document
comprising:
• Alignment to Trust strategy
• Proposed benefits, outcomes and
KPIs
• Cost- benefit assessment
• Milestones/ high level delivery
plan
• Resource availability (funding,
people, technology, estate).
• Roles & responsibilities
• Risks, issues, dependencies and
appropriate mitigations

3. Execution
Monthly project
delivery review
comprising:
• Delivery highlights
in month
• Upcoming
milestones
• Risks, issues or
dependencies for
escalation
• KPIs

4. Closure
Project close down
review comprising:
• Summary of
delivery against
proposed
outcomes and KPIs
• Lessons learned
• Any residual risks
or issues and the
mitigating action
required.

Quality Impact Assessment approved
by relevant body.
6

Measuring our success
91

• A set of strategic outcomes and KPIs will be agreed to measure the success of the Great Out of Hospital Care work programme.
• These outcomes will be cross-cutting and will measure the combined impact of each of the projects. A driver diagram will be developed
to show the linkages between individual projects and overarching GOOHC outcomes.
• Project level outcomes and KPIs will also be established and monitored by the SRO to ensure the successful delivery of individual
initiatives.

Emerging Great Out of Hospital Care outcomes and measures (to be finalised)
Quantitative

Qualitative



Reduced referrals in to MH secondary care

 Service user feedback



Manageable community caseloads

 Carer feedback



Reduced complaints

 Primary care/ VCS partner feedback



Reduced incidents



Increased utilisation of crisis/ enhanced
intervention services



Reduced A&E attendances for individuals
on Oxleas caseloads
7

Communications and engagement
92

As part of the development of the Improving Lives strategy, there was significant consultation and engagement with service users, the public,
our staff and our South East London health and care system partners. Each of the Big Priorities and Building Blocks set out in the strategy are
aligned to the feedback and views that we gained from these groups.

1,300+ survey
responses

Staff assembly events

Service user network
events

50,000+ twitter
impressions

800+ strategy web page
unique views

Since the release of the strategy in April 2021, a summary document and animated video have been publicly available on the Trust website. The
animation has been shared and discussed at all team briefings, and feedback collated and shared with Trust leadership.
As we move toward the implementation of the strategy, we remain committed to ongoing engagement with all of our key partners.
While a detailed Strategy workstream communications and engagement plan is still being developed, Big Priority and Building Block SROs are
supportive of a set of common principles:
• A diverse range of stakeholder groups including staff, service users, carers, the public and system partners will be engaged.
• Each stakeholder group will have access to regular, proactive communications from the trust through both existing and new
communication channels, as well as feature events.
• There will be opportunities for stakeholders to input to the design, implementation and evaluation of transformation and
improvement initiatives, and the ways in which they can do this will be made clear in communications.
• Oxleas will promote two-way communication, with stakeholders encouraged to provide feedback on both transformation
progress and overall trust engagement through identified channels whenever convenient.

8
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Accountable Director
Confidentiality/
FOI status

Building block one; Delivering quality management
Vicky Woods Associate Director Quality Assurance and Improvement
Ify Okocha Medical Director, Deputy CEO
No

Report Summary

The Oxleas Strategy 2021 – 2024 was agreed at the March Board and in
May the trust board agreed that regular updates would be provided on the
progress of each of the strategy areas.
This is an update on the implementation plans of building block one;
delivering quality management.
It provides an overview on:
• The case for change
• How we will drive change and the timeline
• How we are measuring progress
• Case study of the QMF in action
The report also provides a case study to demonstrate how the quality
management framework can be put into practice.

What is the purpose For information
of bringing this paper
to the Board
meeting?
Eg for
information/for
decision etc
Recommendation
The Board is asked to note the progress and future plans for the
implementation of the Quality management framework.
Link to Trust Strategy Paper relates directly to the implementation of Building block one;
Delivering quality management.
Link to Board
Assurance
Framework

This relates to all quality of clinical care risks on the BAF
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Implications
Quality
Finances
Equality analysis
Service user/
carers/staff

The quality management framework (QMF) aims to ensure we have a
culture of continuous improvement and learning
The QMF relates to effective use of resources

The QMF is a key enabler of codesign and coproduction with users of
services
The QMF supports user, carer and staff involvement in identifying areas of
concern and working together to address them
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Building Block One - Delivering quality management

Quality Management Framework – Continuous learning system
Case for Change
Our ambition at Oxleas is to go from good to great in terms of the quality of our services, and
then to stay great. We want to embed an improvement approach which delivers sustained
improvements to the quality of care we provide, empowering staff to provide better and safer
care.
We will deliver this by focusing on four components of our quality of care:

Quality planning
Understanding the priorities for improvement and the design of appropriate
interventions

Quality control
Maintaining quality and knowing when it slips away.

Quality assurance
Independently checking the quality

Quality improvement
Delivering the improvement
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There are three key enablers to this work.
(1) Being clear about how this work contributes to our overarching priorities as set out in this
strategy,
(2) Leadership that demonstrates the beliefs, attitude, skills and behaviours that enable
improvement,
(3) Co-design and co-production – a culture of listening and action.
Our quality management framework brings all these components together. It provides the
methodology for developing and continually improving quality through the setting and monitoring
of annual quality priorities.

How we will drive change and timeline
Over the next three years the aim is to embed the framework into everything we do. There
purposefully has not been a big launch due to the high number of messages currently being
disseminated to staff, rather a drip feed approach. The focus is currently on developing the
infrastructure to support delivery of the framework and communicating the message as part of
the trust strategy implementation.
Since the Approval of the quality management framework by the Board in December 2020 the
following infrastructure has been developed or revised
-

Revised quality impact assessment (QIA) process for all change and cost saving
initiatives approved and initiated. Introduction of a temporary QIA process during
Covid-19 to enable safe high quality rapid change programmes.
New change programme pre-approval process introduced to ensure sustainable
high-quality change programmes.
Newly revised quality priorities process agreed - developed based on quality
management data - and with engagement with public and staff.
Quality priorities 2021/22 developed.
New Board assurance framework template agreed.
Conducted a successful pilot of service and senior management dashboards for
mental health community teams in Greenwich to enable near-real time access to
their data. Business case agreed to roll this out across the trust.
New process approved to support the development of quality dashboards for
quality governance meetings enabling effective reporting routes to Board
Text messaging introduced to increase patient feedback.
Redesigned the peer review programme to be a supportive, continuous learning
process – “Improving Lives Programme”.
Clinical audit recording and support centralised to provide trust wide support and
assurance. Aligned the annual audit plan with the quality priorities.
Quality team realignment to service line to support and provide assurance of shared
learning across the CQC core services
Directorate reporting presentation template adapted to represent the QMF, for
reporting at PQAC.
Terms of reference for PQAC groups e.g., patient safety group, revised to
incorporate the quality management framework
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-

Continue to embed IHI Model for Improvement (MFI) framework for QI projects.
The establishment of virtual interactive Qi training
The celebration of projects being nominated for and winning Qi awards.
New triaging model being introduced to ensure the right methodology is identified.
Continue to conduct trust wide and inter-trust Qi initiatives. (For example, Be safe –
reducing violence and aggression)

1. Clear Vision & Purpose
Development of our trust strategy and Building block one and three. Redesign of our trust values in
line with our strategy development.
2. Enabling Leadership
Senior staff events, Qa and Qi leads aligned to service lines, SLP preceptorship programme
3. Codesign & Coproduction
Introduction of the freedom to speak up guardian service, Shadow executive, staff assemblies, codesigned and co-facilitated Qi training for service users and networks

Next Steps - Future development areas to enable successful implementation 2021-24

-

Integration of a quality impact assessment (QIA) within all significant service
change, new service, or improvement programmes
Increased engagement with the development of the quality priorities
Developing new ways to understand the needs of the population and inequalities
in health (link with building block 4 – Increasing our focus on service
inequalities)

-

Development of near-real time dashboards for all levels of the trust
Improve real-time service user feedback methodologies.
Visual management boards and increased ownership and effective use of iFox.

-

Continued test and learn of the improving lives peer review programme.
Increase the maturity of our assurance matrix by introducing reviews led by our
non-executive directors.

-

Increase scale up and spread of successful Qi projects that align with the trust
vision.
Increase awareness and use of a range of improvement methodologies such as,
rapid improvement, service evaluations, research, RiO transformation, clinical
audit, service developments. Development of a trust QI tool kit
Embed the triage process to ensure appropriate improvement methodology is
utilised.
Increasing strategic improvement through partnership working across ICS
partners.

-

-

1. Clear Vision & Purpose
Clear strategic and quality priorities set on an annual basis.
t steps strategy
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2. Enabling Leadership
Integration of the QMF into the trust leadership programme. Development of bespoke training
packages and interactive sessions to inform and engage leaders at all levels with the quality
management framework. Continue to build the will through virtual interactive Qi and Qa training.
Directorate realignment to service lines
3. Codesign & Coproduction
Increase service user/carer and workforce involvement all improvement work (link with building block
two- bolstering our service user, carer involvement and co-production)

Measuring progress
Effective implementation of a quality management framework will help us to build on our current
approach by cultivating and promoting the cultures and behaviours that are seen in other high
performing organisations. The table below provides a summary of what an outstanding learning culture
would look like (Kirkup 2018) and how the improvement can be identified/measured.
Ensure all improvement activity is
aligned to our priorities (QP)

Quality priorities codesigned and improvement activities aligned to enable
improvements in our quality priorities year on year.

Robust quality control systems
that provide one accurate version
of the truth about what is and
isn’t working (QC)

Real-time dashboard being utilised to stimulate improvement by all staff at
all levels. For example, all teams and clinicians using iFox and clinicians task
list in their day-to-day practice.

Embrace opportunities to learn
and improve, using our assurance
processes (QA)

Improvements demonstrated through the changes seen through clinical
audit, the improving lives programme etc.

A culture that empowers staff,
provides permission to test and
learn and implements shared
learning opportunities (QI)

Use Qi to tackle challenging quality issues and where successful these are
scaled up across the organisation. Furthermore, staff survey results should
show that the culture of the organisation empowers them to continually
improve quality of care.

How enabling leadership ensures
honesty and when something
goes wrong we investigate and
learn. (Enabling leadership)

Integration of the quality management framework into BB3 – building a
safety and learning culture.

Improved scope to listen and
respond to staff, patients and
their families (Codesign and
coproduction)

Increased codesign and coproduction within all quality management
components e.g. quality priority selection for QP, Involvement in peer
reviews for QA and increased involvement in Qi projects and Oxcare for QC.

Evaluation through two measures - staff survey feedback about the culture
of the organisation and the evaluation of the new leadership programme

(Interdependency with BB2 - Bolstering our service user, patient, carer
involvement and co-production)
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Appendix a - Case Study of the QMF in practice – Older adults mental health wards CQC
inspection warning notice.
-

-

Warning notice issued following the CQC inspection to the older adult’s ward
identified failings in ligature management and serious incident accountability and
learning.
Quality planning processes identified this was a potential concern for all mental
health wards – trust wide risk added to risk register.
Ligature risk assessment audit tool redesigned and available in real-time.
Ward staff were provided with the data that the CQC were provided to ensure
narratives for exceptions were identified in advance of the inspection.
Ligature management action group established to monitor quality control data.
Improving lives peer reviews were conducted on all four wards and further
follow up visits to ensure all aspects of the safe and well-led domains were
compliant and support the wards with any areas of continued concern or
required improvements.
Risk assessment audit adapted to ensure standardisation and consistency for the
auditor.
Rapid improvement methodologies such as action group were deemed the best
methodology for this change, due to the strict and short deadline of the warning
notice completion date.
Test and learn principles were applied. Consistent feedback was gained from the
ward staff to ensure the training, risk assessments and photobooks were fit for
purpose.

1. Clear Vision & Purpose
Clear vision and purpose were set at the outset. The improvement plan was developed in
collaboration with all departments and services involved and clear accountability given to action
owners.
2. Enabling Leadership
Clear lines of accountability established for both ligature management (wards managers) and
serious incident shared learning and action plan implementation (directorates). Inclusive,
facilitative leadership was provided by the new matron post who was supporting ligature risk
assessment. Ward manager reported feeling engaged in the process, empowered and positively
feedback on the process. Senior leadership support provided; role modelling good leadership.
3. Codesign & Coproduction
Ward staff fully involved in the development of the training, risk assessments and development
of the photobooks. The SI Alerts were co-produced by front-line teams. Serious incident end to
end process produced in full consultation with directorates.

June 2021
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Building Block Seven: Increasing Digital and Remote Services Delivery
1. Case for change:
Digital technology opens up the opportunity for our patients to take an increasingly active
role in their health and care. We want our patients to be able to access care in different
ways, at times that suit them, so that they can engage as easily as possible in their care and
treatment.
The use of digital services creates opportunities for carers and other key members of our
service users support networks to join appointments or access patient’s digital records with
their permission. It also makes it increasingly easier for clinicians to provide appointments
from different locations at different times to better suit our patients’ needs. For patients
with physical health needs, new telehealth technology provides an opportunity for us to
enhance and reshape our model of care through the use of remote clinical support.
Our digital strategy, which was launched in 2020 focuses on 6 key priority areas which
support our Trust wide ambition to increase the use of digital and remote service delivery.
One of the key initiatives of our strategy is the creation of a new digital personal health
record – Oxcare which will enable clinicians to share information such as care plans, letters
and leaflets together with recommended digital self-help tools that can play a pivotal role in
supporting people between appointments.
In the past few years, we have made excellent progress in introducing digital tools to
improve our clinical processes and pathways, digitising many administrative tasks. Our
implementation of electronic observations has grown the confidence of our inpatient staff
in using digital tools to improve care. We have also worked closely with our clinicians to
develop new tools such as ‘team dashboards’ . The use of this data to monitor key patient
activities will help improve the timeliness of our patients care and the efficiency of our staff.
The pandemic has accelerated the roll-out of our remote service delivery offer with many
patients receiving consultations and treatment via video or telephone, as well as carers
joining therapy and inpatient ward rounds remotely using video conferencing tools.
Our extensive patient experience survey of 35000+ service users between March and July
2020 demonstrated the viability of including virtual technology in our patient offer. We
have discovered that virtual contacts are acceptable and may be more convenient to a
significant proportion of our users, particularly as treatment progresses. However, it was
also noted that face to face appointments were still valued and, in some situations, are
clinically necessary. We are keen to understand whether the views of our patients have
changed over time and will be running another survey this summer.
The Researchnet group has also provided interesting feedback. At the start of the pandemic
there was a lot of anxiety amongst service users about using technology to have
appointments with clinicians. The worries voiced were mainly to do with Wi-Fi and
understanding how to gain access to a video appointment, but now that a year has passed,
the feedback has changed. Many are keen to keep having appointments virtually as they are
1
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either anxious about or do not want to get the bus to travel to an appointment (especially
when schoolchildren are likely to be present) or they are reluctant to wait in busy waiting
rooms. Again, some of these feelings may be transitory as society starts to open up, but for
some, virtual appointments may be a more convenient way of providing tailored care.
We now need to standardise our offer and ensure that we establish digital pathways across
all appropriate services to complement our existing face to face offering. This offer should
consider not only how patients access our care, but what digital support can be used to help
monitor their condition between appointments.
Offering services digitally will provide more attractive flexible working opportunities for our
staff and may allow us to think more creatively about the location of our workforce. As the
needs of our patients and workforce change, we will also need to consider how we use our
space differently in the future. We already have some great examples of the innovative use
of technology by clinicians within our services but to achieve our ambitions we recognise
that all staff will need both the skills and confidence to use technology to provide ‘peoplefirst, digitally supported’ care.
Much of our strategy has been influenced by the way that digital interventions have been
used in other sectors such as banking and retail. We want to employ the same opportunities
in healthcare. Oxcare provides us with a platform that will enable us to reshape the way that
we deliver care. We need to invest fully in this unique opportunity to redesign our services
with our patients to enable them to take a more active role in their health and care.
2. What do we need to do to achieve ‘people first, digitally supported care?
2a. Meaningful Choice
As society starts to return to some form of post pandemic normality, it is clear that in many
services, a blended approach to providing care may be appropriate, to ensure that all
patients have the appropriate choice in how they receive care, where it is deemed clinically
appropriate.
Our clinicians need to be confident in delivering care digitally and be confident to ‘lean in’ to
discuss the appropriate mode of service delivery for each individual patient. This
conversation needs to be with staff who put the patients interests before their own
preferences about the delivery of care. This will ensure that patients receive the right care
for their circumstances.
For example, a patient suffering from domestic abuse may value a face to face appointment
but a patient who is suffering from anxiety may value a digital appointment in the comfort
of their own home.
At the point of referral, we need to be asking our patients questions such as:
•
•

What equipment they have access to
Whether they have access to stable internet/Wi-Fi
2
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•
•

What digital skills do they have (e.g. do they bank/shop online)
If they do not have access to technology, would they want to access appointments
remotely?

For patients who are confident with technology we need to be encouraging them to engage
meaningfully prior to appointments. Using Oxcare they will be able to use the suite of
available tools to provide rich information ahead of appointments. This will give clinicians
more time to focus on care rather than information gathering and potentially free up more
time to focus on patients who cannot interact in this way.
2b. Staff confidence
Many of our staff have become much more confident with technology over the last year but
many of our virtual appointments are still conducted by telephone. We need to work with
staff to understand why this is the case. To assist staff, we need to standardise the patient
onboarding process to ensure we identify which patients can participate in digital
appointments and those who cannot. (e.g. digital skills questions above).
We will also consider other ideas such as:
• Working with heads of profession to consider further training for teams and how this
could link to the proposed SLP digital academy initiative.
• Peer support for teams by working with heads of profession and shadowing virtual
video appointments in other areas.
• Simulation videos for staff to assist with understanding what a good virtual
appointment looks like.
• Checking the technology works with patients before the first appointment to ensure
both our patients and staff feel confident at the first appointment
2c. Digital inclusion and digital confidence
Some of our patients may not have access to technology to access appointments in a
remote way or may not feel confident in using technology in this way. So, we need to be
able to offer face to face and digital appointments to tailor care to meet different patient
needs.
However, some of this patient group may benefit from accessing services through digital
channels. We will need to work with our service users to ensure that we understand the
issues they face and provide appropriate solutions in response.
There are a few initiatives underway across London which are looking to address this issue
in different ways. SWLSG are introducing a POD in Tooting High street and are considering
loaning equipment to patients. Within Oxleas our ALD team are working with the Good
things foundation who have provided tablets to patients and some of our services have
loaned tablets to patients that have been funded through charitable funds. We are also
considering how some of our older equipment could be made available to assist patients
and will seek feedback from SWLSG to see if the POD model is worth considering at Oxleas.

3
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However, alongside the need for equipment, there is a need for digital skills and confidence
amongst our service users. As part of the preparation for the launch of Oxcare, our patient
portal, we have recruited 2 Oxleas volunteers to participate in digital skills training from the
Citizens Online charity. Once the training is complete, these trainers will train other Oxleas
volunteers. We plan to set up a programme to deploy these volunteers to work with service
users to improve their digital confidence. Depending on the success of this programme we
may look to expand this further.
We are also working with partners in the boroughs. For example, in Bexley, a digital inclusion
team has been set up, which has participation from all local NHS partners along with social
care and several charities. It is recognised by this group that there is a need to understand
the barriers within the communities that we serve and a need to take an interest in
determining the needs of these groups. It may be that we could consider how we provide a
range of interventions/services, within a specific setting (e.g. Church groups, community
centres etc).
3. Timeline for Key Deliverables
3a. Infrastructure Deliverables
 Oxcare- Trustwide roll out Autumn 21- Summer 22
 Digital Ambassadors programme- digital confidence ‘tool kit’ – Business case late
summer.
 Digital Inclusion- This is a sub workstream of Oxcare currently. Should this remain
here or be developed as a separate initiative?
3b.Trust Strategy deliverables
Both our big patient facing priorities (achieving zero delays, delivering great out-of-hospital
care) need to incorporate digital services as a key element of a blended offering. The use of
digital services needs to be integral to service design so that all our patients receive the right
care for their circumstances.
To ensure that this is properly embedded we need clinicians to lead on the implementation
in services, supported by the digital team. We also need to involve patients in this design so
that it meets their needs.
We will also need to consider the resources required to embed these changes and the
timelines will need to be agreed as the ‘Great out of hospital care’ and ‘Zero waits’
programmes take shape.
4. Measuring Progress
We will track our progress by monitoring:
 Usage of our digital pathways and the different types of clinical contact provided by
our services
 Feedback from our patients on their experience of our remote services through
additional surveys of our patients, carers and staff
 Patient outcomes to ensure parity across the different pathways
4
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 Any reduction in our travel-spend and need for office space as more team and
clinical meetings are held digitally and people work remotely
5. Engagement:
5a. Infrastructure deliverables
Much of the engagement will be through the Great out of hospital Care and zero waits
programmes but some of the projects within this strategy will have specific engagement
programmes:
Oxcare- Oxcare is being co-designed with an enthusiastic group of staff, service users and
carers. Over the summer we will be increasing the communications with our staff prior to a
Trust wide launch in the Autumn. Communication materials for our patients and partners
(posters, video clips, awareness events) are currently being planned for internal and external
use.
Digital Ambassadors Programme- We have spent the last 6 months engaging with Oxleas
services as well as colleagues in other organisations to help shape our thinking on how we
may deliver a successful digital ambassadors/academy programme. We will work up a
business case in conjunction with colleagues to ensure that we develop a programme that is
designed by staff for staff in Oxleas and potentially across the SLP. This programme will
underpin our ambition to ensure that our staff feel confident to offer digital interventions as
part of a blended pathway.
Digital Inclusion: As part of the Oxcare programme we are already engaging with staff, service
users and other organisations, both locally and nationally, within the NHS and within other
sectors to consider how we best address these issues. Working with our users and our
equalities team , we will develop our initial plans in response to identified user need, for the
launch of Oxcare which we will build upon, assuming they are successful.

6. Governance
The plans documented here straddle the responsibilities of several different workstreams,
but the adoption of the technology predominantly form part of the Great Out of hospital
Care and Zero Waits initiatives.
These workstreams will be providing regular updates to PQAC and the Trust Board and
digital delivery will form part of these updates. Where appropriate, the digital aspects of
these will go via the Infrastructure Committee.
The technology projects that we implement to support the building block will be monitored
via the normal Informatics project review board with updates to Executive and
Infrastructure committee as part of the normal committee process.

5
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Please complete all sections of the front sheet
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Service Restructure
Iain Dimond, Chief Operating Officer
Iain Dimond, Chief Operating Officer
Public

Report Summary

The report summarises the plan to move Adult Mental Health and Adult
Community services from being organised on a borough basis to a service
line structure. It reiterates the case for change, guiding principles, and work
being undertaken to implement the change from September 2021.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

For information

Recommendation

The Board is asked to note the content

Link to trust strategy

The restructure outlined in the paper will enhance the Trust’s ability to
deliver the key strategic priorities of Great Out of Hospital Care and Zero
Delays
Link to Board
The paper links to risks around patient safety, managing demand and
Assurance Framework service quality.
Please summarise
implications in the
report for:
Quality
Finances

The report sets out how the restructure will enhance the Trust’s ability to
deliver better quality services and reduce variation in performance
The reports states that delivery of the change programme will be cost
neutral
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Equality analysis
Service users/
carers/staff

The consultation and recruitment processes will be managed to ensure
equity of opportunity.
The report sets out how staff affected will be consulted on the change and
how the wider group of staff will be kept informed. There will be no direct
impact on service users.
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Board Update on the Reconfiguration of Directorates from Borough
to Service Lines
1. Introduction & Case for Change
In 2017, the Trust moved its Adult Mental Health, Older Peoples Mental Health and Adult
Community Physical Services from a service line structure into three borough-based
directorates. Three trust wide directorates based around service lines remained: Children
and Young People; Adult Learning Disabilities; and Forensic and Prisons.
These changes were intended primarily to promote the delivery of ‘whole person’ health and
physical care within a geographical area in order to support better outcomes for our service
users; promote the delivery of seamless, integrated health and social care with our Local
Authorities; and enable the Trust to work closely with our CCGs and manage commissioning
budgets in the most efficient way.
There have been a number of successes delivered by the borough structures however as an
Executive we feel that the changing context the Trust operates within necessitates a revision
of that approach, specifically:
•
•
•
•
•

No longer borough-based CCGs – services are delivered across the ICS and we no
longer have to deliver services based on a local CCG’s specification
Local Authorities’ appetite for integration either may not be present or severely limited
due to financial challenges
Local Authority relationships benefit from structured input from the Chair / CEO /
Executive directors alongside service directors
There is now a bigger focus on the delivery of care through provider collaboratives
Variable evidence that we have delivered all of the benefits that motivated the change to
boroughs

In addition, there are a number of challenges which the Trust currently faces:
•
•

•
•
•
•
•

Senior leadership teams are fighting multiple challenges on multiple fronts
Quality and safety concerns are much harder to deal with due to our current structure
(e.g. ligature risks, community mental health teams, managing mental health inpatient
bed pressures, inconsistent models of care in inpatient physical health settings, long
waits for small specialist physical health services)
Variation in models of care, length of stay, lack of clarity around outcomes
Community physical health teams don’t have dedicated Trust-wide leadership
And many are small and constantly struggle to maintain staffing levels in a way
consistent with good quality, accessible care
Local authorities are in serious financial trouble and are making decisions that affect us
and our ability to deliver good quality care
A significant recurrent savings target to be addressed

2. The Principles of Change
•
•

We are moving to service lines to improve quality and safety in our services
We want to give the leadership teams of the directorates a clearer focus, and encourage
the development of clinical strategies for service lines based on setting out our models of

1
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•
•
•
•

care, in pursuit of clearly defined outcomes, using informatics to understand quality and
performance
We want to create more clinical leadership resource in the directorates – and give clinical
directors an explicit role in championing safety
We need to save money. We either achieve this by going for cuts, or by trying to improve
productivity and reduce variation
The change itself will need to be cost neutral
We need to maintain integrated services within boroughs where we possibly can.

3. Proposed Change
•
•

•
•
•
•

The disestablishment of the three borough service directorates
These will be replaced by three service line based directorates across Bromley, Bexley
and Greenwich:
 Adult Community Physical Health
 Adult Community Mental Health
 Adult Acute & Crisis Mental Health
CYP, ALD and Forensic and Prison Directorates will remain in their current configuration.
The ALD Directorate will share a Service Director with Adult Community Mental Health.
By the end of the change process we will have 6 service line directorates in total.
The direct impact will be limited to the members of the three borough SMTs, the
Directorate Business Offices and support staff. This around 50 – 60 staff.
We will use the opportunity of the restructure to review the function of the business and
service improvement function within each directorate

It is proposed that each management team will include the following posts:
• Service director
• Clinical director
• Head of nursing
• Head of psychological therapies
• Head of AHP
• Associate director(s)
• Service Manager(s)
• Heads of social care (Borough based, located in the Community Mental Health
Directorate, and limited to Bromley and Greenwich only)
• Business manager
In Bexley Care, because of the existing integrated structures, we have agreed with the
Director of Adult Social Care/ Place Based Director that we would create an extra Associate
Director and Service Manager within the Adult Community Mental Health Directorate to
enable the existing plans for integrated service delivery around Locality Care Networks to
continue. This will also enable the signing of a new S75 agreement with LBB to encompass
Bexley Care.

4. Next steps
We have a dedicated project management resource in place and a plan to deliver the
proposed change by the end of September 2021 (anticipated go live date is 27 September
2021). A fortnightly meeting has been established, chaired by the COO, and bringing
together Executive Directors, Service and Corporate directors, to oversee the change. A
number of sub-groups have been established to deliver elements of the overall project:
2
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HR
A dedicated HR resource has been made available to manage the consultation process.
Those members of staff affected by the change will be supported through the consultation, in
line with trust policies. Appointments have already been made to the Service Director roles
and a process put in place for the appointment of Clinical Directors. A fourteen day
consultation (agreed with Staff Partnerships) was launched on 28 June to cover all staff
affected by the change.
Service Portfolios
The work to oversee where services sit within the new structures is being overseen by the
Trust Medical Director. This is an opportunity that services sit within the correct service line
and that we use the opportunity to, as far as possible, to balance the portfolio of each
directorate. Particular attention is being paid to Older Peoples’ Mental Health Services.
Secondary to this piece of work, a transition plan will be put into place to ensure that the
work relating to serious incidents, patient safety matters and statutory committees is
maintained during the transition.
Communication
A comprehensive communications plan has been developed that will inform both staff and
our external partners of the changes. Senior external partners were briefed early on in the
process by the Trust CEO and COO. They also had an opportunity to participate in a
stakeholder panel as part of the process to appoint to the Service Director roles.
Feedback from our health partners and Local Authorities has been cautiously positive,
although concern has been expressed regarding the Trust’s commitment to place based
service delivery. The COO and Service Directors are working closely with partners to offer
both reassurance and where necessary practical mitigations.
Estates
A review of the team bases for the new directorates is currently being undertaken. As a
principle, the group has been asked to look at basing the Adult Acute and Crisis Mental
Health Directorate at one of the Acute Unit sites. Agile working principles will also be applied
to the review.
Information Systems
In order to learn the lessons from previous restructures, a group has been established to
oversee the reconfiguration of clinical, HR, quality, and finance systems to ensure that this
work has been completed ahead of implementation of the change.
Business and Service Improvement Functions
Separate (but linked) to the restructure, we are taking the opportunity to review how these
functions are delivered across all directorates and the interface with corporate services. This
workstream will define new Business Office structures (including CYP/F&P) that meet the
needs of directorates, corporate teams and support Trust strategic objectives
enhance service quality through bringing together a critical mass of clinicians within an age
group/service area, leading to common and consistent standards, better supervision,
workforce support and training structures.
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Freedom to Speak Up: Six-monthly report
The Guardian Service
Rachel Clare Evans, Director of Strategy and People
Not applicable
The Board receives a report every six months from the Guardian Service on
the ‘Freedom to Speak Up’ activity within the Trust. Their paper is
attached.
Working relations with the Guardian Service continue to be effective and
productive, highlighting important issues that feed into our wider approach
and programmes and helping us to keep staff informed.
Every 12 months, the paper is presented by the Guardian Service directly –
the last session was in January and the next one in January 2022.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation

For noting

Link to trust strategy

This relates to making Oxleas a Great Place for work and ensuring that we
are able to create a learning culture and improving quality.
This relates to risks relating to the retention of our Oxleas staff.

Link to Board
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances

The Board is asked to note the paper from the Guardian Service.

Creating a culture where staff feel safe to speak up helps us to identify
issues relating to the quality of care we provide and supports a safety and
learning culture.
Unhappy staff often leave organisations and this has an impact on staffing,
recruitment and our cost base.
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Equality analysis
Service users/
carers/staff

Creating a culture where staff feel able and safe to speak up about issues of
concern helps us to identify where there are problems around our culture,
including for staff and patients groups whose voices are not always heard.
As above, creating a culture where staff feel able and safe to speak up
about issues of concern helps us to identify where there are problems
around our culture, including for staff and patients groups whose voices are
not always heard.
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Freedom to Speak Up Guardian Report
1 January 2021 – 11 June 2021
Lulu Nwosu
Freedom to Speak Up Guardian, The Guardian Service Ltd
Introduction
The purpose of this paper is to give insight into the progress and development of the service
and learning from the themes arising from the cases received by the Freedom to Speak Up
Guardians (FTSUGs).
This report provides an overview of themes and issues raised through the FTSUGs from 1
January 2021 to 11 June 2021. The report also sets out some learning points and makes
recommendations for the Board to consider.
FTSUGs have a key role in helping to raise the profile of raising concerns in the
organization. They also provide confidential support to staff in relation to concerns they have
about patient safety and/or the way their concern has been handled.
This report follows guidance from the National Guardian’s Office (NGO) on the content
FTSUGs should include when reporting to their Board. The headings include:
1. Assessment of Issues
2. Potential patient safety or workers experience issues
3. Action taken to improve FTSU culture
4. Learning and Improvement
5. Recommendations
Implementing the Guardian Service role
The Guardian Service Ltd (GSL) was implemented at Oxleas NHS Foundation Trust from 1st
January 2020. The service is promoted across the organization as an independent and
confidential service. This encourages staff to speak up freely and without fear of reprisal.
The profile of the FTSU Guardian (FTSUG) has been increasing with the National Guardian
Office (NGO) providing leadership and support. The Care Quality Commission (CQC)
focuses on the requirements of Trusts to have an open and responsive raising concerns
culture as part of the well led framework. The Guardian Service supports the Board to
promote and comply with the NGO national reporting requirements.
GSL is an independent and confidential staff liaison service. It was established in 2013 by
the National NHS Patient Champion in response to The Francis Report. GSL provides staff
with an independent, confidential 24/7 service to raise concerns, worries or risks in their
work place. GSL covers patient care and safety, whistleblowing, bullying and harassment
and work concerns.
Being available and responsive to staff are key successes to the role. Staff are always
offered the choice of where and when they wish to meet the FTSUG which can be on site or
off site and are reminded of the 24/7 service. It is important to maintain both the
independence and confidentiality that goes with the role.
Communication/marketing has been achieved via the Intranet, the publication of flyers and
posters which have been distributed throughout the organization. Additional communication
is achieved by the FTSUG attending team meetings and ward handovers. The pandemic
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challenges of the past year has impacted GSL’s capacity to be onsite for team briefings and
promotional activities which is critical in the building of brand awareness with staff. Given the
challenges faced, GSL has relied largely on virtual and remote based communications in the
past year and brand awareness has been maintained through social media channels along
with GSL distributed collateral including posters and information cards. It is the ambition of
GSL to recommence onsite activities as soon as all local and national restrictions are
removed.
Summary of the FTSUG Role
Freedom to Speak Up Guardians help:
• Protect patient safety and the quality of care
• Improve the experience of workers
• Promote learning and improvement
By ensuring that:
Workers are supported in speaking up
Barriers to speaking up are addressed
A positive culture of speaking up is fostered
Issues raised are used as opportunities for learning and improvement

•
•
•
•

1. Assessment of issues
1.1.

No. of concerns raised

On a monthly basis, GSL produces quantitative reports which are cumulative in nature
across a twelve-month period (April – March). Qualitative reports of the same nature as the
current report covering more detail around themes and trends are produced every six
months. The review period for this report, whilst not covering a complete 6 month duration,
has been agreed with the Trust to meet submission deadlines to the Board.
In the period 01 January to 11 June 2021, GSL report the following summary data:
The total number of concerns raised to the FTSUG is 20.
3 concerns were escalated to the Trust within the period, both of which were responded to
within the agreed timeframe.
8 cases remain open and 12 have been closed. Open cases are actively monitored, and
regular contact is maintained by the FTSUG with staff members.
The number of emails, telephone calls and face to face visits engaged by the FTSUG in
responding to concerns are as follows:
Email – 82

Telephone – 140

Face to face – 11

There are often multiple contact points for every concern raised, therefore the numbers do
not directly correlate with the number of concerns raised.
The FTSUG encourages face to face meetings with additional follow up meetings which can
be conducted by telephone. Further contact can be made with the FTSUG via email.

3
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1.2.

Themes

The categories of the themes have been provided by the NGO. Concerns raised are broken
down into these categories as follows:
Themes

No’s

Patient Safety / Quality
Management Issues
Systems and Processes
Bullying and Harassment
Discrimination / Inequality
Behavioural / Relationship
Other (Covid-19)
TOTAL

4
5
0
4
2
4
1
20

An assessment of the above themes and findings are outlined below under the following
sections
• Potential patient safety or workers experience issues
• Action taken to improve FTSU culture
• Learning and Improvement
• Recommendations

2. Potential patient safety or workers experience issues
Patient Safety/ Quality
All staff who contact The Guardian Service are advised that patient and staff safety concerns
entailing an immediate risk of harm are escalated immediately with assurance being given to
staff of their anonymity should they wish to remain anonymous.
Four concerns involving either the safety of patients, staff wellbeing and safety or quality
control issues impacting on the care of patients were reported in the period from 01 January
2021 to 11 June 2021.
Out of the four concerns raised under this theme, three were escalated to the Trust, one as
an Amber concern and two as Red concerns in accordance with GSL’s RAG system for
classifying the risk level for concerns.
The Amber concern related to a matter of staff safety and health and safety risks posed to
staff as a result of questionable processes of incident reporting and compliance monitoring
within a hospital ward. The matter was reported to the Trust prior to GSL involvement and
continues to be looked at by the Trust. The escalation of the concern via GSL ensures that
attention continues to be given to the concern by the Trust and that feedback is readily
available to the member of staff who raised the concern.
One of the two Red concerns raised under this theme related to the conduct of staff and
managers within a hospital clinic and the resulting risks posed upon the care and safety of
patients. The escalation of the concern has helped to drive the development of a
management action plan that addresses all risks identified within the concern including plans
for regular review/monitoring. The case has been closed.

4
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A concern raised by a member of staff surrounding the quality of care and treatment
administered to vulnerable patients by Oxleas staff within a specific unit was escalated to the
Trust as a Red concern and continues to be looked at.
Management Issues
Concerns that fall under the theme of Management Issues are linked to staff perceptions
surrounding managerial practice and decision-making. Five concerns have been raised
under this theme. These were raised within the context of;
•
•
•
•

Management decision-making perceived to be unfair surrounding annual leave
requests and work allocation.
Wider organisational decision-making surrounding the integration of services and
restructuring issues.
Quality of line management support
Management styles and the nature and quality of management communication with
staff. A common trend of aggressive/ hostile communication being used by managers
is picked up from concerns raised under this theme.

Bullying and Harassment
Concerns raised under the theme of Bullying and Harassment account for four cases.
These concerns were raised by staff in the following professional groups; Registered
Nursing and Midwifery (1), Administrative and Clerical (1) and Allied Health Professional (1),
all of whom fall within the professional level of ‘worker’. One of the concerns was raised
anonymously.
In three out of the four bullying and harassment concerns raised, the act of bullying is
alleged against a line manager or management as a collective. One out of the four of the
concerns alleges bullying against a peer/colleague. Examples of bullying behaviours that are
reported in the workplace range from the following, all of which are in breach of our agreed
Oxleas values and behaviours.
Verbal: Use of language that frightens, humiliates, belittles or degrades the recipient:
•
•

Aggressive communication or yelling
Inappropriate teasing or offensive comments directed towards a person

Behavioural: behaviour that undermines a person’s work performance, working
relationships, or perceived value in the workplace:
•
•
•

Threatening gestures
Purposefully excluding, isolating, or marginalizing a person from normal work
activities
Repeatedly discounting a person’s statements or contributions in a one to one or
group setting

Work performance related:
•
•

Excessive performance monitoring/ micromanagement behaviours
Repeated reminders of past errors mistakes and pattern of feedback being given in
an unconstructive manner
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Other – Covid-19
Covid-19 related matters accounts for 1 case raised with the FTSUG for the period. The
case concerned a staff health and wellbeing issue, a line manager’s approach to addressing
the matter and management decision-making surrounding rostering/shift allocation.
Behaviour/ Relationships
Concerns about workplace behaviors and relationship issues among staff, their colleagues
and/or their managers are addressed by this theme, of which there has been 4 concerns
reported during the period. These concerns were raised by staff in the following professional
groups; Administrative and Clerical (1), Additional Clinical Services (1) and Allied Health
Professional (2). All concerns raised under this theme are about challenging relationships
maintained between staff and their line managers.
Concerns of these nature have tended to originate from incidents where members of staff
have experienced negative or unconstructive encounters with their line manager and have
neither had the courage or opportunity to address the matter directly with them nor raised it
with a senior manager with a view to exploring resolution options. Where incidents of such
nature are left unresolved or unaddressed, this tends to impact adversely on the quality of
the relationship maintained between the concerned member of staff and the subject of their
concern going forward. In one case, constructive feedback has been given to the manager
about their behavior on a number of occasions by staff but the manager had not been
receptive to any form of feedback, and this needed tackling. Where it is recognised that
there are barriers to effective communication and exchange of feedback between parties,
this can impact adversely on the quality of the relationship maintained between the parties
going forward.
The FTSUG has encouraged members of staff to explore informal methods for resolving
workplace conflict and relationship issues including peer facilitation which is offered
internally by the Trust and has provided guidance to them in holding difficult conversations
with their managers. Discussions about behaviours are also taking place in the context of
our new values and behavioural framework.
The analysis set out in below sections is drawn from the cases and contacts that were
engaged between 1 January 2021 to 11 June 2021. This provides some learning material for
Trust Management to consider how best to use.
2.1 Why use The Guardian Service
Contacts are routinely asked why they chose to use The Guardian Service. The responses
that were given to this question are displayed in the chart below.
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2.2.

Confidentiality

How cases are managed by The Guardian Service with respect to confidentiality and
escalation routes is recorded cumulatively. A breakdown of this data covering the period of 1
January 2021 to 11 June is provided below;
Confidentiality
Cases managed confidentially within Guardian Service
remit
Cases escalated with names
Cases escalated anonymously
Total

No. of
concerns
17

Percentage

2
1

10%
5%

85%

20

2.2 Directorate
Detailed in the chart below are the number of concerns raised by directorate.
Undisclosed

2

Bromley

6

Prison

0

Greenwich

5

Bexley Care

3

Corporate

1

Children and Young People

3
0

1

2

3

Total no. of concerns

7

4

5

6

7
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2.3 Where did staff hear about the Guardian Service?
Feedback from staff who have contacted the FTSUG indicates that their knowledge of The
Guardian Service was attained from a a combination of different routes ranging from;
information supplied via the Trust Intranet; leaflets or posters displayed internally; word of
mouth via colleagues/ line managers, staff briefings delivered by the FTSUG and referrals
from staff networks (i.e. Disability, BAMEx) and/or Staff Partnership.

2.4 Professional Groups
Professional groups are defined by the NHS. Detailed in the chart below is the number of
concerns raised according to professional groups.
Name of Professional Group

No.s

Administrative and Clerical
Nursing and Midwifery
Additional Clinical Services
Allied Healthcare Professionals
Additional Prof., Scientific and Technical
Medical and dental
Undisclosed
TOTAL

2
3
4
3
5
1
2
20

2.5 Professional Level
Detailed below are the professional levels of those staff who have spoken up from 1 January
2021 to 11 June 2021.
Professional level of staff member
Worker
Manager
Senior Leader
Not disclosed
TOTAL

No.s
15
4
0
1
20

2.6 Equality and Diversity
To support GSL to deliver an inclusive service that is available and accessible to all diverse
groups of staff, protected characteristics data which has been agreed with the Trust is
requested (on a voluntary basis) from all staff who make contact with the FTSUGs. Analysis
of this data can help support GSL promotions across the Trust.
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20 concerns in total were raised between 1 January 2020 and 11 June 2021. Out of the 20
concerns, 5 members of staff chose not to participate in the questions. 15 members of staff
participated and the responses received are detailed below.
Protected
Characteristics
Gender
Male
Female
Rather not say
Age
18 – 30
30 – 40
40 – 50
50 – 60
60+
Rather not say
Ethnicity
White
Black
Asian
Mixed
Other
Rather not say
Disability
No disability
Yes disability
Rather not say

No.s
5
10
0
3
2
4
5
0
1
7
5
2
1
0
0
8
3
4

Total
Response
15

15

15

15

3. Action taken to improve FTSU culture
•

Monthly meetings with the Director of Strategy and People and Associate Director of
People are held to talk through the monthly activity reports which includes themes
and outcome of cases. No individual can be identified by the reports therefore
maintaining staff members’ confidentiality.

•

Quarterly meetings with the CEO and the Senior Independent Director are held to
discuss emerging themes and learning points.

•

The FTSUGs conduct walkabouts, visiting wards, estates and offices to speak to staff
about The Guardian Service and distributes promotional materials. Due to limitations
imposed by the COVID-19 pandemic of the past year, promotional briefings have
been delivered virtually across divisions by the FTSUGs. It is envisaged that onsite
promotional activities will recommence as soon as all local and national restrictions
are removed.

•

From March 2021, GSL promotions have largely focussed on the Forensics and
Prisons directorates, where there is recognition from Oxleas senior leadership of the
need to enhance the visibility and presence of The Guardian Service. Concerns
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raised by staff who work in these directorates have been conventionally low since
GSL was implemented in the Trust - a clear indication that additional and ongoing
promotional work could add value. In recent months, the FTSUGs have engaged with
the Service Directors for Kent, Greenwich and Wandsworth Prisons and has worked
closely with the team of managers in Kent and Greenwich Prisons to host a range of
virtual and remote based promotional activities in their respective areas.
•

Future meetings with Staff Partnership and additional meetings with the Staff
networks are planned with a view to establishing collaborative working.

•

The FTSUGs support staff to raise and forward their own concerns. This involves
helping them to formulate e-mails to Managers about their situation in the workplace.
The FTSUG also assists with verbal communication and preparation for staff
attending informal meetings with subjects of their concern to discuss how they are
being treated.

•

In some instances, staff contact the FTSUGs because a formal process is taking too
long. The FTSUGs are able to explain the complexities and time constraints that may
arise during an investigation and help facilitate the case being moved forward
through communication with internal contacts.

•

Issues pertaining to policies and procedures are often brought to the FTSUGs for
clarification. The independent status of the FTSUG, in clarifying points that staff may
not comprehend or want to raise internally, in many instances satisfied the individual
and prevented further escalation.

•

The FTSUGs follows through for staff where issues have been raised to
management with no response.

4. Learning and Improvement
•

The FTSUGs attend monthly Guardian Service meetings with other FTSUGs where
difficult concerns raised are discussed and learning is embedded via shared good
practices. Reflection on practice informs continual learning.

•

The FTSUGs attends events and meetings organised by the National Guardian
Office (NGO). This, as well as the NGO bulleting enables the Guardian to stay
abreast of developments in the field which in turn support handling concerns
effectively.

•

GSL has committed considerable time and investment in FTSUG development
including:
Mental Health First Aid Training (MHFA – England) for all Guardian staff –
Completed end of March 2021
Development of an improved and comprehensive suicide protocol for Guardians
receiving suicide related concerns
Acceleration of resilience training for all new Guardians and refresher training as
required for existing Guardians

-
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-

Additional psychotherapy access for all Guardians beyond the minimum required
annual assessment
Quarterly supervised meetings by a psychotherapist for FTSUGs as part of a twoweekly Ongoing Practice Enhancement Training schedule – in place since summer
of 2020

5. Comments and Recommendations
•

Concerns raised by staff in the past year has regularly featured a recurring theme of
staff expressing dissatisfaction towards the style of communication adopted by their
line managers and how this tends to impact negatively on the quality of the manageremployee relationship. It is commonly raised within the concerns raised with the
FTSUGs that line managers are aggressive in their style and tone of communication,
both in written and verbal form. Communication in true sense is the lifeline of every
organisation. Individuals irrespective of their designation and level in the hierarchy
need to effectively and respectfully communicate with each other to support better
outcomes in organisational/team performance, employee motivation, knowledge
sharing and workplace relationships. The Trust is rolling out a programme of work toe
embed our values and behavioural framework, to support difficult conversations and
developing a coaching approach to work relationships.

•

GSL promotions in recent months have been concentrated on the Forensics and
Prisons directorates. The FTSUG has successfully collaborated with managers in
Kent and Greenwich Prisons to further a range of virtual and remote based
promotional activities in these areas. From the promotions undertaken so far, general
concerns from staff working in these prisons have been broadly surfaced. Most
prevalent is the general perception from staff that the Prison directorate is neglected
by the Trust and that inadequate attention and support is given to the needs of the
directorate. With this in mind, it is most encouraging to witness the recent
introduction of a Prisons and Forensics Workforce Committee. The Committee which
meets on a monthly basis and includes the FTSUGs as featured members aims to
guide the strategic direction for staff development, training, recruitment, retention and
issues relating to the needs of the Prisons and Forensics workforce as well as
continue to develop the Prisons and Forensics Directorate as a place where staff are
proud to work and feel valued as members of the workforce.

Report completed by
Lulu Nwosu
Freedom to Speak Up Guardian
Guardian Service Ltd
11 June 2021
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Biannual Safe Staffing Report
Christine Kapopo, Associate Director of Nursing
Jane Wells, Director of Nursing
Unrestricted

Report Summary

Bi-annually, the Trust is asked to complete a safe staffing review of all in-patient
areas to review existing staffing establishments to determine if these are sufficient
to meet clinical needs.
This review is usually completed by gathering data manually by in-patient ward
teams over a set number of days, to include occupancy and acuity, and
supplemented by actual full time equivalent (FTE) staffing levels (both substantive
and bank and agency). This data is analysed, by using nationally endorsed tools,
with the aim to support decision making regarding clinical staffing levels needed to
best meet patient needs.
The December 2020 data collection cycle could not be completed due to the
impact of the pandemic and re-prioritisation. As part of the restoration and
recovery from COVID-19 the wards are now collecting acuity and dependency data
to inform the next safe staffing report.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

The report outlines and gives examples of how safe staffing has been maintained.

To note.

Recommendation

The Board is asked to note the report.

Link to trust strategy

Making Oxleas a great place to work

Link to Board
Patient Safety Sustainability Workforce
Assurance Framework

124

Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Quality of care is dependent on the workforce
Workforce planning impacts on sustainability
Safe staffing planning aims to support effective and equitable rostering for
all members of staff and enable services that provide good levels of care for
all.
Safe staffing planning aims to support staff and prevent ‘burnout’ and
enable staff to provide good levels of care for patients and their families.
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Biannual Safe Staffing Report April 2021
1.0

Introduction

The purpose of this paper is to provide the Trust Board with the bi-annual safe staffing review, carried
out in line with the guidance and requirements of the Workforce Safeguards. The Safe staffing review
provides assurance that there is enough competent staff deployed to the services.
The review process encompasses analysing acuity and dependency data using validated tools,
professional judgement triangulated with workforce and quality metrics. The review process provides
a nursing establishment which supports future safe care based on the average care needs of the
patient group.
In order to ensure the safe and effective delivery of patient care, it is essential that we have the right
establishment and the right staff in post. The last Safe Staffing establishment review was completed
in July 2020 following wave 1 of the COVID-19 pandemic. This safe staffing exercise used the
methodology described in the paragraph above to determine safe establishments for the Mental
Health, Forensic and Intermediate Care wards. The review reported an improved staffing position,
with many wards demonstrating accurate staffing levels in comparison to the national benchmark.
There were however two recommendations for the Tarn, the Psychiatric Intensive Care Unit. The Tarn
has 16 beds and the average total bed occupancy according to the national benchmark is between 1112 to align the service closer to national benchmarks. Secondly, the Tarn reported 5.9 care hours per
patient day, with the recommended number being 11. This indicated that the Tarn staffing reported
significantly less staffing than recommended for the reporting period. The Greenwich Directorate
established a task and finish group to review the Tarn. This includes a review of the bed numbers and
the staffing number and skill mix overnight.
The next Safe Staffing review cycle data collection exercise was initiated in December 2020, but many
wards were unable to collect the required data during the prescribed period due to the impact of wave
2 of the COVID-19 pandemic on their workload. Wards reported multiple additional duties such as
increased patient care in response to increased acuity and dependency, isolation of patients and
resulting additional observation levels, increased use of PPE, changes to therapy delivery and absence
of staff due COVID-19 related absence. As part of the restoration and recovery from COVID-19 the
wards are now collecting acuity and dependency data to inform the next safe staffing report.
The Staff Staffing approach at Oxleas recognises that there are times when planned staffing levels
have to be increased or safely reduced according to patient need. E-Rostering and flexible staff
deployment are well established and are vital for responding to fluctuating needs of the patients on
the wards. The E-rostering system provides clear sight of availability and key staff competencies.
2.0

Safe Staffing during Wave 2 of the COVID-19 pandemic

2.1
Efficient Deployment and Flexibility
Following the first COVID-19 wave, the Trust moved into a stabilisation and recovery phase in June
2020, after which an establishment review of all in-patient area was completed. The Safe Staffing
establishments determined in July 2020 for the care groups were used to inform staffing
establishments during wave 2 of the COVID-19 pandemic. Workloads and patient needs are variable

126

and staff continued to follow the well-established pre-COVID-19 approach to respond the variations
to patient care needs.
Staffing was reviewed at least twice daily and more often when necessary, in order to maintain safe
appropriate levels across the wards. The safe staffing levels as determined by the patient acuity and
dependency and other ward activity are flexed as required. The nurse in charge requested additional
bank staff and where necessary agency nursing staffing to provide cover. On occasion other staff were
deployed from other parts of the organisation to support patient care on the ward
NHSE/I produced a reference guide to support staffing assurance framework – Deployment and
assurance of clinical nursing workforce during the COVID-19 emergency (17 February 2021). This
outlines the key considerations in the safe deployment and redeployment of staff during this
unprecedented time in acute Trusts, but has been used as a reference for our services. Any
deployment or redeployment of staff over the pandemic was undertaken in line with these principles
(Appendix 1).
2.2
Meadowview and Eltham Community Beds are intermediate care units that were repurposed
during COVID-19 pandemic wave 2 to support the care of both COVID-19 and non-COVID-19 high
acuity patients who did not have an absolute indication for critical care admission.
Staffing became very challenging on these wards at the peak of the second wave of COVID-19
pandemic due to the high levels of COVID-19 related staff absences, increased bed base and the
change in patient type that resulted in increased acuity and dependency of patients admitted to the
ward. In order to support the wards a safe staffing review was undertaken which resulted in the
creation of task focused shifts for qualified nurses to complete tasks like the medication
administration of medication. The multidisciplinary team streamlined ward meetings and processes
for efficiency.
2.3
Nursing Students
During the first wave, final year nursing students were supported by Oxleas to join the nursing
workforce after the NMC instigated emergency education standards that allowed students to join the
paid workforce via extended clinical placement. This arrangement ended nationally in August 2020
and nurse training returned to normal arrangements.
3.0

Monitoring Safe Staffing

Care Hours per patient day (CHPPD) data for nursing and AHP is reported monthly to NHSI as
required and is a national metric based on the number of hours of Nursing and AHP care used,
divided by the number of patients in beds at 12 midnight for the month. By itself, CHPPD does not
reflect the total amount of care provided on a ward nor does it directly show whether care is safe,
effective, or responsive. It should therefore be considered alongside measures of quality and safety.
CHPPD is calculated using information that every hospital records in monthly ‘safe staffing’ reports.
Oxleas’ December 2020 Care Hours per patient day (CHPPD) data for nursing and AHPs allowed a
comparison with peer median. It showed that there were several areas where the CHPPD appeared
low when compared to comparator medians. This was further explored with the Workforce Health
Roster team who identified that there were issues with the rostering system that was currently
resulting in incorrect information being generated. This includes an issue with AHPs not being on
rosters pro-rata when working in more than one ward. As a result of this a plan is being developed to
address the system problems and ensure that the rosters undergo an establishment cleanse and that
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safe staffing reviews are carried out between service managers, business partners, finance partners,
rostering and heads of professions 6 monthly.
Professional judgement is the gold standard for ensuring safe staffing and has been used on the
wards to ensure that care is safe, effective, and responsive. Professional judgement will be
triangulated with the latest data from the Mental Health Optimal Staffing Tool and will inform the
establishment reviews to be undertaken for all wards.
4.0
Safe staffing Incidents
Safe staffing incidents are reported as part of Safe Staffing escalation process. During the last 8 months
all reported incidents were reviewed by Head of Nursing for the area and assurance given that
potential risk arising from staff shortage had been abated.
The incidents in Appendix 2 indicate that the prison services, community care bedded units and the
older adult services were the highest reporting areas. This was mainly as a result of COVID-19 related
staff absences and the unavailability of temporary nursing staff to cover shifts.
The narratives for some of the incidents (Appendix 3) indicate that staff shortages in prisons relate to
both Oxleas and non Oxleas prison staff. On a few occasions Oxleas staff were unable to deliver a
healthcare related intervention such as occupational therapy group due to unavailability of prison
officers.
Meadowview had a better staffing experience during COVID 19 wave 2, reporting 5 incidents a
reduction from the 19 incidents reported during the first wave. This may be attributed to the proactive
redeployment of office-based nursing staff to the unit.
5.0

Next Steps

As part of the restoration and recovery process, we have audited our practice against a set of safe
staffing indicators to inform our priorities for the next six months which have been identified as
follows.
5.1
Safe Staffing Establishment reviews for all bedded Units
The data collection for the next safe staffing establishment review is underway and will be
progressed alongside with the development of other initiatives to improve staff well-being and staff
competence.
5.2
E Rostering
A quality improvement project has been developed to improve the quality of rostering within the
organisation.
5.3
Staff Health and Wellbeing
There will be a continued focus on staff health and wellbeing initiatives as part of the wider Trust
response to the pandemic. A project has been initiated to support ward managers in their role
including using the NHSE Ward Manager Handbook alongside the suite of management resources
available in Oxleas. A pilot of Action Learning Sets for eight ward managers in the working age adult
acute mental health wards (the majority were relatively new in post) has been positively evaluated
and we are exploring how this may be rolled out to the next cohort of ward managers including
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forensic and older people’s mental health with intermediate care ward managers. The Action Learning
set builds on the successful model used for our newly qualified nurses and nursing associates.
Maslach’s Burnout Inventory has been procured to measure the current position for ward managers
following the pandemic to date and will enable evaluation of the planned programmes of work with
the ward managers over the next year.
5.4
Safe staffing in Prisons
A project has been initiated in Wandsworth Prison to create processes and tools to support safe
staffing in the prisons.
5.4
District nursing
A project to develop a safe staffing tool in district nursing is underway.
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Appendices
Appendix 1
‘Deployment and Assurance of clinical nursing workforce during the COVID 19 emergency’, 17
February 2021.
Throughout the changing situation, staffing arrangements should:
1. be based on a multi-professional team approach to caring for patients
2. ensure each clinical area is supervised by a senior clinical leader in recognition of their vital
role in staffing arrangements and support
3. be based on an assessment of the patients' needs taking into consideration
acuity and dependency and the environment of care.
4. always ensure that the professional judgement of clinical leaders is part of all staffing
decisions.
5. consider the skills required to meet the patients' needs and deploy the most appropriate
staff/organise the team around them accordingly
6. ensure that clinical staff know how to escalate any concerns regarding staffing and are
provided with appropriate support to do so
7. ensure Infection Prevention and Control Teams are appropriately resourced and enabled to
work efficiently and effectively
8. continue to identify those staff whose workloads are discontinued/reduced due to
cancellation of various aspects of work. Virtual ward e-rostering systems should be set up
covering the 24/7 period
9. redeploy those staff whose workloads have been discontinued and returning nurses to
identified clinical areas as early as possible enabling them to be orientated to and supported
in the clinical environment
10. continually enable staff redeployed / returning to practice to increase their confidence and
skills in ward/department based nursing7 | Deploying your clinical nursing workforce during the COVID19 emergency
11. ensure that all staffing decisions are supported by the Chief Nurse and his/her senior
leadership teams and are documented according to local reporting policy.
12. ensure that all forecast staffing plans are reviewed on a weekly basis or more frequently as required
or indicated.
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Appendix 2
Safe Staffing Incidents July 2020 to March 2021

Forensic, Prison Services, Healthcare, HMP Thameside
Bexley, Woodlands Unit, Older Adult, Holbrook Ward
Greenwich, Eltham Community Beds (old GICU)
Forensic, Prison Services, Healthcare, HMP Belmarsh
Greenwich, Older Adults, Oaktree Lodge
Greenwich, Oxleas House, Avery Ward
Greenwich, Oxleas House
Bexley, Meadow View
Forensic, Prison Services, Mental Health, HMP Belmarsh
Bromley, Green Parks House, Goddington Ward
Forensic, Bracton Centre, Heath Clinic
Forensic, Prison Services, Healthcare, HMP Wandsworth
Greenwich, Oxleas House, Shrewsbury Ward
Bexley, Woodlands Unit, Millbrook Ward
Bexley, Woodlands Unit, In Patient Psychology
Bromley, Green Parks House, Older Adults, Scadbury
Ward
Forensic, Bracton Centre, Burgess Clinic
Forensic, Memorial Site, Greenwood
Forensic, Prison Services, Healthcare, HMP/YOI
Rochester
Greenwich, Oxleas House, The Tarn (PICU)
Bexley, Woodlands Unit, Lesney Ward
Bromley, Green Parks House, Betts Ward
Forensic, Bracton Centre
Forensic, Prison Services, Healthcare, HMP/YOI Isis
Forensic, Prison Services, Healthcare, HMYOI Cookham
Wood
Forensic, Prison Services, Mental Health, HMP
Thameside
Greenwich, Oxleas House, HBPoS
Greenwich, Oxleas House, Older Adult, Shepherdleas
Bexley, CMHT, Rehabilitation Support Team
Bexley, DN Barnard Team
Bexley, DN Lodgehill Team
Bexley, DN Oval Team
Bexley, MH Crisis Line
Bromley, Community Adults, Learning Disability Team
Bromley, Green Parks House
Bromley, Green Parks House, Norman Ward

Aug Sep Oct Nov Dec Jan Feb Mar Total
3
1 12
5
4
1
1
2
27
2
2
1
4
2
3
2
0
16
0
2
2
4
2
7
0
0
17
0
1
1
1
3
9
0
0
15
0
0
0
2
2
1
6
2
11
0
0
1
0
1
6
0
2
8
0
0
0
0
1
3
1
2
5
0
0
2
0
2
1
0
1
5
0
0
1
2
2
2
0
1
7
1
0
0
3
1
0
0
0
5
0
1
2
0
1
0
0
1
4
0
0
0
1
3
0
0
0
4
0
0
1
0
1
3
0
0
5
2
0
2
0
0
0
0
0
4
1
0
1
0
0
0
0
0
2
0
0
0

0
0
0

1
3
0

0
0
1

0
0
0

1
0
2

1
0
0

0
0
0

3
3
3

1
2
0
1
0
0

0
0
0
0
0
0

1
1
0
1
0
0

0
0
0
0
0
0

1
0
0
0
0
2

0
0
1
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

3
3
1
2
0
2

2

0

0

0

0

0

0

0

2

0
1
0
0
1
0
1
0
0
0
0

1
0
0
0
0
1
0
0
0
0
0

1
0
0
0
0
0
0
0
0
1
0

0
1
0
0
0
0
0
0
0
0
0

0
0
1
0
0
0
0
0
1
0
0

0
0
1
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0

0
0
0
1
0
0
0
1
0
0
1

2
2
2
0
1
1
1
0
1
1
0
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Forensic, Bracton Centre, Joydens Clinic
Forensic, Prison Services, Healthcare, HMP East Sutton
Park
Forensic, Prison Services, Mental Health, HMP Elmley
Forensic, Prison Services, Mental Health, HMP/YOI Isis
Greenwich, Atlas House, Adult Learning Disability
Greenwich, DN Woolwich Network Team
zzBromley, Orpington Health Visitors
Total

1

0

0

0

0

0

0

0

1

0
0
0
0
0
0
19

1
0
0
0
0
0
10

0
0
0
0
1
0
36

0
0
0
0
0
0
24

0
0
0
1
0
0
31

0
0
0
0
0
0
41

0
0
1
0
0
0
12

0
0
0
0
0
0
14

1
0
1
1
1
0
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Appendix 3
Safe Staffing incidents examples

Description of Incident

Immediate
Actions Taken

Manager’s review

Forensics Directorate
One mental health assessment
overdue as it was left due to staff
shortage.

Manager
informed.

Manager arranged for urgent attention same day.
All staff brought back into the office.
Assessment completed.

Forensics Directorate
SHO reported sick for shift.

Manager
informed.

Unable to secure agency cover for the shift
therefore SpR had to step down.

Prisons
Unit officers informed
Occupational Therapist that we
would not be able to facilitate a
group this morning due to
shortage of unit officers.
Prisons
From 9:00 onward there was no
assigned doctor to cover
substance misuse service for the
whole day.

Manager
informed.

Reported shortage of prison officers hindering OT
activity session to Prison Officer Managers.

Manager
informed.

Appointments rebooked and urgent prescriptions
completed.

Duty Doctor Cover
Locum SHO did not attend
Woodlands Unit for duty night
shift. On investigation it was
found his agency double booked
and advised he was not required
for Woodlands.
Older Adult Mental Health
Only one RMN on shift.

Manager
informed.

Unable to find alternative cover.
Duty SpR required to provide emergency cover at
Woodlands for the SHO.
The Consultant took the Duty SpR calls.
The agency admitted their mistake the following
morning and confirmed cover for the following
night was in place.
HCA staff called in.
DSN assisted medication.
Ward manager also assisted.
Unable to get RMN cover.

Duty senior
nurse (DSN
informed).
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Older Adult Mental Health
A member of staff did not turn up
for night shift. Unable to contact.
Adult Acute Mental Health
Staffing level was short last night.
We worked on 5 staff instead of
seven staff. The shift was sent to
bank and agency, unfortunately
we are unable to get staff.

DSN informed.

DSN provided support.

DSN informed.

Duty SHO reviewed two of the patients on level 3
observations enabling them to be safely observed
on level 2.
Staff continued to cover all enhanced
observations.

Adult Acute mental health ward
On long day shift there should be
three registered Mental Health
Nurse and there were only one
Registered Mental Health Nurse
on the shift.

DSN informed.

DSN assisted by being part of the numbers.
An extra staff member was released from the
Health Base Place of Safety.
The shift was given to the bank department to
source.
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Report Summary

Quarterly Mortality Surveillance Report – Quarter 4 2020/21
Lynda Longhurst, Head of Patient Experience & Patient Safety
Jane Wells, Director of Nursing
Unrestricted
The quarterly mortality surveillance meetings provide assurance that our
deaths are being reviewed and satisfies the requirements to report to
Boards as a requirement of NHSI.
The attached report provides assurance that wherever a death has occurred
that the death is reviewed to establish whether there were any issues with
the care and treatment provided. This will help establish if there were any
problems that might have contributed to the death, or if the death could
have been prevented if things had been done differently.
The report covers the period of quarter 4 for 2020/21 and provides
assurance through:
1. Mortality surveillance update
2. Numbers of deaths reviewed
3. Learning from thematic reviews

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

The quarterly report offers assurance with expectations nationally for
reviews of deaths in the organisation.

Recommendation

The Board is asked to note the contents of the report.

Link to trust strategy

Safety culture
Learning/improving
Learning from deaths

Link to Board
Assurance Framework
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Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Sharing learning aims to improve practice.
There may be financial implications to some of the findings
Equality issues are considered as part of the analysis. The group has
identified issues around health inequality relating to people with learning
disabilities and people with serious mental illness.
Feedback from staff and families is considered.
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Quarterly Mortality Surveillance Report – Quarter 4 2020/2021
1 Mortality Surveillance Committee
The Trust Mortality Surveillance Committee is held monthly and reviews all deaths that have occurred
in the preceding month, reporting to the Performance and Quality Assurance Committee. The purpose
of the committee is to provide assurance that wherever a death has occurred that the death is
reviewed to establish whether there were any issues with the care and treatment provided. This will
help establish if there were any problems that might have contributed to the death, or if the death
could have been prevented if things had been done differently. Deaths are classified according to an
expected / unexpected and natural / un-natural classification and the level of investigation is
discussed. The findings of serious incident reviews into deaths are shared and thematic reviews
undertaken.
1.1 Progress meeting national requirements
The National Learning from Deaths – a Framework for NHS Trusts and Foundation Trusts in identifying,
Reporting, Investigating and Learning from Deaths in Care was published in March 2017. The Trust has
met the core requirements of the guidance. Our policy on learning from deaths, including involving
families and carers, is publically available on our website along with the national template dashboard
reporting deaths each month:
http://oxleas.nhs.uk/freedom-of-information/mortality-surveillance-data.
Serious incident reviews include the Royal College of Psychiatrists Care Review Tool.
1.2 Reconciliation of deceased data between national spine and RiO
As a Trust we receive regular updates from the NHS national spine of all NHS patients on the deaths of
patients known to Oxleas. It is important that we act upon this information to ensure that our clinical
records are up to date and that where appropriate, information about deaths not already known to us
are investigated. We have quarterly data providing a summary of deaths recorded on the spine, Datix
and RiO and gaps accessible via both a live and a committee reporting iFOx programmes.
2 Numbers, classification of deaths undertaken
During the year to date the numbers of patients who died which occurred during the reporting period
who were recorded on Datix and reviewed at the time of the mortality surveillance committee were:
2019/20
2020/21
Quarter 1
224
455*
Quarter 2
287
287
Quarter 3
278
302
Quarter 4
306
350
These have all been subject to a case review by a clinical reviewer.
* This figure is updated from the Q1 report as additional data has been received
1
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Deaths Expected / Unexpected Natural/ Unnatural by Directorate (at point of presentation to the
Mortality Surveillance Committee):

Q4 Graph showing data by Directorate and Mazars Classification
EN1 Expected Natural: Death was expected to occur within an expected timeframe. e.g.
People with terminal illness. These deaths are unlikely to be preventable.
EN2 - Death was expected but were not expected to happen in the timeframe. e.g.
Someone with cancer or liver cirrhosis who dies earlier than anticipated.
UN1 - Unexpected death which are from a natural cause e.g. Sudden cardiac condition or
stroke.
UN2 - Unexpected death from a natural cause but which didn’t need to be e.g. Some
alcohol dependency and where there may been care concerns.
UU - Unexpected deaths which are from unnatural causes e.g. Suicide, homicide, abuse or
neglect
In quarter 4, there were 354 deaths identified on the NHS national spine and RiO with no death date
recorded, 132 had an open referral and not recorded as deceased. These are all being reviewed and
the date of death recorded for completeness.
Structured Judgement Review and Overall Care Judgement
Structured Judgement Review

Overall Care Judgement (based on overall quality of care)

Score 1

Definitely avoidable

Score 1

Very Poor

Score 2

Strong evidence of avoidability

Score 2

Poor

Score 3

Probably avoidable (more than
50:50)

Score 3

Adequate – what is expected

2
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Score 4

Possibly avoidable but not very
likely (less than 50:50)

Score 4

Good

Score 5

Slight evidence of avoidability

Score 5

Excellent

Score 6

Definitely not avoidable

The table above shows the judgement scores

In Q4 there were 9 incidents that were subject to both SJR and OCJ.
If the SJR was below 6 and the over care judgement was below 3 the Serious Incident Summary has been
included.
Q4
1
2
3

Structured Judgement
Review
Score 6
Score 6
Score 5

Overall Care
Judgement
Score 3
Score 3
Score 2

4

Score 5

Score 2

5

Score 4

Score 2

6
7
8
9

Score 6
Score 6
Score 5
Score 3

Score 3
Score 3
Score 3
Score 2

Comments (where care judgement is
2)
The incident highlighted areas where
practice and services could be
improved; engagement with support
networks, together with the
importance of sharing information
about risk events between services.
There was an over reliance on
subjective risk assessment as opposed
to a meaningful objective assessment
of risk. There appeared to be a lack of
confidence or understanding of what
can be implemented in order to
manage informal patients and their
risks, particularly in relation to informal
patients having time off the ward.
Service user was not seen for discharge
planning with HTT and should have had
a face to face review when discharge
was being planned.
Patient should have been referred for
care coordination following admission
to the Acute Ward.
There was no process to ensure that all
patients and/or their support network
are assertively engaged prior to
discharge. (Team are developing a
process to ensure that all patients
and/or their support network are
assertively engaged prior to discharge)

The recording of information should
have included service users lack of
engagement with alcohol and drug
3
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services and health information should
have been provided.
Risk assessments were not completed
during OPA contacts and the CRHTT
contact.
An MDT meeting was not completed
during a 5 week period.

Structured Judgement Reviews
SJR
1 - Definitely avoidable
2 - Strong evidence of avoidability
3 - Probably avoidable (50:50)
4 - Possibly avoidable but not very
likely
5 - Slight evidence of avoidability
6 - Definitely not avoidable

Quarter 1
0
0
0
0

Quarter 2
0
0
1
1

Quarter 3
0
0
1
1

Quarter 4
0
0
1
1

0
13

4
7

2
7

3
4

3 Learning from thematic reviews
There were no thematic reviews completed in quarter 4.
4. Learning identified from deaths
In quarter 4 the following learning was identified through the mortality surveillance reviews.
Learning from January deaths reviewed:
1. The disproportion and inequalities in life expectancy for people with Serious Mental Illness
(SMI) was highlighted through mortality reviews and those experiencing death attributed to
Covid-19. The practice development nurse in Bromley has specifically been working closely with
Bromley GPs to prioritise vaccinations. All teams in all boroughs are supporting service users to
access their vaccinations and encouraging uptake.
2. The disproportion and inequalities in life expectancy for people with Adult Learning Disabilities
(ALD) was starkly highlighted through mortality reviews and those experiencing death
attributed to Covid-19. All teams have been working with MENCAP and GP primary care hubs to
facilitate vaccinations. Service users in Atlas House have been vaccinated and GPs have been
supported in the vaccination roll out to service users. There is an emerging theme from
mortality reviews regarding people with mild to moderate ALD, vulnerabilities and falling
between gaps such as where they receive time limited episodes of care and are not an open
referral on a caseload. The LeDeR reviews will be undertaken. The ALD teams are raising
awareness of the risks with teams so that vigilance and support can be increased where
required.
3. There has been an increase in patients on end of life care pathways dying in Eltham Community
beds (intermediate care) due to admissions as part of the Covid-19 system pathways. This is
unusual as patients are usually admitted to optimise rehabilitation. An end of life care nurse
4
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came into post in March and is supporting the team with management of end of life care.
4. There have been some deaths locally due to fire. The Safeguarding Adult Boards have worked
closely with the London Fire Brigade on a Fire safety Strategy. Information and resources have
been shared with teams. This is being further promoted through the Community Health Forum.
5. The CQC have conducted a review of the use of DNAR-CPR during the pandemic. Their report is
anticipated to be published in April. Early feedback to SEL CCG with a focus on Greenwich who
were one of the CCGs reviewed suggest that practice on the whole is good and no patients were
denied treatment but ongoing work about mental capacity, especially in learning disabilities is
required. Most were based on sound clinical decisions. There is a reluctance to overturn or
challenge DNAR-CPRs which have been put in place in hospitals or to challenge medical
decisions. Whilst positive about the Coordinate-My-Care system enabling sharing of
information, they were critical of the number of such systems across the country.
Learning from February deaths reviewed:
1. Serious incident investigations following deaths by suicide in prison wings has identified that
there is an increased period of vulnerability when a prisoner receives news such as a lengthy
sentence or returning from court to a different cell. This is most challenging in the larger prisons
with rapid prison turn over; HMP Wandsworth and HMP Thameside. The prison system is
chaotic and does not allow for complex co-existing vulnerabilities of long-term conditions,
physical health and mental health problems to be considered. The in-reach health care team at
HMP Thameside are piloting a high risk / high vulnerability list from an automated analysis of
physical health, mental health and unattended appointment data and will share this with HMP
Wandsworth. This risk about heightened vulnerabilities at such times and not being able to
influence the prison regime will now be added to the Prison and Forensics risk register so that
plans to control can be established. It will also be included in the suicide prevention strategy. It
was identified that there could be joint quality improvement opportunities between HMP
Thameside and HMP Wandsworth.
2. There continues to be a higher level of death in the ALD population from Covid 19. This is being
reviewed nationally. It was noted that this was associated with care home living arrangements,
potential access to services and inequalities in services once accessed. There has been a local
focus on supporting GPs with the annual health checks. These have slowed during the pandemic
and have been difficult for GPs to do virtually. The CCG have funded a nurse in Bexley to
support GPs and practice nurses to improve the quality of their health checks and get better
outcomes. There is an opportunity to encourage third sector organisations to promote the
annual health check entitlement as our services only see a small percentage of the population.
Learning from March deaths reviewed:
1. The learning from two LeDeR reviews was shared.
Case 1 found that there was limited cardiac screening completed by the GP (no cardiac risk
assessment), Downs syndrome was found as the reason on DNACPR documentation and falls
were not reported to the Community Learning Disability Team (CLDT) and hence were not
followed up. Positive practice identified: combined records between CLDT health and social
care staff and good multi-agency working and twice weekly visits by a link GP to the care home.
5
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In response, all ALD clinicians will receive training on the identification of cardiac and
cardiovascular signs and symptoms. A named nurse will take on a lead role in cardiac issues and
all nursing health assessments will include a more detailed cardiac assessment section. A
DNACPR training pack is being completed to be delivered to all clinical staff in ALD. ALD is now
represented on the Bexley and Greenwich EOL steering group which aims to agree an EOL
pathway across all client groups. We are working to identify lead or interested GPs in each
borough (starting with Greenwich) to start discussions about Community DNACPR. The LD
Physiotherapy and Occupational Therapy will work with the home manager to ensure they are
aware of the need for referral and what can be offered. This will be addressed with the
residential home via Bexley LeDeR learning group.
Case 2 found that no Annual Health checks were carried out for the service user in 2019 and
2020 and the management of client’s limited engagement and compliance with health
management plans could have been more robust.
In response, CLDT now organises CPH ‘link nurses’ to link with GP surgeries around Annual
Health checks (quantity and quality). Bexley CCG has funded a small project focussing on a
group of surgeries who receive regular support from an LD nurse with AHC. There is on-going
work between Health and social care to ensure plans are shared and integrated where possible.
Work with all agencies to understand and implement the MCA in a way which allows for
‘unwise decisions’ in an informed way. Regular multi-disciplinary and multi-agency meetings to
be organised for cases where non-compliance/non-attendance is an issue; consider how this
can best be implemented and at what the trigger should be.
2. We reviewed the NCISH findings of the Suicide in England in the Covid 19 Pandemic: Early
Observational Data from Real Time Surveillance. Using data from real time surveillance systems
in areas covering a total population of around 13 million, suicide rates in England did not rise
following the first national lockdown in 2020 despite higher levels of greater distress. It is vital
to note these are early figures and there may be increases in suicides in some populations or
geographical areas. There is still concern about the longer-term effects of the pandemic,
particularly economic stresses.

6
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Report Summary

The report gives an update on the Trust Quality Performance and Assurance
Committee highlights and exceptions from the meetings on 19 May and 16 June
2021. In April, the full agenda was re-established and the directorate feedback
section was re-introduced.
Highlights from the May and June committee meetings:
•
•
•
•

Performance exceptions
Review and approval of the Quality Report 2020/21
Approval of the revised quality impact assessments and the introduction of
NED led reviews
Approval of the annual audit programme

What is the purpose
of bringing this paper
to the Board
meeting?

For information

Recommendation

The Board is asked to note the content

Link to trust strategy

This report relates to the quality aspects of the strategy.

BAF 1763 serious incident action closures
Link to Board
Assurance Framework BAF 1776 HBPOS S136 breaches
BAF 1844 CMHT demand

Please summarise
implications in the
report for:
Quality
Finances
Equality analysis

The report focuses on quality performance and assurance.
The report does not outline significant financial implications.
The report includes discussion on the Equality Delivery System report.
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Service users/
carers/staff

The report outlines the impact of developments on people using our
services and their families of developments and to staff
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Performance and Quality Assurance Committee Report
for May and June 2021
Performance
COVID-19 update
A Covid-19 update was reported and noted at both the May and June committees. Only the latest
update from the June Covid-19 dashboard and integrated board report is presented within this
chair’s report.
•
•
•

At the time of the June committee, there were no positive covid cases within our inpatient
population, staff group, and prison population.
Twice weekly self-administered lateral flow tests are being continued for staff.
We continue to ensure the vaccination programme for staff is rolled out and that we capture
where staff have had their vaccination outside of the Trust.

The committee was informed that we are seeing a small impact due to the new variant in Bexley
however the vaccination rates are particularly good in Greenwich and Bromley.

Integrated Board Report
The committee in June were presented with an exception report regarding a number of metrics that
persistently remained below target over the last six months.

•

•

•
•

•

•

72-hour follow-up for self-harm is on an improving trajectory; for May both Greenwich
and Bromley were at 100% and Bexley just under 95%. Work is underway to ensure that
the existing process is clear and that there is an assurance system in place when the
follow up is not completed within the 72 hour period.
Prisons – care plan development within two weeks post assessment compliance is
currently at 67%. The reason for deterioration of this metric has been around the changes
to the prison regime due to Covid; restrictions were put in place around access, and these
are now lifting. The healthcare teams are working with the quality assurance team to put an
improvement plan in place.
Intermediate care bed occupancy: this metric measures under occupancy rather than over
occupancy. There are no concerns regarding this metric given the strategic direction.
Complaints: responding to complaints remains a challenge. A different approach is being
proposed and will be presented to the committee, as to how complaints are dealt with and
better engagement achieved with people when issues are raised in order to resolve them
more quickly than at present.
CPA reviews; Currently just on target. The committee was informed of the action being
taken to ensure sustainable improvements are achieved e.g., adding in a dimension around
the time limit for the review within the care plan audit and reinforcing to team managers the
use of iFox to drive change within individual teams as they can see the data on a live basis.
Referral to treatment (RTT) for AHPs: there are some issues in some services around RTT but
overall, this is on an improvement trajectory; issue is around sustainability and is the same
for psychological therapies, improvement there is slightly slower and is subject to variation
in Bexley and Greenwich.
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HBPOS Breach Update
Overall, in April, there were 5 breaches although there were 2 weeks where there were 0 breaches.
There were 4 breaches in May; three were attributable to Oxleas and one attributable to SLAM. All
but one were due to bed availability, the remaining case was due to the process and the time it took
to complete the assessment because of the condition of the patient.
The committee requested information on how these are being managed, if breaches are still being
discussed at Executive meetings or other forums and what we can do about them to try and get
them to zero if possible. The committee was informed of the exception reporting process, bed
management meetings that occur three times a day so consistent oversight is achieved. In June, the
committee was informed that the Mental Health acute bed pressures are still significant; challenges
and pressures are being experienced by all London Mental Health trusts. However, in the last month
there has been a reduction in the amount of private bed usage. We are working with the ICS on a
joint improvement plan to minimise the time people wait in ED and internally examining the
variability of length of stay across our inpatient units. The higher conversion rate of S136
presentations to formal admission was noted as a positive.

Mental Health Transformation
In June, the committee noted the following update:
•

•

•

•

The Mental Health Assessment Suite (MHAS) at QEH has been open since the beginning of
last year. It has proved to be a useful adjunct to care in ED – giving patients with MH
problems a better space to wait in. Ongoing funding for this has been agreed, and there are
discussions with LGT about the longer-term site for the space. The PRUH developments are
on-going.
The Crisis Hub will expand the remit and capacity of the Crisis Line with the overall aim to
provide a single access point for people seeking urgent MH care, offering compassionate,
responsive care and support to all those who access the service. The service will ensure
appropriate crisis intervention, including 4-hour crisis assessment and referral onto
community services utilising current and developing system services. The desired impact of
this service is to improve service user experience and staff satisfaction, improve
understanding of crisis demand and activity, develop consistent outcomes, reduce ED
presentations, and deliver financial savings to improve the sustainability of services.
The Crisis House opened in late February, initially only Greenwich MHLT could refer into the
service but this led to the service not being fully utilised so referrals have been opened to all
3 HTTs, offering a homely environment for people who might require admission, require
respite from their home situation or to reduce carer burden, for instance. People staying in
the crisis house are also open to HTT, so we are providing a holistic package of care. To date
80 people have benefited from a stay at the crisis house, with an average length of stay of
2.8 days and we have received positive feedback from people who have stayed there. This
pilot is being reviewed in July.
Community: Some of the directorate plans for CMHT developments are being funded by this
year’s MH funding settlement. This will help to address the acute shortfall in capacity and
allow us to start to develop different ways of working alongside the new Place Based
community developments. Recruitment, both within Oxleas, and by a Voluntary Sector
provider (MIND) in the three boroughs, is ongoing to populate the new co-designed local
place-based community models. By providing enhanced services at Primary care and local
community level with the expect outcome of smaller CMHT caseloads.
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•

Inpatients: Several ‘discharge’ pilots working with local voluntary sector bodies are in place
trying different approaches to supporting early discharge and reducing long LOS.

The committee felt it was good to see all the work we are doing in the community and was
encouraged to see all the progress made.

Oxleas Quality Report 2020/21
The Oxleas 2020/21 Quality Report was brought to the committee for review in May and approval
and final sign off in June. The amendments were made following the review and includes the
outstanding mortality data and statements from stakeholders. The committee identified that the
report lacked equalities information and suggested this could be included in future reports. The
Quality Report was approved as a committee.

Quality Impact Assessment and Non-Executive Director (NED) Led review
In June, two revised/new governance processes were approved by the committee.
1. Quality impact assessment process (QIA) – The QIA process has been revised and a new
template developed that aligns with the SLP. This process has been expanded to be inclusive
of all change initiatives that could impact on the quality of care rather than just the Cost
improvement programme.
2. NED Led review – Introduction of a deep dive methodology into the areas that are triggered
from the quality impact assessments. This will provide a method of independence assurance
and therefore increase the maturity of our assurance matrix.
Both these two processes have been implemented following the recommendations from the PAS
Inquiry and the 2018 Kirkup report.

Enhancing Quality Assurance
Directorate Feedback
The Greenwich directorate presented to the committee in May and Bromley directorate presented
in June. The comprehensive reports were noted by the committee. The committee were referred to
the performance exceptions which indicate there is a lot of demand; there are planning discussions
with ICS around mental health demand and capacity; as part of negotiating new investment into
services, each directorate, including Greenwich, are setting out a trajectory for improvement; there
are conversations with local system partners around how demand may be met in other ways;
Greenwich is always different in terms of level of demand. Full details of the key achievements and
challenges are presented within the minutes. The committee thanked the two directorates for all the
hard work done through Covid and tackling the challenges.
The following highlights were reported in May by the Greenwich directorate
• A new meeting established with the GP Mental Health lead regarding quality alerts;
meetings are held once a month regarding any issues that can be dealt with immediately.
• There were 4 prone restraints in the last 6 months on the Tarn. Relational security training is
in place and plans to investigate safety pods, with see-think-act also being rolled out.
• Accelerator bid: they continue to work towards 80% target by October 2021, to see people
referred within 2 hours. The Home First work is being done nationally and across Southeast
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•
•
•

•
•

London and will deliver better quality of services for residents with physical health problems
and the accelerator work is one part of the whole strategic direction around Home First.
Recruitment and retention remain a challenge.
Reduced patient experience feedback during Covid; the patient experience team are
working actively on this, and the directorate are reviewing all teams to ensure they have
right structures in place to increase feedback.
Referral to treatment for psychological therapies; there have been a few breaches in April
and some of it is due to staffing. A Qi project was completed and achieved, looking at
appropriate referrals to primary care plus to reduce the number of inappropriate referrals
by 5%.
PCP referrals have doubled. To combat this, additional staff are being sourced to support the
team and working with GPs to look at referral pathways and alternatives to referrals into
secondary care.
Staff health and wellbeing; A psychologist has been supporting staff during Covid with
support sessions.

The following highlights were reported in June by the Bromley directorate
•

•
•
•

Quality risks - Three of them relate to waits in 3 areas of the service; ADHD team, ADAPT
team and dementia diagnosis. They have managed to secure and deploy some additional
staff in all 3 areas to help reduce waiting times. ADHD is a big challenge, but they are part of
a broader group across South East London working with commissioners.
72 hours follow up - They now have a system in place where the Business office use iFox to
monitor breaches each day and follow-up with teams. They had 4 breaches in May and all
patients were subsequently seen. There were no breaches in May for the self-harm group.
Six-month CPA review is an area of focus and they are working with clinicians to prioritise to
ensure patients are being reviewed well.
Betts ward required improvement following an Improving Lives visit. An intensive
improvement programme has been established locally lead by a quality and safety
improvement lead.

Quality Priorities
Patient Experience
The committee noted the patient experience report in May. The committee was informed that the
Family & Friends Test (FFT) was paused nationally but was kept going at Oxleas. However, there was
an impact on the level and volume of feedback. The responses still indicate that services are kind,
listen and involving patients in developing a plan of care. Improvements are required for meeting
their communication needs, family involvement and do you feel better.
The committee was informed on how Oxleas wants to improve the way data is interpreted and work
is being done with Imperial, looking at using trip advisor technology to investigate the data.
Nationally the FFT scores have dropped in response rates and experience scores, which benchmarks
with what we are seeing at Oxleas for our community physical health services. However, the mental
health FFT scores are not yet being reported nationally to enable the same comparison.
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Clinical Effectiveness
Annual Clinical Audit Programme
The annual audit programme was reviewed and approved by the committee in May. The
development of an annual programme that is held and monitored centrally was developed in
response to the KPMG audit recommendation no.3. This is a live document and will be monitored at
the Trust Clinical effectiveness group and exception reported to Board via PQAC.
Physical Health Monitoring
In June, the committee noted the physical health report which depicts the good progress following
the must do actions from the CQC focused inspection last year of our community teams; to ensure
clinicians across the trust identify when ECGs need to be done and procure the correct equipment
for doing the ECGs. The committee was pleased to see the progress and that they have included a
requirement of bank and agency staff to be able to meet this medical competency.

Patient Safety
Patient Safety priorities
The patient safety priority reports were presented to the committee in May and June. The latest
data that was presented to the committee is presented below.
i.

Reducing Restraint

There was a positive reduction in the number of restraints in April, however there was a slight rise in
May. The desktop reviews have been completed for all the prone restraints. They have found
patients need to be given information in an easy read format so they can make informed decisions
about medication. This is being explored further. In April, there was one prone restraint on
Millbrook Ward which was for a longer period of time; a desktop review has been received, which
was very thorough and detailed with very concise information about how the patient had a history
of violence and aggression when unwell. De-escalation at the time was handled well. This will be
reviewed at the reducing restrictive practice group.
Relational security is being rolled out via the see-think-act programme, with very good feedback
from ward managers and teams. There has been more funding across London to increase this to
more wards and hope to see continued improvement with also the use of safety pods.
ii.

Rapid Tranquilisation

Compliance for May was 100% for physical health monitoring following rapid tranquilisation.
However, not all (73%) physical health checks were within the timeframes set out in the policy, i.e.
four checks within one hour. The committee were informed that this continued to be monitored by
the Heads of Nursing.
iii.

Physical health monitoring

The total amount of NEWS2 forms completed within the first 72 hours of admission was 47% in April
but increased to 64% in May. The 3-day NEWS2 recording compliance has been looked at closely
with all wards and some changes are being made. Some exceptions will be taken out. The time
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period has also been extended with an extra 12 hours added on for those patients that are admitted
late at night.

Additional patient safety areas of focus
Falls
In April there were 34 falls reported across the trust (levels 1-3) which increased in May to 50. In
May the committee noted the huge amount of work has been done on falls in particular on
Meadowview Intermediate care unit; they have been running a Qi project and significantly impacted
on the reduction of falls on the unit. This is being shared with other units across Oxleas. The
committee were informed about community falls; this regularly features in all of the joint strategic
needs assessments and health and wellbeing boards; it is a whole system approach trying to support
people not to fall at home; there are lots of things that have been done in past with dedicated falls
teams doing proactive assessments; it is something our community staff do assess for when they
visit people to see if they can pick up any risks to start getting equipment or support in to try and
prevent falls from happening. However, the majority of falls in the community are not directly
attributable to Oxleas, as it is not a failing in the care we provide, although they are still reported.
Serious Incidents
In April and May there were a total of 12 serious incidents (excluding pressure ulcers). In April, there
was 1 serious incident. In May, there were 11 serious incidents which are being investigated. 3
relate to deaths in custody (2 at HMP Wandsworth and 1 HMP Rochester), 1 relates to an IAPT
patient alleged abuse of her daughter and the remaining 7 are deaths in the community. There have
been no PFD received in this reporting period.
Duty of Candour
The committee noted in the May report that Duty of candour letters were not being sent out for
patients who develop pressure ulcers when under our care (moderate, severe harm or death), it was
agreed that this would be completed. It was confirmed at the June committee that this has now
been completed. The committee stated the report provides assurance that we are meeting our
duties under the Duty of Candour and Regulation 20.
Mortality Report
In June, the quarter four mortality surveillance report was presented and noted by the committee.
This provides assurance that deaths in our care are being reviewed and satisfies the requirements
to report to Boards as a requirement of NHSI.
The key highlights included,
•
•
•

The paper has been amended to give more information about learning from quality issues.
Eltham Community Hospital during this period had an increase in people dying and there
is a new end of life nurse who is supporting them.
Prison deaths in custody has increased, particularly Wandsworth and Thameside where
there are increased vulnerabilities for people receiving bad news.
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The committee noted that the mortality surveillance report was well constructed and written with
good, structured judgement review and overall care judgement details in there.
Governance

Quality Assurance Update (Chair’s report)
As part of quality assurance governance, the executive team meet monthly (sub-group of the
executive committee) to discuss and provide assurance regarding all aspects of quality
assurance and regulatory compliance. This includes regulatory updates from the CQC, inspection
reports, monitoring of CQC action plans and our internal assurance processes such as the
improving lives reviews. In June, to provide assurance the minutes and summary report was
presented and noted by the committee.
Highlights from the draft minutes of the meeting held 25 May 2021 included; the OA MH wards
inspection draft report has been received by the trust; factual accuracy check has been completed
and the report will be published Friday 18th June; it was a very positive report with outstanding
practice demonstrated on the wards. The committee noted the updates regarding compliance with
the CQC action plans and was presented with a monthly update on the Improving Lives Programme.
Improvement plans are monitored through this group for all services that receive an overall requires
improvement rating from the review.

Risk Register

At the June meeting the committee noted the revised risk register. The following risks were
highlighted to the committee:
•

•
•
•

The committee agreed to reduce the ligature risk to a low risk as all the mitigations have
been implemented. However, a new risk has been requested regarding Ligature risk in Prison
in response to learning from the HMP Lewes report, where failings in ligature management
was identified.
Prone restraint risk remains the same; mitigations remain ongoing, and the final piece of the
action plan is to trial the safety pods before they are rolled out trust wide
3 risks relate to demands and pressures on teams; The committee agreed that these should
be reviewed in context of directorate restructure.
New risk - involvement of service users; was rated or proposed as significant risk and the
committee were asked if it should appear on board assurance framework. The committee
advised to have a joint meeting outside of PQAC to discuss and agree this.
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Quality Improvement and Innovation Report
Vicky Ellis, Associate Director of Quality Assurance and Improvement
Dr Ify Okocha – Medical Director
public
The Trust Quality Improvement and Innovation Committee met on the 26th of
May 2021 and highlights are as follows;
1. Quality Improvement and Innovation in Action
Two Qi projects were presented to the Committee:
Attendance to joint team meetings in ALD
1.1.
Work has been conducted in the Adult Learning Disability (ALD) Services. ALD The
Adult Learning Disability Service offers health interventions to adults with
moderate to profound learning disabilities. There are two teams across Bexley and
Bromley CLDT, therefore a joint team meeting was started by the previous
manager, however, attendance was poor.
The meeting agenda used to have full feedback from the different meeting
streams (i.e. CEG, PQAM etc) and therefore some staff may have heard the same
information two or three times.
Poor attendance impacts on staff as they don’t receive regular team updates,
feedback on care planning audits etc, which could have a negative impact on
patients.
This is the only meeting that involves every member of staff and is an ideal
opportunity to provide a forum for feedback both from and to the management
board. It should be an opportunity for all members of staff to have input into how
the team operates.
There was no other forum that provided a safe place to learn, reflect and celebrate
across both Bromley and Bexley Teams.
Highest scoring barrier was the timing of the meeting and to change the agenda.
Staff also wanted to hear about interesting topics and case presentations.
A poll was created to identify the best day for a joint team meeting and the
agenda was changed to be more appropriate.
Learning points
• Meeting feedback was duplicated many times.
• Interesting topics presented at meetings increases attendance.
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•
•
•
•
•

Staff like clinical themes as well as outside speakers.
Attending remotely has increased attendance.
Staff are more engaged and willing to present and be part of meeting.
Senior staff meeting has been reduced to every other month as opposed
to monthly.
Meeting feedback can be presented in a different way i.e. the ALD
Newsletter

Next Steps
• Learning to be shared with other teams and scale the project up to other
services within Oxleas.
• Newsletter concept shared across ALD.
• ALD wide newsletter considered to include all teams.
• How to balance face to face and virtual (find a space where both can be
available).
1.2.

Reducing the number of inappropriate referrals received by the
PCP team
Greenwich Primary Care Plus receive referrals to mental health services by GP’s for
people aged between 18 and 64. The PCP team will triage referrals to decide which
part of the service will best meet the needs of the patient.
The project commenced in February 2020 just before the Covid pandemic.
Reasons for project:
•
•
•
•
•

Not all referrals are deemed appropriate referrals as defined by the
referral protocol.
A reduction in declined referrals.
The triage role was rotated and individual staff had different approaches
to triage, some referrals were accepted by one member of staff that may
have been rejected by another.
Consultant connect was under-utilised and not well publicised amongst
Oxleas staff or Greenwich GP’s
Different GP surgeries had their own way of making referrals, procedures
and forms lacked consistency

Aim of the project was to reduce the number of declined/inappropriate referrals
made to the Greenwich Primary Care Plus team to 5% by December 2020.
Policies and procedures were updated, inclusion and exclusion criteria was also
looked at and implemented in referral form which was circulated to all GPs.
They also developed a document with frequently asked questions which was also
circulated to GPs.
A generic referral form was also developed for all GPs to use.
The tone of declined referral letters was also changed.
GP Mental Health team meetings to discuss complex cases were also
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implemented.
Referrals have doubled more recently with many reasons and also due to Covid.
Next steps:
• Scale up the learning to the Greenwich podiatry team who are also
working on project to reduce inappropriate referrals.
• Potential project with Bexley District Nurses that could benefit from the
learning around the referral form.
• Future projects for the PCP team (patient experience and brief
intervention) and to invite a service user to join the project.
2. Directorate Update
Bexley Services directorate Qi programme update.
Bexley Care Directorate hold a monthly meeting where Quality Improvement is a
standard agenda item. This meeting aims to ensure that there is shared learning of
all aspects of Quality across the directorate. There is also the opportunity for the
SMT to review Qi activity, number of proposed, active and completed projects.
The directorate has had an increase in Qi support with 3 corporate Qi Leads
assigned to specific service lines. With this they have been working with teams
more closely with the aim of encouraging staff to feel comfortable to participate in
the Qi process and share learning from other borough Qi projects in the service
line.
There has also been an increase in our staff attending face to face and virtual Qi
training. This has led to increase of Bexley Care Qi project ideas being proposed by
staff of all bands and roles, based on their front-line experience.
Several project ideas have led to positive successful Qi Model for improvement
projects. Others that were discontinued were due to a number of reasons such as
a different type of quality improvement and transformation methods i.e Audits,
Service evaluation, transformation team were better suited.
Completed Projects:
•
•
•
•
•
•

Falls prevention and reduction on Meadow View Ward – being presented
to IHI and BMJ forums
Completing single lead ECGs on Lesney Ward
IHTT efficiency of MDT communication - have streamline checklist
Bexley ICMP Increasing Blood Lipid Screening for CPA clients with SMI
Bexley MSK Reducing Wait Times
Bexley ADAPT Improving Quality of Remote Mental Health Consultations
during COVID-19

Bexley Care currently are working on 7 active projects and 11 proposed project
ideas from staff.
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Next Steps:
• Planned meeting with new staff at 3-6 months in to hear their
experiences/comparisons with their last job.
• Expand CMHT work: this has been less active than hoped
• Grow the community physical heal
• Try make the work with junior doctors more efficient (Trust-wide issue)
3. Qi programme update - Embedding a culture of continuous quality
improvement
There are 50 active projects across the trust: 41 planned projects yet to
commence or projects paused due to COVID-19 that are planned to restart, 51
completed projects. This is a total of 151 projects around end of May.
1192 staff trained to date, represents 31% of the Oxleas substantive workforce
(3,800 staff). Directorate training figures were also provided but it is important to
note that they do not account for staff turnover, and where a staff member
attends multiple instances of Qi Training they are counted multiple times in these
figures.
Regarding projects with service user involvement there has been more focus on
‘Little I’ improvement based projects. Increasing service user and carer
involvement is a Qi team objective for 2020/21. With a wider piece of work being
conducted to identify how we support service users the projects to have more ‘Big
I’ projects ongoing, and training for service users now underway.
The Qi team are looking at ‘project match making’ for junior doctors and what
projects Consultants already have going on so they can be linked in. A more
collaborative approach is being reviewed within SLAM as to how doctors are
trained with a log book type aspect so they don’t have to do a whole project, and it
can be signed off with IO and SLAM.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

For information

Recommendation

The Board is asked to note the report

Link to trust strategy

Quality

Link to Board
Assurance Framework This relates to quality risks on Board Assurance Framework
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Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Improvements to quality
No significant impact
No significant impact
Involvement of staff and service users in projects
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Azara Mukhtar – Director of Finance
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Report Summary

Key highlights:Financial Performance to Month 12 (March 2021)
For May 2021 the Trust delivered £1.4m surplus, YTD £2.7m surplus. This is
£2.7m better than breakeven plan. As part of the H1 ICS plan, Oxleas needed
to underspend by circa £3m to ensure we meet the breakeven plan. The key
drivers for the YTD position are underspend in the following programmes –
Covid spend; Service Development Fund (SDF); Spending Review and 2021/22
MHIS allocation. This position includes profit on asset sales for Murchison
Avenue. (Sale proceeds £922k, carrying value £450k, profit on sale £472k).
•

Overall, income reported a £0.7m over-achievement at the end of M2.
The income variance is largely due to inflow income for Provider
Collaboratives which has an equal and opposite expenditure value as
well as a release of deferred income for Perinatal project. The actual
YTD income position also includes the new funding streams (SDF, SR
and MHIS for 21/22). Given the delayed planning process, most of the
associated posts (or subcontracts) relating to these funding streams
are yet to be recruited into, consequently we anticipate further non
recurrent underspend in future months in relation to these
programmes.

•

Pay spend reported a £1.5m YTD underspend. The pay run rate
compared to April has dropped significantly and this is mainly within
Bank usage. We are aware there are issues with roster finalisation and
have made a central provision for any potential spike. Agency and
Substantive spend has not changed materially. We anticipate an
increase in run rate once the new recruits relating to the new funding
streams come on board. Currently the related budgets have been
parked in reserves and will be distributed to the directorates once
investment plans are finalised between pay and non-pay and the posts
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are recruited into or subcontracts awarded in order not to skew the
underlying run rate. Directorates have been reminded that income is
at risk if not spent and so it is vital that plans are finalised as soon as
possible. In the meantime, we have agreed with SEL MH
commissioners that we can use some of the current non-recurrent
underspend to fund temporary staff to address MH waiting lists. We
are also looking at using other underspend areas to fund the physical
health waiting lists as well as establishing other non-recurrent MH
projects that we can present to the CCG to utilise underspends. Plans
for these need to be finalised with directorates.
•

The Trust continues to rely heavily on private beds albeit we have seen
reducing trends in the past few months. The actual spend in M2 was
£458k (this is in line with average spend last year and lower than last
month). This is likely to be the case in the next few months due to the
MH impact of the pandemic and the delays in the acute and crisis
transformation programme. It is worth noting that the ICS’s agreed
funding was based on actual spend in Q3 times two plus adjustments
for notable movements in Q4. This effectively means the increased
spend in UEAs was factored into the settlement agreed with ICS.

•

Across all the wards we reported a £190k overspend at the end of M2.
This is driven by Acuity and activity.

•

The H1 draft settlement with the ICS included a 2.6% efficiency
requirement for Oxleas. This translates into a £5.1m savings for the
first six months. Without any robust plans in the short term, it is
expected that we would rely on non-recurrent schemes such as
vacancy factor, delayed recruitment into new programmes to be able
to meet the efficiency gap. In month 2 the target has been met nonrecurrently by the underspend position.

•

Agency spend was 45% below the NHSI assigned threshold. We expect
temporary staffing overall to increase as we address waiting list issues
and recruit temporarily, where possible, to the new funding streams
pending permanent recruitment.

Bids and Tenders update:
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Kent and Medway Prisons bids
The Committee received confirmation that we submitted on the 28th April
and are waiting for a response. We expect an outcome in August or early
September. Cookham Wood and Pharmacy services tenders have still not
been issued
Southwest England Prisons
The Committee noted and approved the potential bids for 11 prisons in the
Southwest of England. The Committee was told an opportunity for potential
new business has presented in SW England. This is within the geographic
areas being considered as part of our overall strategy.
Gatwick bid
The Committee was told we were not successful in the Gatwick bid. We have
received the details of our scoring against the winning bidder. We had
sought clarification as to why there was no presentation stage given how
close the scores were and were told that there would have been one if there
was any aspect of our bid the Commissioners needed clarification on.
Dialysis in Prisons
The Committee were updated on the dialysis in prisons contract. Also, we
have had confirmation from the Commissioners that any variation in activity
will effectively be a pass-through.
Risk Register
The Committee received a verbal update on the construct of the existing and
potential new risks that are being considered. Key areas of focus were the
expansion of the ICS risks, closure of the covid risk (principally due to the
financial block payment arrangements) and incorporating some aspects into
the sustainability risk.
Budget Setting update
The Committee received an update on internal budget setting processes as
well as the underlying assumptions to our 2021/22 plan. A detailed paper
setting out the moderation process for allocating cost pressures to
directorates were also presented to the Committee.
ICS plan submission and Oxleas plan assumptions
The Committee noted the final version of the ICS and Trust plan submission.
The main update was the de-risking of our financial plan for 2021/22.
Policy update
The Committee noted updates of the following policies.
• Preassessment form
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•
•
•

CIP and QIA process
Business case policy
Revised terms of reference for TPEG

Bridges Debt
The Committee had a comprehensive discussion on the above debt and
agreed for the Executive to carry out further due diligence and recommend
to the Committee on how to proceed with this debt.
What is the purpose
of bringing this
paper to the Board
meeting?
Eg for
information/for
decision etc
Recommendation

To note

The Board is asked to note the update.

Link to trust strategy

Has links to quality, workforce, sustainability and partnerships.

Link to Board
Assurance
Framework

1177 – Non achievement of savings plans
1292 – Funding of AfC uplift for staff employed under LA contracts
1565 – Collective responsibility within for STP within the SEL footprint
1606 – Reliance on non-Oxleas beds
1877 – Financial risk relating to COVID-19
1914 – Local Authority contracts for integrated and embedded services

Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The aspiration to deliver high quality care may be compromised
Unless the Trust is able to deliver services within the defined levels of
funding and meet its Control Total, there would be greater financial scrutiny
from the Regulator
Maintaining a sustainable financial position would enable the organisation in
providing equality of service for all service users.
Service user and carer experience and support may be reduced with safety
being the key focus. Staff morale may be impacted.
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The SEL ICS submitted a breakeven plan to NHSE/I and as part of the agreed system allocation, each organisation agreed to deliver a breakeven
position at the end of first half of the year (H1 – Apr to Sept. 2021)
For May 2021 the Trust delivered £1.4m surplus, YTD £2.7m surplus. This is £2.7m better than breakeven plan. As part of the H1 ICS plan,
Oxleas needed to underspend by circa £3m to ensure we meet the breakeven plan. The key drivers for the YTD position are underspend in the
following programmes – Covid spend; Service Development Fund (SDF); Spending Review and 2021/22 MHIS allocation. This position includes
profit on asset sales for Murchison Avenue. (Sale proceeds £922k, carrying value £450k, profit on sale £472k).
Key highlights:• Overall, income reported a £0.7m over-achievement at the end of M2. The income variance is largely due to inflow income for Provider
Collaboratives which has an equal and opposite expenditure value as well as a release of deferred income for Perinatal project. The actual
YTD income position also includes the new funding streams (SDF, SR and MHIS for 21/22). Given the delayed planning process, most of the
associated posts (or subcontracts) relating to these funding streams are yet to be recruited into, consequently we anticipate further non
recurrent underspend in future months in relation to these programmes.
• Pay spend reported a £1.5m YTD underspend. The pay run rate compared to April has dropped significantly and this is mainly within Bank
usage. We are aware there are issues with roster finalisation and have made a central provision for any potential spike. Agency and
Substantive spend has not changed materially. We anticipate an increase in run rate once the new recruits relating to the new funding
streams come on board. Currently the related budgets have been parked in reserves and will be distributed to the directorates once
investment plans are finalised between pay and non-pay and the posts are recruited into or subcontracts awarded in order not to skew the
underlying run rate. Directorates have been reminded that income is at risk if not spent and so it is vital that plans are finalised as soon as
possible. In the meantime, we have agreed with SEL MH commissioners that we can use some of the current non-recurrent underspend to
fund temporary staff to address MH waiting lists. We are also looking at using other underspend areas to fund the physical health waiting
lists as well as establishing other non-recurrent MH projects that we can present to the CCG to utilise underspends. Plans for these need to
be finalised with directorates.
• The Trust continues to rely heavily on private beds albeit we have seen reducing trends in the past few months. The actual spend in M2 was
£458k (this is in line with average spend last year and lower than last month). This is likely to be the case in the next few months due to the
MH impact of the pandemic and the delays in the acute and crisis transformation programme. It is worth noting that the ICS’s agreed funding
was based on actual spend in Q3 times two plus adjustments for notable movements in Q4. This effectively means the increased spend in
UEAs was factored into the settlement agreed with ICS.
• Across all the wards we reported a £190k overspend at the end of M2. This is driven by Acuity and activity.
• The H1 draft settlement with the ICS included a 2.6% efficiency requirement for Oxleas. This translates into a £5.1m savings for the first six
months. Without any robust plans in the short term, it is expected that we would rely on non-recurrent schemes such as vacancy factor,
delayed recruitment into new programmes to be able to meet the efficiency gap. In month 2 the target has been met non-recurrently by the
underspend position.
2 issues
• Agency spend was 45% below the NHSI assigned threshold. We expect temporary staffing overall to increase as we address waiting list
and recruit temporarily, where possible, to the new funding streams pending permanent recruitment.

161 Overview continued….
Financial

CIPs

Risks

The Trust will continue to pursue transformational programmes. The assigned CIP requirement for the first half of the year is £5.1m
(2.6%) target. We expect to deliver a large proportion non recurrently and covered the H1 plan non-recurrently.
The cost of AfC pay deal for staff working in LA contracts has not been reflected in the LA contracts. This is an on-going conversation
with the various LAs. We will continue to work with our LA partners to resolve this funding issue. The severe financial impact on LA
finances of the pandemic means that LAs will struggle to pay these awards in an environment where they are looking to reduce services.
The financial risk in H1 has been mitigated as the ICS settlement effectively covered our actual spend in Q3 plus known adjustments
which included the pay uplift for staff employed under LA contracts
Emerging risks.
Operating a year-on-year I&E position with an underlying deficit (offset by non-recurrent support) will have an impact on future cash
balances and thereby the Trust’s ability to meet the proposed future capital expenditure plan.
The new ICS financial and operational regime for both revenue and capital brings inherent risks associated with partner organisations
performance and the impact on the ICS as a whole.

Capital

Cash

BPPC

For 2021/22 the Trust has negotiated a capital envelope from SEL ICS of £16.997m. This is supplemented by the sale of Murchison
Avenue for £922k. This gave a profit on the asset sale of £472k against a net book value of £450k. The sale was completed on the 14
May 21.
Total cash held was £102m compared to a plan of £95.9m. The principal drivers behind the surplus are that accruals are £4.5m higher
than planned and the block payments within the month in which the service was provided without the need to issue invoices and to
collect payments, including the payment for Provider Collaboratives. Once the Trust has allowed for future capital commitments, it will
hold a cash reserve of c£24m. This reflects the cash buffer required to ensure the Trust is able to support and manage its day to day
operations (salaries, creditor payments etc.) for an approximate 2 month period and not experience issues with liquidity. It should be
noted that this was prior to the Trust becoming the host for Adult Secure Services for South London.
The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a valid invoice. The percentage
of invoices by volume which were paid in May fell slightly from 94% in Apr to 93% by volume and whilst the percentage by value fell
from 93% to 91%. This slight fall in the performance against the target was due to the resolution of a long standing query with
Community Health Partnerships.
3
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Statement
of Comprehensive Income

• Income: £0.7mbehind plan
• The key driver for the positive variance is the Provider
Collaboratives inflow income for activity commissioned by North
London PC in our bed base
• The M2 position includes a deferred income release for
perinatal.
• Actual income position includes the new funding streams – SDF,
SR and MHIS for 21/22 financial year. This is £12.1m over H1
and 2
• Overseas patients continues to over-perform; operating at circa
90% capacity.

Overview
For May 2021 the Trust delivered £1.4m surplus, YTD £2.7m
surplus. This is £2.7m better than breakeven plan. As part of the H1
ICS plan, Oxleas needed to at least underspend by circa £3m to
ensure we meet the breakeven plan. The key drivers for the YTD
position are underspend in the following programmes – Covid
spend; Service Development Fund (SDF); Spending Review and
2021/22 MHIS allocation. This position includes profit on asset sales
for Murchison Avenue. (Sale proceeds £922k, carrying value £450k,
profit on sale £472k)

• Pay: £1.5m underspend
• The overall underspend is due to the fact that services are yet
to recruit into posts associated with the new services and these
services are yet to go live. Once the new services are live, we
would see either increase in the substantive run rate or
increased temporary staffing spend.
• The overall pay spend is in line with expected run rate excluding
the new funds. Further work is being carried out to ensure that
we have accounted for all the bank shifts whether finalised or
yet to be finalised bookings.
• Non-pay: £0.1m overspend
• This is driven by the unallocated funds. This is also being offset
by the CIP target which is being met non-recurrently by the
overall Trust underspend position.
• Agency Cap: agency spend now stands at 45.0% below the NHSI
assigned threshold.

4
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Statement
of Financial Position

Debt summary
•

Total Trade Receivables stands at £10.5m, a decrease of £1.2m from April 21 and £2.4m from year end. A
further £0.5m has been received in May (£0.4m relating to debt over 90 days).

•

Debt > 90 days £4.1m compared to £4.2m at year end.

•

Material debts that are a cause for concern and / or an area of concerted effort are noted below:
 RBG: £1.9m Integrated Therapies queried over incorrectly issued PO number, and reablement
services. This was escalated to the service directors and replacement and additional copies of invoices
were passed to RBG. We have received a part payment towards the overdue amount and continue to
work with colleagues at RBG to try to resolve this matter as soon as possible.
 LGT: £0.3m (£0.2m QMH recharges). Discussions were held with LGT to resolve queries including
£2.5m owed by the Trust to LGT over 90 days. We continue to work with colleagues at LGT to try to
resolve this matter as soon as possible.
 Bridges Healthcare Services: £0.3m. Debtor entered into voluntary liquidation. An update from the
liquidator has been received from which legal advice is being sought as to the most appropriate steps
to be taken.

Payments
• The percentage of invoices by volume which were paid in May fell slightly from 94% in Apr to 93% by
volume and whilst the percentage by value fell from 93% to 91%.
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Capital Investments
QMH Redevelopment
Foxbury: Discussions still ongoing regarding Phase 3 extension of ward.
Demolition of A Block: No change. Options appraisal has been submitted,
examining demolition verses refurbishment, Feasibility to relocate Pinewood
House, provide a training suite and diagnostic centre being examined. SLP
Program manager completing capacity gap analysis for diagnostic requirements
across our sector
Alliance Medical: Construction has started on site, due to some design delays
the completion date has moved out to Sept 2021
Theatres: Phase 3 works ongoing with completion due Aug
A Block Asbestos Strip Out: The work has been let to Erith Group, with work
commencing August
Creation of New Storage Facility: Ready to let.

Key Highlights
For 2021/22 the Trust has negotiated a capital envelope from SEL ICS of £16.997m. This
is supplemented by the sale of Murchison Avenue for £920k. This has given a profit on
the asset sale of £470k against a net book value of £450k. The sale was completed on 14
May 2021.
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Risk Register

Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. The table below represents the
latest position of LIVE risks ratified at the January 2021 meeting of the Business Committee. These risks will be reviewed in June 2021

7
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 CYP: £439k underspend YTD
Income is slightly more than budgeted but the main cause of the year to date underspend are vacancies linked to new CAMHS funding that the service has
received. Plans are in place to target recruitment and the service is working with HR and Finance to ensure requests are approved swiftly. Spend has increased
against trend but remained lower than budget. Non-pay is also underspent due to expenditure linked to Young Greenwich expected later on this year and
similarly within CAMHS linked to the above new funding.
 Forensics: £113k overspend YTD
The position is largely driven by use of temporary staffing cover for medical vacancy, staff sickness as well as increased observation in M1. Following successful
recruitment activity, the service has now secured substantive medical cover. In addition, non-pay overspend is largely driven by catering and Horticultural
training costs. The directorate will work with SLP on how to resolve this cost pressure
This is however offset by income over-performance in Overseas patients, on the average the service is continuously running at c. 90% capacity
 South London Partnership (PCs)/Complex care: A year end reconciliation will be varied out for these service lines at the end of the year and the
surplus/deficit is a three way split between the SLP trusts.
 Prisons: £296k underspend YTD
The position is mainly driven by non-pay underspend mainly due to lower than normal escorts and bed watches, constant watches as well as drugs costs; a
result of operational changes (fewer transfers in and out of the prisons) following C-19. The drugs cost reduction is partly driven by reduction in the use of
patent drugs; following the availability of approved and cheaper generic drugs. Vacancies across the clusters are being covered with temporary staffing. The
financial impact of this is managed through a more efficient rostering system#.
 Adult LD: £134k underspend YTD
Income is on trend. In month pay spend is £31k higher than the trend due to addition of Autism Assessment cost centre to ALD from Bromley Directorate. YTD
underspend is due to AHP and Nursing vacancies. Non-pay is on trend in month. YTD underspend is due to office expenses, patient expenses, staff training and
Drugs FP10s.
 Greenwich: £1,268k overspend YTD
Income is £70k above trend mainly due to catch up with billing month. Income YTD adverse variance is mainly due to Oaktree Lodge, MSK, Reablement and
Podiatric Surgery underperformance. Pay is £60k higher than the past 3 months due to recode of MHAS M1 costs from COVID cost centre. Non-Pay was £200k
higher than last 3 months average. This is due to increase in UEA spend – Acute UEAs increased by 179 OBDs and Male PICU by 106 OBDs comparing to
previous month. The inter-borough recharge will be centralised in M3 but the responsibility of ensuring that the bed usage stays within borough allocation
remains with Directorates. Without the inter-borough recharge non-pay in M2 would have been £182k better off.
 Bexley: £349k underspend YTD
Income is better than budget so far this year where we claim against non-budgeted costs that are paid for by the CCG such as wound care, UEA risk share, MSK
(MRI Scans) and some specific services which we also claim for from the CCG. Although these income items offset some overspend in pay there is actually an
overall underspend in pay. This is due to vacancies spread across many areas including district nurses, rapid response, home treatment team amongst others.
Non-pay is slightly overspent but this is offset by the income claimed as noted above.
 Bromley: £170k overspend YTD
Income - YTD over performance of £331k largely relates to funding for Perinatal (deferred income release) and and Non BBG invoices that are now all coded to
Bromley for ease of quantifying. The income is offset by appropriate pay and non-pay costs. Pay reported a £10k underspend in month and £25k overspend
YTD. The YTD overspend relates to additional observations on Inpatient wards in M1 (Betts, Goddington and Scadbury). Non-Pay overspend in month and YTD
is mainly due to UEA costs and the acute inter-borough recharge for Acute UEAs. The inter-borough recharge will be centralised in M3 but the responsibility of
ensuring that the bed usage stays within borough allocation remains with Directorates. Without the inter-borough recharge non-pay in M2 would have been
£13k worse off.
 HQ Services: £249k underspend YTD
The underspend is driven by vacancies; the majority of which are likely to be recruited to in due course. In addition, Estates and facilities is underspend due to
prior year related general rate rebate received in M1
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Appendix
2 – Agency Analysis

Targeted approach to teams with high
agency spend remains in place with the
agency taskforce regime reinstated as and
when required.
The weekly agency control panel continues
to review all agency requests for clinical
and non-clinical. The only exception relates
to inpatient nursing roles and pharmacy
where the judgement is undertaken locally.

•

2020/21 – agency ceiling remained unchanged from 2019/20.
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Appendix
3 – Bank Analysis

Higher bank spend from July to April reflects
increasing levels of acuity and observations in our
in-patient wards. We have also seen activity in
some services returning back to the levels seen
pre-COVID as well as other services experiencing
significant increases in activity.

There was a significant drop in spend in May and June compared to prior months. The key staffing category with significant reduction in cost is nursing.
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Appendix
4 – COVID-19 monthly spend
169
Monthly spend by cost category
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Appendix
5 – Cash Bridge
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Board of Directors
1 July 2021

Item
Enclosure

15
-

Report Title
Author

Update from the Partnership Committee
Sally Bryden, Associate Director Corporate Affairs and Trust Secretary
Susan Owen, Risk and Governance Manager
Accountable Director Jo Stimpson, Non-executive Director and Chair of the Partnership Committee
Matthew Trainer, Chief Executive
Confidentiality/
N/A
FOI status
Report Summary

The Partnership Committee met as Committees in Common with other South
London Partnership (SLP) Committees on 11 May 2021. At this meeting the
following issues were discussed:
• SLP planning priorities 2021/22
• Provider collaboratives – phase 2 options
• Commissioning report
• Finances
• SLP programmes update
The Partnership Committee meeting on 8 June 2021 was cancelled.

What is the
purpose of
bringing this
paper to the
Board meeting?

Regular meetings take place with Lewisham and Greenwich NHS Trust to
support effective partnership working particularly on the emergency pathways.
To update the Board on developments.

Recommendation For the Board of Directors to note.

Link to trust
strategy
Link to Board
Assurance
Framework

The work of the Partnership Committee links to Building Block five: Effective
partnership working, as its remit is to develop and review plans in respect of
new and existing partnerships and ensure that effective governance
arrangements are in place.
1565 – Collective responsibility for delivery of the SE London STP control total
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Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service
user/carer/staff

The Partnership Committee will consider how new and existing partnerships
will improve the quality of care provide by the trust and the SLP
The Partnership Committee will consider the financial impact of existing
partnerships, and financial risks of entering into new partnerships
The Partnership Committee will ensure that new and existing are in line with
the equality and diversity priorities of the trust
The Partnership Committee will consider how new and existing partnerships
will improve patient, carer, and staff safety / experience; and the workforce
implications of partnerships
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-

Report Title
Infrastructure Committee Minutes (Meeting 15 June 2021)
Author
Suzanne Shale – Non-Executive Director
Accountable Director Rachel Evans – Director of Estates & Facilities
Confidentiality/
FOI status
Report Summary

Highlights of the discussions at the 15 June Infrastructure Committee are
provided below.
•

First Compliance Committee had been held and brings together all
estates compliance issues into one forum. This forum will report
regularly to the Infrastructure Committee.

•

It was noted that the anti-ligature work on OPMH wards had been
further delayed and is now expected to be completed by March 2022.

•

Information Governance & Cyber security Annual Report 2020/21
o The report was presented to the Committee. Highlights from the
Annual report include:
o Trust satisfactory compliance with data security toolkit.
o Update on incidents reported to the ICO.
o Information Governance team focus for 2021.
o The Annual report has been circulated to Board members.

•

The draft ICS Digital Strategy was discussed. Committee members are
providing detailed feedback to be collated and fed back to the ICS at the
end of this month by James Woollard and Alison Furzer.

•

The committee received its first retrospective report into a capital
project. It was agreed that the following 4 questions should be covered
within future deep dive reports;
• patient experience
• staff experience
• quality of project management and outcomes
• overall value for money

•

Emergency Preparedness, Resilience, Response review was provided the
following overview on 3 key themes:
• Assurance process – we are in a very good position this year’s
process which will be launched in June or July., after 3 consecutive

174

•

•

years of 100% compliance. A submission is likely to be due in
October. After submission NHSE arrange a half day visit with SRO
(RE)and BD.
3rd Wave - It is difficult to know the likelihood of this given the Delta
variant. It is very difficult to model and therefore challenging to
understand what our response should be. We have a wellestablished ICC, RE is keen to explore ways that we can manage the
ICC through the next phase and develop a plan for the elements that
will undoubtedly continue as part of BAU. A meeting is scheduled
with the Gold and Silver command to consider effective changes.
Systematic review action plan update - training in incident
management across the Trust has been challenging. A training needs
analysis has been undertaken. As a result, another strategic
leadership in crisis course for directors has been set up with 8
directors attending. There is also work being undertaken on pagers,
supporting team managers in understanding EPRR and on business
continuity planning.

What is the purpose
of bringing this paper
to the Board
meeting?

To update the Board on developments.

Recommendation

The Board is asked to note the updates from the Infrastructure Committee.

Link to trust strategy

Estates and IT infrastructure underpins a number of the trust strategy
priorities.
This relates to ligature risk management risk on BAF

Link to Board
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The aspiration to deliver high quality environments across our Estate and make
best use of digital technology.
Cash levels need to be monitored to ensure capital investments levels can be
sustained
We need to be alert to risk of digital exclusion as we design and implement our
digital plans
The development of the ICS digital strategy should, over time, lead to a more
cohesive digital patient offering across SEL
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Report Title
Author
Accountable Director
Confidentiality/
FOI status

Workforce Committee Update - May
Rachel Clare Evans, Director of Strategy and People,
Nina Hingorani-Crain, Non-Executive Director
N/A

Report Summary

The Committee welcomed Dr Abi Fadipe who would be joining as a regular
member from July. This would help the Committee to increase its focus on
medical workforce issues and benefit more widely from Dr Fadipe’s insight
and expertise.
Annual Guardian Report
The Committee received the Annual Guardian Report. There had been 30
exception reports from the medical trainees between April 2020 and March
2021. These reports all related to rest and shift hours. Some cases resulted
in additional payments being needed and, for some others, the giving of
time-off-in-lieu.
Oxleas generally has a low fine rate compared with other Trusts and has not
received any fines over the last year. Our Oxleas Deputy Medical Directors
meet every two months with the junior doctors and issues to do with PPE
and laptops have been resolved.
The Committee raised concerns about the length of time being taken to
resolve the issue of RiO access. The aim is for locums to be booked as
quickly as possible, so they have time to gain access to the system. The
Committee noted that multiple solutions were presented at the previous
committee and agreed that finding a solution would be a priority along with
providing some additional information to ensure the committee can
support in the best way.
The Committee heard that the junior doctor on-call room is an issue at the
Greenwich site. The best option would be for a room to be able to be
found on the hospital site.
Health and Safety
The Committee heard that discussions around the governance of Health &
Safety were ongoing. The Executive and Non-Executive Directors were
developing a proposal to ensure a clear governance structure and focus on
Health and Safety culture within Oxleas.
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The first year of H&S audits have been undertaken, resulting in a Trust
average score of 67%. There was significant variation across teams - some
excellent scores and others not so good. Directorates receive the outcome
of audits directly so that they are able to follow up with teams that need
extra support. The Committee acknowledged the hard work of the Health &
Safety team to complete the first year of audits and the support of the
Service Directors. The new audit system is becoming increasingly
embedded within the Directorates and is helping to sharpen the focus on
Health and Safety.
The Health and Safety team are currently developing a work-plan for year 3
of the H&S strategy. This will capture the areas identified through the
audits as requiring attention and set out a plan. Training will be provided to
managers as part of this year’s plan, to ensure they have the skills to
undertake this part of their role. A training package will also be sourced for
delivery to the Board.
The Committee asked how ligatures were classified and how products are
checked. RTE confirmed that there are frequent reviews of ligature
products as new products are developed.
Workforce update
The Committee agreed to the proposal to bring summaries of new policies
rather than the full text, bringing this in line with the approach of the Audit
Committee.
Highlights from a Workforce perspective included the Building a Fairer
Oxleas anniversary, the new leadership development offer for Bands 6 and
7 and the work to improve our health and wellbeing offer.
The disciplinary policy was reviewed, as agreed with the Board, and in line
with the focus set out by the NHS Chief People Officer. Updates to our
policy included in the introduction of terms of reference for cases, as well
as information about micro-aggressions and pay progression.
Workforce Risk Register
The workforce risks were reviewed. It was agreed that it was unrealistic for
risk 1213 (about recruitment and staffing) to aim to achieve ‘low’ in terms
of a risk rating and that ‘moderate’ was appropriate given the wider
context.
It was agreed that risk 1926 should be tolerated given the current success
of the vaccination programme, but that it could be reinstated as needed.
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Updated Recruitment and Selection Policy
The Recruitment and Selection policy had been updated to include
references to the Building a Fairer Oxleas work programme, with a focus on
equalities throughout, and information regarding values based recruitment
with specific mentions of lived experience. All members of an interview
panel would now need to complete recruitment and selection e-learning
and we would require that every panel includes a member of staff from a
Black, Asian, or Minority Ethnic background.
Gender Pay Gap Report
The Head of Equalities and Human Rights confirmed that our average and
medium pay difference had reduced slightly. This was largely down to the
medical bonus payments being split evenly between all genders of staff
over the last year. This report is attached for the Board’s information.
ALD Workforce Update
The committee heard that the ALD directorate was a relatively stable team
with a low turnover. They regularly do well in staff survey results. One key
area of focus at the moment is leadership and ensuring the team works well
as a mature team together. External trainers are being invited in to support
this, and there are currently sessions taking place to talk about connecting
with colleagues and working together.
Other key focuses include working on recruitment issues and how we can
support people in these professions and specialisms to get more people to
work within the Directorate. One method of doing this is focusing on
apprenticeships.
From the staff survey results, the key focus for the ALD directorate is
wellbeing. Plans include a reduction in meetings, the introduction of a
weekly newsletter, and discussions around the race and ethnicity balance
across the directorate. The Committee the stark graph depicting race and
ethnicity across the directorate was and agreed that this would be an
interesting perspective for all Directorates to consider.
Safe staffing
The Committee received the bi-annual safe staffing report. The Deputy
Director of Nursing is currently undergoing the safe staffing graduate
scheme. This will support the development of high quality safe staffing
across the Trust. Issues shown in the report include those around prisons
and prison officers, where we do not have control but this can sometimes
impact on our staffing.
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The two areas of focus are wellbeing and e-rostering. The team have linked
with Mersey Care to try to establish one of the first safe staffing toolkits
within prisons.
The previous recommendations around the Tarn are still being looked into
by the Greenwich Directorate Team taskforce. The Committee is keen to
understand more about the detail for the Care Hours Per Patient Day for
wards.
Purpose
(To select purpose,
click on relevant
choice for drop down
box)

Information

To Note

Approval

Decision

√

Recommendation

The Board notes the issues discussed at the Workforce Committee.

Link to Strategy

Many issues in this paper relate directly to the third big priority in our
Strategy – ‘Making Oxleas a Great Place to Work’
Links to all workforce risks on the Board Assurance Framework.

Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Ensuring that we have the right staff in the right place at the right time, who
are supported in the right way, is vital for the quality of our care.
There are financial implications to recruitment and retention success and
the gender pay gap report.
Many of the papers considered at Workforce Committee – particularly
around Building a Fairer Oxleas, have a direct impact on equality and
inclusion for staff within Oxleas.
Direct impact on staff experience and outcomes.
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Gender Pay Gap report 2020/21
1. What is the gender pay gap report?
Gender pay reporting is different to equal pay which deals with pay difference between men and
women who carry out the same jobs, similar jobs or work of equal value.
The gender pay gap shows the difference in the average pay between all men and women in the
workforce. If the pay gap is higher, it can indicate that there may be issues to deal with, and the
various calculations may help to identify what those issues are.
Oxleas NHS Foundation Trust is committed to promoting equality and inclusion. Our current gender
split within the overall workforce is 78% female and 22% male. We promote a range of options to
support flexible working solutions for all our staff.
The NHS terms and conditions of service handbook contains the national agreements on pay and
conditions of service for NHS staff, other than very senior managers and medical staff. Job
evaluation enables posts to be matched to national job profiles; or allows trusts to evaluate jobs
locally and determine in which Agenda for Change pay band a post should sit.
The only pay elements we have that fall under the “bonus” pay criteria are Clinical Excellence
Awards that are only applicable to medical consultants in accordance with the Medical and Dental
Consultant contract. The Clinical Excellence Awards recognise and reward those consultants who
contribute most towards the delivery of safe and high quality care to patients; and to the
continuous improvement of the NHS.
2. Progress and trends
The data for the year ending 31 March 2021 shows that the average pay difference and median
pay difference has reduced slightly. In terms of bonus payments these relate to a stall number of
medical staff eligible to apply for Clinical Excellence Awards. These are known as Employer Based
Awards at Oxleas and for 2020/21 they were awarded equally to all those eligible, in line with
guidance from the BMA. Therefore, there was no difference between the award for female and
male doctors and consultants.
2017-18 2018-19 2019-20 2020-21
Average pay difference
14%
14%
13%
11%
Median pay difference
9%
11%
12%
9%
Average bonus difference
44%
49%
35%
0%
Median bonus difference
32%
67%
9%
0%
*the data shows the percentage by which women are paid less than men.

The bonus is the Clinical Excellence Award that staff who are doctors are eligible to apply for.
This is a very small percentage of the overall workforce. In 2020/21 the awards we distributed
evenly across all those eligible to apply.
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Gender Pay Gap trend 2017-18 to 2020-21
67%

32%
49%

9%
35%

9%
14%

11%
14%

12%
13%

9%
0%
11%

2017-18

2018-19

2019-20

2020-21

44%

Average pay difference

Median pay difference

Average bonus difference

Median bonus difference

3. Results – March 2021
The figures in section 2 are for the average over the year. When looking at the position for the month
of March there is a further improvement, particularly in the median hourly rate.
3.1 Gender pay gap as a mean (average)

Mean Hourly rate

Male
£22.09

Female
£19.58

% difference
11%

3.2 Gender pay gap as a median (half way point comparing the full salary range)

Median Hourly rate

Male
£20.25

Female
£18.44

% difference
9%

3.3 Proportion of males and females from lowest to highest pay, when divided into four groups
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Proportion of female to male employees from lower to
upper quartile

17.74

20.67

20.64

29.12

82.26

79.33

79.36

70.88

LOWER

LOWER MIDDLE

UPPER MIDDLE

UPPER

Female %

Male %

By presenting the information by quartiles we can see there is a significant difference in the
proportion of men versus women at all levels, but this is lower in the upper quartile (where the
highest paid staff are).
3.4 Bonus (Medical Clinical Excellence Award / Employer Based Awards) gender pay gap as a mean
(average)
Male
Mean bonus payment

Female

£1,311

% difference

£1,311

0%

Of the 82 medical staff given an Award, 46 were female and 36 were male. In line with BMA
guidance the awards were shared equally between all those eligible.
3.5 Bonus (Medical Clinical Excellence Award / Employer Based Awards) gender pay gap as a median
(mid-point amount)
Male
Median bonus payment

Female

£1,311

% difference

£1,311

0%

3.6 Proportion of male and female medical staff receiving a Clinical Excellence / Employer Based
Award
Male
Proportion of eligible medical staff
receiving a bonus
4. Summary of results and next steps

100%

Female
100%
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It is encouraging to note that there is a slight improvement on the overall difference when
calculated on the mean (average) and median. This is indicative of a continued positive direction
of travel and is likely due to improved representation of women in senior roles within Oxleas.
Due to COVID-19 the BMA and NHSE/I agreed that the Local Clinical Excellence awards would not
run for the year 2020-21. Instead, the existing funding for this award round was redistributed
equally among eligible consultants. This included part-time consultants and this was not awarded
pro-rata. Had it been so, this would have disadvantaged part-time staff, who are often female.
Since 2019 the awards process has been based on locally defined criteria which makes it easier
for all eligible consultants, irrespective of gender to demonstrate that they meet the criteria. The
criteria are set by the directorate Clinical Directors and agreed by the Medical and Deputy
Medical Directors with input from the chair of the Local Negotiating Committee (LNC).
Our Board remains committed to creating inclusive environments where our staff are truly
representative of our population at all levels, and in all professions. To support this, we have a
programme of work called Building A Fairer Oxleas. This is initially focusing on fairer recruitment
and career progression and improving cultural understanding.
The trust’s actions in 2021/22 include:

•
•
•

May 2021

Supporting the launch of a Women’s Network
Increasing the profile of female leaders both within the organisation and the
wider NHS through a speaker series starting in May 2021
A new leadership programme with a core module on inclusion
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FOI status
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Enclosure
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-

Report from Audit and Risk Assurance Committee
Susan Owen, Risk and Governance Manager
Steve Dilworth, Non-executive Director and Chair of the Audit and Risk
Assurance Committee
Azara Mukhtar, Director of Finance
Public
Since the last Board meeting, the Audit and Risk Assurance Committee has met twice; on 19
May 2021 and an extraordinary meeting on 22 June 2021 to sign off the annual report and
accounts. Highlights from both meetings are summarised below. The committee next meets
on 20 July 2021.
Annual Report and Accounts 2020/21 and Quality Report 2020/21
At the May Board meeting, it was agreed that approval of the Annual Report and Accounts and
the Quality Report would be delegated to the Audit and Risk Assurance Committee. At the
meeting on 22 June 2021 the Annual Report and Accounts were approved subject to minor
typographical amendments. If any material changes are made, a further meeting of Audit and
Risk Assurance Committee may need to be convened to approve these.
The Quality Report 2020/21 was approved by the Audit and Risk Assurance Committee, subject
to minor changes to aid clarification.
External audit update
The committee received the report on the audit findings. Materiality has been increased to
£6m and the triviality threshold increased to £300k, due to an increase in expenditure.
The substantive work is mostly complete and Grant Thornton are on track to close off the
outstanding queries prior to submission on 29 June 2021. The finance team continues to work
through the outstanding areas of the external audit. The increase in audit time has resulted in
additional scrutiny against the trust's property valuations, a larger number of sampled items
and an extensive review of accounting disclosures. Key sections of the audit have been closed
off with the remaining part associated with journal testing, which is currently on-going and
looking to be completed in the near future.
It was noted that the final audit certificate will not be issued until the value for money (VFM)
work is completed at the end of July 2021. The committee were assured that issuing the audit
opinion separate to the VFM review is usual practice in local government, and Grant Thornton
will be able to give an audit opinion based on the existing figures in the accounts.
The committee noted the depth of the audit work was a significant change to previous years
and a post-audit review will be organised to learn from this.
The Committee thanked the Executive, their supporting teams and the auditors for their
excellent work in producing the annual reports. In doing so, the Committee also recognised the
additional and exceptional circumstances which had presented enormous challenges during the
pandemic of 2020/21, as well as the increased analysis which had been required for the past
year.
Internal Audit Annual Report and Head of Internal Audit Opinion 2020/21
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The committee received the Audit Annual Report and Head of Internal Audit Opinion 2020/21
with an overall opinion of significant assurance with minor improvement opportunities. It was
noted that Oxleas compares well to the rest of the sector.
Internal audit progress report
It was noted that fieldwork on the Health and Safety audit is in progress and there are no
outstanding recommendations.
Internal audit report on risk maturity
This received an overall rating of significant assurance, with two low priority recommendations.
The review found many areas of good practice, with risk management well integrated into day
to day operations. The committee noted that it was encouraging to see the positive comments
on risk culture and that staff appreciate that risk reviews offer the opportunity to improve
services.
Internal audit report on data security protection (DSP) toolkit
This audit received assurance rating of significant assurance with minor improvement
opportunities (amber/green), with four medium priority and three low priority
recommendations. It was noted that some of the actions on disaster recovery and penetration
testing were already on the ICT workplan and are on track to be completed prior to submission
of the DSP toolkit to NHS Digital on 30 June 2021.
Internal audit report on quality governance
This audit received an assurance rating of significant assurance with minor improvement
opportunities (amber/green), with three medium priority recommendations. The committee
welcomed the recommendations relating to a quality improvement culture and calling to
account.
Local Counter Fraud Specialist (LCFS) update from KPMG
The committee noted one new reactive referral, relating to a staff member who was allegedly
working for another organistion whilst shielding. The staff member has since resigned from
the trust so there will be no disciplinary hearing and no on-going losses but the case remains
open so the trust can seek to recover the losses that were incurred.
The committee noted the LCFS Annual Report for 2020/21. This summarises the work
undertaken over the last 12 months and includes an assessment against the government
counter-fraud standards. There are two new requirements: for the trust to have a counterfraud champion, and for there to be outcome-based metrics. There is a mix of amber and
green ratings. To move from amber to green in the first new requirement, we need to
evidence that the champion is effective in their role. Metric development is included in the
plan for this 2021/22, and evidence of monitoring will move us from amber to green.
The committee also noted the LCFS workplan for 2021/22. It has been agreed that the main
risk area of focus should be timesheets. More work will be undertaken on declarations of
interest and gifts and hospitality.
Policy changes
The committee noted minor changes to the Anti-Fraud and Corruption Policy,

What is the
purpose of bringing
this paper to the
Board meeting?

Eg for information/for
decision etc

Board Assurance Framework
This is covered under a separate item.

To note
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Recommendation

For the Board of Directors to note the report.

Link to trust
strategy

The Audit and Risk Assurance Committee has delegated responsibility for clinical and
non-clinical risk, so has oversight of any risks which may impact on the delivery of the
trust strategy. The committee also has oversight of financial reporting, which
contributes toward the building block of making the best use of resources.
The Board Assurance Framework update is covered under a separate agenda item.

Link to Board
Assurance
Framework
Please summarise
implications in the
report for:
Quality

The committee noted that the that the Quality Report sets out how the trust has performed
against its quality priorities and objectives during 2020/21.
The value for money review will report on quality governance issues such as serious incidents,
CQC findings and internal KPIs.
The KPMG Quality Governance report makes recommendation in relation to improving quality.

Finances

Equality analysis

The KPMG DSP report makes recommendations in relation to improving data security.
Cost Improvement Plans are subject to a Quality Impact Assessment which will take account of
equality issues when assessing potential impacts on services users or staff.
The internal audit reports make recommendations that will support the effective use of
resources
The Quality Report includes comments from HealthWatch Greenwich relating to equality,
including suggestions for future reports.
The Annual Report includes information on how we are seeking to improve equality of access to
our services and equality of opportunity to our staff.

Service
user/carer/staff

The internal audit reports support the delivery of an open and fair culture.
The quality priorities in the Quality Report include indicators relating to service user and carer
involvement.
The Quality Report includes an overview of the trust’s Freedom to Speak Up arrangements.
The Annual Report shares progress on service user, carer and staff engagement and how we are
seeking to increase this further
The VFM review has considered policies and culture in relation to decision making.
The audit findings will be included in the Annual Report and will be shared with members, staff,
services users and carers through the Annual Members Meeting and publication on the trust
website.
The KPMG Quality Governance report makes recommendations relating to the connection
between data quality and patient care.
The KPMG Quality Governance report makes recommendations on engaging with front line
staff on changes related to quality improvement.
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Item
Enclosure
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Report Title
Author
Accountable Director
Confidentiality/
FOI status

Health and Safety Oversight Committee
Sally Bryden, Trust Secretary
Matthew Trainer, Chief Executive
No

Report Summary

It has been proposed that to support the implementation of our Health and
Safety Strategy and ensure comprehensive oversight of health and safety
performance, a Board sub-committee is established. It would work in
parallel with our existing Workforce Committee but create space for
dedicated discussion of health and safety issues.
The committee membership would be:
Non-Executive Directors
Nina Hingorani-Crain (Chair)
Jo Stimpson
Yemisi Gibbons
Executive Directors
Rachel C Evans, Director of Strategy and People
Iain Dimond, Chief Operating Officer
Jane Wells, Director of Nursing
Neil Springham, Director of Therapies
In attendance:
Rachel T Evans, Director of Estates and Facilities
Service Director
Sally Bryden, Associate Director of Corporate Affairs
Health and Safety Team
The committee will meet every two months alongside the Workforce
Committee and report to the Board of Directors. The terms of reference for
the committee are attached for approval.
Issues currently being reported at the Infrastructure Committee such as
buildings safety compliance and at the Performance and Quality Assurance
Committee relating to patient safety will continue to be reported in this
way.
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The operational Health and Safety Committee will report into the Health
and Safety Oversight Board sub-committee. On a rolling basis, service
directorates and corporate directorates will present to the committee their
progress in implementing the health and safety strategy.

Board of Directors

Health and Safety
Oversight Committee

Other Board Sub Committees

Operational Health and Safety
Committee

What is the purpose For agreeing the change to the Board governance system and the new
of bringing this paper committee’s terms of reference.
to the Board
meeting?
Eg for
information/for
decision etc
Recommendation
The Board is asked to approve the setting up of the new committee and the
terms of reference.
Link to Trust Strategy Paper relates to supporting the trust strategy building block three – creating
a safety and learning culture.
Link to Board
Assurance
Framework
Implications
Quality
Finances
Equality analysis

This relates to risks on the BAF covering staff experience and morale.

Improving health and safety should have a positive impact on the quality of
services.
Reducing health and safety incidents should reduce legal costs
The health and safety strategy aims to improve safety in the workplace for
all members of staff.
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Service user/
carers/staff

The health and safety strategy should have a positive impact on staff,
service users and carers.
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Health and Safety Oversight Committee
Terms of Reference
A sub-committee of the Board of Directors
1. Aim
1.1

The Health and Safety Oversight Committee is to have strategic
oversight over and provide assurance to the Board on matters
relating to the health and safety of the workforce of the trust and
of visitors to trust premises.

2. Scope of Responsibility
2.1

To oversee the implementation of the trust health and safety
strategy

2.2

To report regularly to the Board of Directors on health and safety
issues, highlighting identified risks and emerging risks for
escalation to the Board Assurance Framework if necessary.

2.3

Develop, monitor and review the Health and Safety Oversight
Committee risk register.

2.4

Accept risks raised by the Operational Health and Safety
Committee that require a higher level of scrutiny and attention.

2.5

Highlight potential risks for the Operational Health and Safety
Committee to consider and address.

2.6

Oversee the development and implementation of an annual trust
plan to take forward the trust health and safety strategy.

2.7

Receive reports, plans and risk registers from the following
groups:
Operational Health and Safety Committee
Directorates (implementation of health and safety
strategy progress and key risks)

2.8

To review compliance with key health and safety indicators

2.9

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

1
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3. Key Organisational Priorities
3.1

The Health and Safety Oversight Committee will develop or
contribute to the following key organisational agendas
a. Trust Strategy
b. Trust Health and Safety Strategy

4. Key CQC Registration Outcomes
Regulation 15 – Premises and Equipment
5. Sub groups
5.1

The following subgroups will report to the Health and Safety
Oversight committee
Operational Health and Safety committee

5.2

The purpose of the operational health and safety committee is to
ensure that there are systems and process in place to ensure
the health, safety and welfare of all Trust employees, service
users, visitors and others who maybe affected by the Trust’s
activities.

5.3

The Operational Health and Safety Committee will have its own
terms of reference and will report to the committee regularly.
Where Health and Safety issues relate to service provision they
will be shared with the relevant quality committee or service
directorate committee.

6. Membership of the Group
6.1

The Health and Safety Oversight Committee will consist of the
following members:
Director of People and Strategy
Chief Operating Officer
Director of Nursing
Director of Therapies
Three Non-Executive Directors

6.2

The following will be in attendance at the meetings of the Health
and Safety Oversight Committee:
Director of Estates and Facilities
Service Directorate representative
Associate Director of Corporate Affairs
Members of the Health and Safety team

2
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6.3

To ensure an appropriate quorum for meetings a minimum of 4
members must be present to constitute a meeting, including at
least one Non-Executive Director.

6.4

The Chair of the Health and Safety Oversight Committee will be
a non-executive director

7. Accountability
7.1

The Health and Safety Oversight Committee is a Board subcommittee and accountable to the Board of Directors.

8. Frequency of Meetings
8.1

The group will meet every two months

9. Agenda Items
9.1

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

10. Reporting
10.1

The group will report to the Board of Directors at each meeting.

11. Lead Director
11.1

The Director of Estates and Facilities is the lead member of the
Executive team

12. Communication
12.1

The Director of Estates and Facilities will act as the central point
of contact for the group.

12.2

The committee will be supported by the Health and Safety team
and the Estates and Facilities administrative team.

13. Review
13.1

The terms of reference will be reviewed annually by the group
and subject to endorsement by the Trust Board.

3
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Board of Directors
1 July 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

20
20

Board visit reports
Various
Andy Trotter, Chair
Public

Report Summary

Several contacts have been undertaken by Board members over the past
months with services and the attached summarises these visits and
outcomes. An action log is maintained of the issues raised and is monitored
by Service Directors.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation

To note

Link to trust strategy

The visits relate in a number of ways including:
• Digital service provision
• Safety
• Community and inpatient services
• Supporting staff

The Board is asked to note.

Link to Board
The visits focus on risks around workforce, safety and sustainability
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The reports include information on how teams are working to maintain and
improve quality of services.
The financial implications of some issues are raised.
Equality issues such as digital poverty and the trust’s Building a Fairer
Oxleas programme were discussed.
The reports consider impact on service users, carers and staff.
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Template for Non-Executive Directors’ board visits
Date of visit
26 April 2021

Service
Informatics directorate based at
Pinewood, Bracken house and
Memorial Hospital

Attendees

Karen Kennedy
Reena Jamieson
Julie Lucas
Laurelle Morgan-Bruce
Tom Bartlett
Sue Horbury
Vijay Rabadia
Alison Bonner
Lee Christie
Stephen Onamade
James Woollard
Grace Maxwell
Debbie Stanton
Yemisi Gibbons
Alison Furzer

Brief description of service
The informatics directorate has responsibility for several services providing support to staff across
the Trust.
The Information and Communication Technology (ICT) Department consists of four subdepartments: ICT Management and Support, Information Governance, Information Systems and
Service Desk
The Business Intelligence and Performance Department supports the trust by providing a
reporting service which includes iFOx, our in-house business intelligence system.
The clinical transformation team consists of 2 sub departments: The Rio team who support staff
training and changes to the Rio system and the clinical transformation project team who are
responsible for the roll out and embedding of new technology across the Trust.
Overview of visit
We met with the managers in the Informatics directorate who were keen to describe how they
had been working over the last year and the benefits and challenges that the teams had
experienced over that period.
The ICT team noted that the management team pulled together at the start of the pandemic to
ensure that staff were able to support a significant migration to home working. Regular team
meetings have been useful over the last year to ensure that issues get picked up quickly. Some IT
staff have remained in office throughout. The workload for the service desk and the second line IT
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teams have increased as peer support has been lost amongst staff working at home. Some teams,
such as the Information governance team have been working successfully from home.
As well as creating many challenges for our support model, the team felt that the pandemic has
presented us with a unique opportunity to encourage the use of technologies such as MS teams
and other new ways of working.

Staff from the Business Intelligence and Performance Department noted that their team have
adapted to working from home well and it has been a good opportunity to explore new
technologies. Some of the team have moved to 7 day a week working to ensure all the national
Covid returns are submitted on time. The team also noted that it has been important to pay
attention to work-life balance and supporting flexible working. The team have been using one
hour per week to join common room activities to help with wellbeing.
Staff from the clinical transformation ream reflected on the changes that have been put in place
to support staff during the pandemic. A huge amount of effort was put in across the directorate
during the early stages of the pandemic to create a home working section on the Ox. In addition,
staff within the team were deployed to focus on the roll out of video conferencing technology and
supporting staff with Online appointments. In addition, RiO training was moved to being provided
via e-learning and training for the roll out of e-obs was moved online so that the technology could
be deployed to wards during the autumn. Other projects have continued to move forwards over
the last year and it was noted that service users have adapted well to online meetings to engage
with the Oxcare project.
Overall, the team were positive about the acceleration of the use of technology in the last year
but noted areas such as the helpdesk and frontline IT teams have been working extremely hard
over a sustained period.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

None

N/A
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Template for Non-Executive Directors’ Board Visits
Date of Visit

4 May 2021

Service

School Aged Vaccinations Immunisation Team based at
Bostall House, Goldie Leigh Site

Attendees

Jo Stimpson
Iain Dimond
Lisa Thompson
Sabitha Sridhar
Alison Furzer

Brief Description of Service
Service Outline:
The Immunisation Team deliver National School Aged Vaccination (SAV) Programme across
Greenwich to all schools including Independent schools, Special Educational Needs Schools
(Charlton Park Academy and Willow Dene), alternative provisions, pupil referral units and
associated ASD units and vaccinate home educated pupils.
The team also conduct home visits to those who are not able to attend school due to health needs
or other reasons such as needle phobia.
The National SAV Programme spans year groups reception to year 9 and consists of the following
vaccinations:
• Human papilloma virus
• Nasal flu
• Meningococcal ACWY
• Tetanus, diphtheria, and polio
• MMR
At the height of the Pandemic when schools were closed, all SAV was paused by NHSE/PHE; once
restarted, the team worked in a flexible and creative way of providing vaccines out of many
community sites to include: Scout Halls, Fire Stations, Children’s Centres and church settings. This
enabled extended reach for administering vaccines for young people in Greenwich. Since June
2020 the whole SAV has been maintained
Key Personnel:
Diane Crawshaw, Head of Young Greenwich Oxleas, CYP Lead for Immunisations and Paediatric
Continence
Jaine Gammon, Team Lead
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Outstanding issues from previous visit:
None

Overview of visit

The visit was carried out virtually due to Covid-19 restrictions in place. This was a very positive
Board visit with clear evidence of adaptation of service delivery to meet current demands and
flexibility of staff to work different. The logistics involved in the delivery of this service is complex
and the team are engaged and consulted with in relation to achieving the full scope of service.
The following areas were raised as being on the horizon for the team:
1. Use of e-consent to remove the need for paper consent forms and for them to be
uploaded to RiO
2. The need for a national public health message to be communicated for all vaccines
including those for CYP. This would then support local communication options to
promote the uptake of vaccines
3. If Covid vaccine for the under 18’s is approved, whether this would be part of SAV
programme or from central vaccination sites
4. Confirmation of the SAV programme contract with NHSE from April 2022. Due to the
Pandemic, the contract has been rolled forward on an annual basis.

Actions will be reviewed regularly by service directors and board visits action tracker which will be reviewed
at Board every six months

Issues raised

Use of e consent in place of
paper consent forms

Action

To explore feasibility of
this

Assigned To

Alison Furzer/Lisa
Thompson

Deadline
June 2021
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Briefing for Non-Executive Directors’ Board visits
Date of visit

Friday 18 June at
11.30am

Service and Location

Greenwich Joint Emergency Team

Woolwich Centre

Attendees

Helen Jones, Greenwich Service
Director
Andy Trotter, Oxleas Chair

Brief description of service

The aim of the Joint Emergency Team (JET) is to deliver out of hospital care and care closer to home for
adults who are not in need of acute intervention but require support or crisis management. JET is a
multidisciplinary team with Nurses, Physiotherapist, Occupational Therapist, Social Workers, GP,
Therapy Assistant Practitioners and Health Care Assistants / Rehabilitation Support Workers. JET
provide assessment and treatment to patients/clients who without intervention are at risk of attending
the Emergency Department (ED) or admission to a care home setting.
This service aims to prevent attendance at ED and reduce inappropriate emergency admissions,
improve the quality of life for people with long term and acute conditions as well as supporting families
and carers thus reducing the pressure on the resources of the local hospitals. The Joint Emergency
Team works collaboratively with the hospital to support the discharge of patients from ED ensuring
appropriate community pathways for those that no longer required acute intervention.
The Team relocated to the Woolwich Building in February 2019 to enable closer working relationships
with the Central Assessment Team (CAT) which is RBG front door. This has improved the
communication between the teams, enable a better understanding of the JET remit enabling the
correct response to be established at the time of the referral.

Finance and Human Resources
The Service is monitored closely by attendance to monthly business meetings, chaired by the Service
manager. Attendance to these meetings include the Service lead, finance manager and human
resources representative to enable us to review the budgets and staffing.

Other relevant information
The Joint Emergency Team has been working with the NHS England and the CCG to improve urgent
community response and have been an accelerator site since April 2020 thus improving the response
times for patients requiring urgent / crisis intervention which is a key element of the NHS’s Long-Term
Plan (2019 ) NHS Long Term Plan » The NHS Long Term Plan and the Ageing Well Strategy.(Royal
Greenwich Joint Health and Wellbeing Strategy 2019 – 2024)
Greenwich_Joint_Health_and_Wellbeing_Strategy_2019_2024.pdf (greenwichccg.nhs.uk)
The team is working to ensure that we are triaging and identifying patients requiring a two-hour
response, JET will be providing 2-hour responses to 80% of patients / clients triaged as requiring this
time frame for response by October 2021.
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Outstanding Actions from the last Board visit
None outstanding

Overview of visit

We initially met with the team manager, service manager for RBG and senior nurse and they all talked
positively about how over time being in a shared space has fostered positive relationships and makes
the work easier to do. Talked about it being a difficult but have supported each other especially as
their work involves face to face contacts in people’s homes - the anxiety of getting covid.
We observed the team handover led by a member of staff who ensured it was run effectively and
smoothly, communicating relevant information and actions were clear and understood.
Speaking to some of the newer members of staff who had joined the team during the pandemic they
reported feeling supported and welcomed. The team also have also welcomed the GP sessions and the
next steps is to get the team access to ‘Vision Anywhere’ system used by GPs.
They felt the relationships and communication with Queen Elizabeth Hospital works well and bringing
in the navigator nurse to A&E had helped but also supported with increasing referrals and reducing
admissions. The team manager has also been working with 111 and LAS on improving the admission
avoidance pathways.
Their challenges are around support at weekends and access to mental health support especially
outside the hours of 9 -5pm.
Our overall impression was of a cohesive team that was run well.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Team feel working more closely with
reablement would enable a improved
patient pathway
Team feel better access to both
working age and older peoples home
treatment teams would enable

Action

To review with RBG colleagues
To facilitate a discussion with
the managers of both teams
and explore improved ways of
working together

By who By when
Helen
Jones and
SMT
Helen
Jones and
SMT

September
2021
September
2021
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Briefing for Non-Executive Directors’ Board visits
Date of visit

Tuesday 22 June
at 3.30pm
Virtual via MS
Teams

Service and Location

Greenwich District Nursing Teams
(see below)
Eltham District Nursing Team
Plumstead District Nursing Team
Blackheath & Charlton District Nursing Team
Woolwich District Nursing Team
Twilight Team

Attendees

Helen Jones, Greenwich Service
Director
Rachel Clare Evans, Director of
Strategy & People
Andy Trotter, Oxleas Chair

Brief description of service
The District Nursing Service, also known as community nursing, provides nursing treatment at home for
patients who have a recognised nursing need. The District Nursing Service is for those people who have
a clear need for skilled nursing care interventions. Home visits are primarily for housebound patients.
The District Nursing Service offers the following planned individualised, patient-centred care:
•
•
•
•
•
•
•
•

Wound prevention, assessment and management
Post-operative care
Medications management
Long Term Conditions management
Catheter care
End of Life/palliative care, including care for terminally ill patients
Bereavement visits and referrals to other agencies
Health education, promotion and advice about how you can care for yourself.

District nurses work closely with other professionals, where appropriate, including the long-term
conditions team, podiatrists, tissue viability nurses and the continence advisory service, to coordinate
the patient’s case management, treatment and care.
The Service accepts self-referrals from Greenwich residents or those living outside the Borough but has
a Greenwich GP. We also accept referrals from health and social care professionals.

Finance and Human Resources
The Service is monitored closely by attendance to monthly business meetings, chaired by the Service
manager. Attendance to these meetings include the Service lead, finance manager and human
resources representative to enable us to review the budgets and staffing.
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Other relevant information
The dashboard is discussed at monthly business meetings which enables the team to look at
performance across the District Nursing Service. We promote feedback from our patients, carers and
family, and this information is collected via our monthly patient experience survey.
Incidents are closely monitored, which are recorded on Datix and ensure that lessons are learnt and
embedded within the teams.

Outstanding Actions from the last Board visit
Implementation of the dashboard: The dashboards have now been implemented although there is still
continuous work being done to complete clinical task list matrix. We actively encourage all staff to use
these dashboards in team meetings to enable staff to understand how their team is performing.

Safeguarding Adult Concerns
The leadership team has recently worked with the staff within the District Nursing Service to improve
the recording of safeguarding concerns via RIO. Improvement has been noted and staff are now aware
and have been actively reporting these concerns which can be evidenced on the dashboard.
The process to respond to safeguarding concerns raised against us have also been reviewed to ensure
that the process is smooth, and responses are timely.

Overview of visit
The team reflected that the pressures during the height of the pandemic had eased slightly, but
continued to be extremely busy.
The issue of inappropriate referrals continued to cause problems – both from GPs and from QEH. GPs
are still not seeing patients and there have been issues with when patients should be considered as
“housebound”, particularly for those who have been shielding. Pushing back with GPs and with
hospitals is time consuming. It requires phone calls and documentation. GPs also need to restart the
MDT meetings as this is impacting effectiveness.
Worth considering whether we need more of a triaging function, but there is also an education piece
that could be done with the wards. Work is also been done across the ICS to standardise the ‘core
offer’ for all district nursing teams across SEL (the common outcomes and essential service elements
that should be available within each borough. The aim is to ensure that patients are offered the same
access and set of outcomes, wherever they live, based on national standards of good practice, locally
delivered.
The issues of District Nurses needing to travel across boroughs was discussed – it seemed likely that
Greenwich would see high volumes of cross-borough traffic. Helen would explore whether more could
be done to reduce the need to travel because of alignment with GPs surgeries and working more
closely with Bexley District Nursing colleagues.
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Work in the Twilight teams continue to be pressured – the 5-hour timescale often seems inadequate
given the volume of work and issues being raised.
The Building a Fairer Oxleas work was discussed. There was positivity about the work but an appetite
to ensure that we treat everyone equally, rather than overcompensating. The values work was
discussed in teams and this had led to an excellent discussion with the teams.
There is a shortage of dressings at the moment in the Trust, due to a supplier issue. The supplier is
working with us to get this resolved as soon as possible. teams.
Parking tickets are a problem, particularly following the change of the Covid rules. It is sometimes
possible to use an emergency parking permit, but these are meant to be limited to emergency events.

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

Issues raised

Twilight teams under pressure,
particularly given the pressures created
by the increased need to administer
insulin
District Nurses in boroughs often
needing travel across different
boroughs
How admin can help to manage the
pressures on the team and the
approach to staffing

Action

Will review the activity of the
Twilight Team, including the
shift patterns, to see if there is
any scope for doing this
differently
Revisiting our approach to
alignment of caseloads to GP
surgeries, to see if any
improvements can be
delivered.
To consider the role of admin
and how they can support the
team differently and complete
a review of the admin
functions in terms of using
RiO.

By who By when
Helen
Jones and
SMT

August
2021

Helen
Jones and
SMT

August
2021

Helen
Jones and
SMT

July 2021
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1 July 2021
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Enclosure

21
-

Please complete all sections of the front sheet
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Council of Governors Update
Jo Mant, Head of Stakeholder Engagement
Andy Trotter, Chair
Public
Council of Governors
The Council of Governors met on 17 June 2021. Prior to this, an Informal
Council of Governors was held to enable governors to receive an update
from NEDs and raise questions in order to help the governors hold the NEDs
to account for the performance of the Board. Items discussed at the formal
meeting included:
• The impact of increased demand on our services
• Workstream updates relating to Oxleas Strategy – 2021 – 24
o Big Priority 3: Great Place to work
o Building Block one: Delivering quality management
o Building Block Two: Bolstering our service user, patient, carer
involvement and co-production
o Building Block Eight: Making best use of resources – Finances
• Comprehensive Inquiry Report
• NED reappointments and appointment processes
• Lead Governor/Governor elections update
• Holding NEDS to account - updated guidance for governors on
attending meetings
• Membership Committee update
• NHS Provider Licence
Membership Committee
The Membership Committee met on 6 May 2021. Governors received an
update on progress from the Committee’s working groups Communications, Engagement with and representing members and the
public, Young People and Forensic and Prison. A new membership strategy
was discussed and the need to refresh the chair of the Membership
Committee once the Summer elections are concluded.
Directorate update meetings
Virtual sessions have taken place to update governors on developments in
our services and to provide training. These include:
• 23.4.21 Lived Experience Practitioner Programme
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•
•
•

14.5.21 Bexley Care
19.5.21 Adult Learning Disability services
18.6.21 Volunteer to Work Scheme

Some examples of Governor feedback:
Lived Experience Practitioner Programme, 23.4.21
“This was a truly inspirational session. Hearing the stories of the LXPs and
how they use their own painful mental health experiences to help others
was amazing.” (Les Clark, Public Governor, Greenwich)
“Hearing from 2 patient experience people last Friday was very moving &
shows how this makes such a vast difference.” (Frances Murray, Service
User/Carer Governor, Carers)
Volunteer to Work Scheme, 18.6.21
“It was good to hear about the ways in which current and past patients are
being supported, particularly helping people back into work through a
gentle, volunteering introduction.” (Les Clark, Public Governor, Greenwich)
“This morning's session was nicely timed and usefully informative. It
complemented the previous events in this series very well I thought and
made for a good ending.” (Simon Hiller, Service User/Carer Governor –
Children)
Adult Learning Disability Services, 19.5.21
“It was really good to know of the projects involving digital inclusion and
creative expression, and it would be great to track these and see what can
be learnt for extending or scaling these.” (Marc Goblot, Service User/Carer
Governor – Greenwich Adult)
Informal governor meeting
The next Informal Governors’ meeting is scheduled for 19 July 2021. Alison
Furzer, Director of Informatics will be joining to meet the governors.

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation

Governor observers – Board and its sub-committees
Governors continue to observe the Board and its sub-committees virtually.
Governors also continue to be involved in Comprehensive Inquiry
processes.
For information

The Board is asked to note the report.
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Link to trust strategy

The Council of Governors approved the Trust Strategy at their meeting in
March 2012

Link to Board
Items on BAF were discussed at the Council of Governors’ meeting such as
Assurance Framework issues impacting on ‘Being a great place to work’ eg bullying and
harassment and Covid 19 impact.
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Governors are informed of quality developments through meetings and
virtual visits to services.
No significant financial implications
The membership committee aims to ensure a diverse range of people are
involved and represented in the organisation.
Governors learned more about service user and carer involvement and also
represent these groups.

