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150th Meeting of the Board of Directors
10.30am, Thursday 4 November 2021
Black Prince Suite
Holiday Inn London Bexley
Southwold Road
Bexley DA5 1ND

AGENDA
ITEM

Purpose

Presented by

2
p4

Apologies for absence and
declaration of any conflicts of
interest
Minutes of the Board of
Directors’ Meeting held on 2
September 2021

3

Matters arising

4
p13

Board Assurance Framework

Time
10
mins

General business
1

Category

To receive and record apologies for
absence and request and record any
declarations of interest

Andy Trotter
Chair

Governance

To approve the minutes of the last
meeting

Andy Trotter
Chair

Governance

Andy Trotter
Chair

Governance

Andy Trotter
Chair

Governance

To confirm actions allocated at
previous meetings have been
completed
To accept the BAF and consider
whether the framework continues to
provide sufficient assurance to the
board

Governance and Strategy

90 mins

5
p35

Chief Executive Report

To note the developments within the
trust and in the local health
economy.

Ify Okocha,
Interim
Chief Executive

Strategy

6
p51

Chief Operating Officer’s Report

To note the update and agree any
actions proposed.

Iain Dimond,
Chief Operating
Officer

Quality and
Performance

Oxleas Strategy 2021-24
• Priority three – great
place to work
• Building block two –
Bolstering service user
involvement

To note progress on priority one and
building blocks two and three

Workstream leads

Strategy

8
p88

Serious incident report - PM

To note and consider any strategic
implications

Iain Dimond

Governance

9
p94

Safe staffing report

To note and consider any strategic
implications

Jane Wells,
Director of
Nursing

Governance

7
p62

Mortality Surveillance Quarterly
10
report
p107

To note and consider any strategic
implications

11
p115

To note and consider any strategic
implications

Health and Safety annual report
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Jane Wells,
Director of
Nursing
Rachel T Evans,
Director of Estate
and Facilities

Governance

Governance
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150th Meeting of the Board of Directors
10.30am, Thursday 4 November 2021
Black Prince Suite
Holiday Inn London Bexley
Southwold Road
Bexley DA5 1ND

AGENDA
12
Section 75 agreement
p139

To agree and consider any strategic
implications

Sarah Burchell,
Service Director

Committee reports

20 mins

Performance and Quality
Assurance Committee
13
p235
• IBR report

To note the contents of the report
and agree any strategic implications

Quality Improvement and
14
p280 Innovation Committee

To note the contents of the report
and agree any strategic implications

15
Business Committee
p284

To note the contents of the report
and agree any strategic implications

16
Partnership Committee
p304

To note the contents of the report
and agree any strategic implications

17
Infrastructure Committee
p306

To note the contents of the report
and agree any strategic implications

18
People Committee
p308

Governance

To note the contents of the report
and agree any strategic implications

19
Audit and Risk Assurance report
p311

To note the contents of the report
and agree any strategic implications

Health and Safety Oversight
20
p314 Committee

To note the contents of the report
and agree any strategic implications

Yemisi Gibbons,
Non Executive
Director
Amlan Basu,
Non Executive
Director
Jo Stimpson,
Non Executive
Director
Jo Stimpson,
Non Executive
Director
Suzanne Shale,
Non Executive
Director
Nina HingoraniCrain,
Non Executive
Director
Steve Dilworth
Non Executive
Director
Nina HingoraniCrain,
Non Executive
Director

Board reports

Quality and
performance
Quality and
performance
Financial strategy
and performance
Strategic
partnerships
Strategy and
performance
People strategy

Governance

Governance

15 mins

Board visits reports including
21
p316 update on actions

Information relating to the
experience of staff and patients and
assess impact on delivery of trust
objectives

Andy Trotter
Chair

Quality and staff
engagement

22
Council of Governors update
p328

To note the contents of the report

Andy Trotter
Chair

Governance

ANY OTHER BUSINESS
REVIEW EFFECTIVENESS OF MEETING
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150th Meeting of the Board of Directors
10.30am, Thursday 4 November 2021
Black Prince Suite
Holiday Inn London Bexley
Southwold Road
Bexley DA5 1ND

AGENDA
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 13 January 2022 at 10.30am

Page 3 of 3

4

Board of Directors
4 November 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

2
2

Minutes of the Board of Directors’ Meeting held on 2 September 2021
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

Report Summary

Minutes of the Board of Directors’ meeting held on 2 September 2021

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

For approval

Recommendation

The Board is asked to agree the minutes as a true record of the meeting.
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149th Meeting of the Board of Directors
Minutes of the meeting held on Thursday 1 September 2021 at 10:30
Virtual meeting held via MS Teams
Board of Directors
Andy Trotter
Steve Dilworth
Yemisi Gibbons
Steve James
Nina Hingorani-Crain
Suzanne Shale
Dr Ify Okocha
Iain Dimond
Rachel Evans (RCE)
Azara Mukhtar
Jane Wells
Neil Springham
Dr Abi Fadipe
Dr Tom Clark

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

In attendance
Sally Bryden
Alison Furzer (AFu)
Rachel T Evans (RTE)
Lorraine Regan
Susan Owen

Trust Secretary and Associate Director of Corporate Affairs
Director or Informatics
Director of Esates and Facilities
Service Director, Bromley Services
Risk and Governance Manager (minutes)

Observing governors
Sue Sauter
Sue Hardy
Tina Strack
Les Clark
Richard Diment

Public: Bexley
Public: Bexley
Service user/carer: Bexley adult
Public: Greenwich
Lead Governor

Item Subject

Action

1

Noted

Apologies for absence
• Jo Stimpson, Non-executive Director
• Amlan Basu, Non-executive Director
Declarations of interest
• None declared.
AT thanked RD for is work and commitment as lead governor.

2

Minutes of last meeting
Page 3: Amend ‘escalate’ to ‘accelerate’.
Pending this and amendments submitted in advance of the meeting, the minutes of the
meeting on 1 September 2021 were agreed as an accurate record.

Approved

3

Matters arising
None raised.

Noted

4

Board Assurance Framework
It was noted that two new risks have been added to the Board Assurance Framework, one
relating to cyber security and one to achieving carbon zero. Both have been rated as high
risks. The risk relating to ligature risk management has been reduced to a low risk in light of
the mitigations in place and the positive assurances.

Noted

Page 1 of 8

6

Item Subject

Action

SJ – It would be helpful to link risk appetite with the Board Assurance Framework.
SS – The estates team have a ligature management programme which is linked to ICS capital
funding. For the cyber security risk, we need to make reference to the human element.
SD – Is the risk on ICS capital and revenue funding at the right level?
AM – We do not yet have the H2 planning cycle. The revenue risk is low; we are more
concerned about the capital element as this is very over-stretched. We will be asked by the
ICS to cut back on the existing share of the envelope. For the ligature management
programme, this will be considered in terms of how the safety issues fall against other trusts
who also have major issues. In future years, we may have to separate the capital element
into a high risk, but we will keep this as a single risk for this year.
5

Chief Executive Report
Noted
IO presented the Chief Executive’s report. We are maintaining IPC measures for Covid-19
and encouraging staff to have the vaccine. We are awaiting advice on the priority groups for
the booster vaccine. The vaccine programme for 12-15 year olds is a current topical issue
and we await further national guidance on this. We are also entering the flu vaccination
season. The ICS goes live in shadow form from September 2021, and there are some posts to
fill. There are approximately 700 Afghanistan refugees in the Greenwich quarantine hotel,
and we will support them along with our partners. There is a shortage of blood specimen
collection bottles. All NHS organisations have been asked to reduce testing by 25% and we
will consider what this means for Oxleas.
SD – Do we have a time frame how long the shortage of blood specimen collection bottles
will last?
IO – It is estimated that the shortage will last for three or four weeks and we will reduce tests
where we can.
SD - Are we satisfied with the vaccine uptake rate?
ID – We currently have rate of 86% for the first dose and 72% for the second dose. We are
aware that we need to do more to close the gap.
JW – We need to understand how we support staff who are hesitant. Some staff are exempt
due to a previous reaction, or proportionate risk based medical advice. The challenge is that
from 11 November 2021 staff entering care homes have to be double vaccinated. We are
working on identifying gaps and updating the data.
YG – Why is there a gap between uptake of the first and second dose?
JW – Some staff have declined the second dose, but this is mostly due to data collection.

6

Operational update and integrated performance report
ID presented the Operational update and integrated performance report.
Covid-19
As of today, there are Covid-19 positive patients on our wards, and there are a small number
of prisoners who have tested positive. There are four staff with a positive diagnosis and a
further 28 absent for a Covid-19 related reason. The PPE hub has moved to QMH and we
anticipate that we will continue with push deliveries for rest of the financial year. Service
directorates are working to mitigate any problems that might arise due to the care home
vaccination legislation. We are engaged in conversations on how the trust will be expected
to support the 12-15 year old vaccination programme and we will review what this means in
terms of capacity.
Integrated dashboard
There are four indicators we are watching closely:
• 10359 – care plans for prisoner within two weeks: This has been impacted by Covid-19
and access to prisoners but this has started to improve.
• 10322 – CPA six-month reviews: This is subject to variation. Bexley and Greenwich are
close to achieving the target. Bromley and CYP remain the outliers. There does appear
Page 2 of 8
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Item Subject

Action

to be an issue with accurate recording and scheduling of appointments. This is been
monitored through CPA audits
• 11520 – 72-hour post discharge follow up (self-harm): This is subject to fluctuation.
Teams are receiving an exception report and the data is being reviewed by the executive
team.
• 11454 – approval of in-patient rosters: This is subject to variation over time and we are
considering a QI project so improvements can be made.
Operational report
Integrated therapies will not be subject to a procurement exercise and commissioners will
work with us in a collaborative way. The pharmacy contract in Kent Prisons has been
extended to 2023. We expect to receive the outcome of the Kent Prisons bid next week.
The Wandsworth recovery plan is being implemented and reviewed through PQAC. There
have been no further deaths in custody at HMP Wandsworth. The board inquiry will be
brought to the November 2021 board meeting. Across all directorates there are challenges
in relation to waits. This continues to be a major focus and will be for some time. It is
important that our challenges are not obscured by those of the acute trusts.
SD – Is there a longer-term issue with the caring section of the IBR?
ID – This has been impacted by Covid-19.
SD – What are the implications of the s31 discussions in Bromley for integrated practice?
ID – Any review may end up in a situation with a split from social care. The worst outcome
would that arrangements are pulled back, but we are not sensing that Bromley Council are
seeking this. We have strong relationships which put us in good stead.
SJ – To what extent do we triangulate website comments with other comments? Whilst
there are small number of these, some are very negative and could be important.
NS – There is a process to respond via PALS and complaints and they are included in our
patient experience analysis. We ask local teams to review the comments and there is often
context. Many are about access to treatment, and we are monitoring that trend.
YG – Are mitigations for managing waits robust enough and what is the timescale for getting
back on track?
ID – We are confident with the way that current waits are being managed but we have not
seen the funding settlements we had hoped. This will become available but will be
staggered beyond this financial year.
SS – We made a strategic commitment to use remote consultations; is the trend to face-toface the preference of patient or clinician?
ID – Covid-19 necessitated us to deliver some services virtually, but this has a negative
impact on a large number our service user groups. We have given clear messages that we
want to see more face-to-face appointments. AFa has developed guidelines on how to
approach this but we will need to keep revisiting this. For community physical health, it is
appropriate for appointments to be face-to-face. There are opportunities to enhance what
we can do using technology, and this worked well for IAPT, but we need to be judicious on
how we use it.
AM – We have explored a number of ways to mitigate the wait times in MSK services. We
have a good grip on turnover and we will over recruit in areas where we have challenges.
SD – Can we make use of volunteers to telephone patients in advance so we can reduce
cancellations?
ID – We do have reminder mechanisms, but it is worth considering the value of real time
human engagement.
7

Oxleas Strategy 2021-24
Zero delays
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Item Subject

Action

LR presented the update on the Zero Delays workstream. We are familiar with the case for
change to provide the right care at the right time and increase staff satisfaction. A
programme of work has started in CAMHS and this has provided a learning opportunity. This
has motivated staff and created energy. We are aiming for a contact with an intervention
within four weeks, with a focus on community mental health. The steering group will bring
together all the work and propose timeframes and plans.
SD – When will we have some meaningful data on the progress?
LR – Getting a baseline will be important and we are being cautious.
IO – We are excited about the work. We are getting regular feedback on progress.
SS – Has the aim morphed into reducing waits, as I understood that this was to be to reduce
delays in pathways? The evidence for co-production is not available yet and it would be easy
to lose sight of this. We need to be mindful of the extent to which we might get thrown off
track by targets. We need to distinguish between qualitative and quantitative measures.
LR – We are having those conversations. We have focus on waits as we need to understand
what a reasonable wait is in order to reduce delays. Some wait times are national some are
locally determined. Co-production has to be meaningful, and the early conversations have
helped us. It is important to have a target to provide a baseline for services. We will make
the distinction between qualitative and quantitative measures clearer.
SJ – Physical health does not always get the prioritisation it should have; how will we address
this?
LR – The pathway considers points on the patient journey where people are waiting. This has
worked for some parts but not for others. We chose to focus on community mental health
because of national standards.
Creating a safety and learning culture
JW presented an update on creating a safety and learning culture. The focus is on creating a
culture were staff feel confident to raise safety issues, psychological safety and wellbeing,
keeping people safe, inclusivity, leadership and knowledge and learning. One of the key
measures will be getting into top quartile in the staff survey and engaging our leaders.
SJ – The measurement of success should be that services are safer, with a focus on outcome
not process.
JW – We look at the metrics monthly in the Patient Safety Group.
SS – We are the only trust in the ICS with a CQC rating of good for safety. We should aim for
outstanding; how would we achieve this? The content of the syllabus will add value only if it
is embedded in ways of working. NHSI have left it open as to what we do in terms of patient
safety partners. The staff survey provided the basis for benchmarking, but these are proxy
measures; can we make use of additional questions on the outcomes?
JW – We have looked at the role description for patient safety partners and ResearchNET are
interested in shaping the role. This has to be kept live through simulation and learning.
RCE – We have missed the deadline to add questions to the 2021 survey, but we can add
these for 2022.
IO – It is difficult to evidence change; if the culture is right, patient safety will improve.
8

Serious incident report
NS presented the inquiry report of the death of BB. On 28 January 2021, BB was found by
Scadbury Ward staff to be unconscious, not breathing and to have a cord around his neck.
CPR commenced and he was subsequently conveyed to the Princess Royal University
Hospital. BB was declared deceased on 29 January 2021. NS said that it was hard to extract
general learning as the circumstances of this case were quite specific. The incident occurred
at the peak of pandemic, so every procedure took longer, and the ward was under
considerable pressure at the time. There was some learning relating to how BB had created
the ligature and how we liaise with families.
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Item Subject

Action

YG – There is some triangulation between the BAF risk and this incident.
SS – We need to recognise how we learn from this in terms of the skills that BB used to
create the ligature. In the past, older people were considered to be a lower suicide risk. We
need to consider the whole patient pathway. We have the opportunity to be a leader in this.
AFa – We have a plan in place to disseminate the learning.
ID – We need to review the concept of older persons services and keep this conversation
live.
9

Annual reports
JW presented the infection prevention and control, safeguarding and patient safety annual
reports for 2020/21.
Infection prevention and control
The team have sustained core activities in addition to Covid-19 activities, which have
included managing anxiety and advising staff on PPE use. There have been no incidences of
e-coli or MRSA, and there were two incidences of c.difficile. Rates of norovirus were low.
Ward audits have gone well and training compliance is at 80%. The Infection Prevention and
Control Team were awarded the corporate team of the year Recognition Award. The board
acknowledged the amount of work undertaken by a team of two people at a time when little
was known about Covid-19.
Safeguarding children
A number of themes have arisen from the impact of pandemic, which endorses our ‘Think
Family’ approach. There have been new challenges from an increase in non-accidental injury
and domestic abuse. There has been an effective response to domestic abuse, and we
review all case of non-accidental injury. Compliance with training and education has been
excellent. A champions event was held in October. The PRUH mental health liaison team
now has a dedicated paediatric nurse.
SD – How do we expand learning for particular groups?
JW – We have the opportunity to join up with partners.
YG – Where are we on the journey with embedding ‘Think Family’?
JW – ‘Think Family’ is quite new and we have several champions. We have introduced an
iFox monitoring form and a prompt is increasing recording. People do still work in silos;
there is much good practice, but some areas are not so confident.
SJ – It is surprising that these checks are not happening routinely.
SSa – Is the loss of health visiting service a cause for concern?
JW – My team works alongside the Multi-Agency Safeguarding Hub (MASH) so will see all the
referrals coming in. This is monitored closely and there have been no reports of concerns
following the service move.
SS – It is difficult to benchmark safeguarding provision; we appear to be at the lower end of
staffing compared to other trusts?
JW – We are on the lower end. Amalgamating the children and adult teams has increased
capacity. We were in extended Business Continuity mode during pandemic, and we lost one
person due to decommissioning of MASH. We have investment for another year to deal with
demands. The calibre of leadership is good.
Safeguarding adults
We have seen an increase in referrals and domestic homicides across all three boroughs. We
have a focus on use of RiO safeguarding forms. An e-learning for safeguarding adults in
place. We are cascading learning and identifying ‘safeguarding superstars’.
Patient safety
We have made great progress with having Nicola Stacy in place as Resuscitation Officer and
we are making good improvements. We are reducing restrictive practice through a ‘See
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Think Act’ approach and are introducing a train the trainer model for safety pods. We
remain committed to reducing prone restraints.
SD – Achieving zero prone restraints will be a challenge.
JW – We are committed to eliminate this where we can but there will be times when, for
patient safety, this is the best option. A desktop review is undertaken for all prone
restraints.
SS – What have we done in response to trends and learning themes?
JW – We can capture this in future reports.
SJ – We set ourselves four priorities and did not achieve three.
JW – A lot of work is going into this. We need to be smarter on how we collect the data, for
example taking account of the timing of admissions and removing patients who are exempt.
10

Annual reports
NS presented the annual patient experience and complaints reports for 2020/21.

Noted

Patient experience
Highlights have included how we have continued with the ‘must ask’ questions and the
Friends and Family Test (FFT). There was a drop in volume due to Covid-19. Patients are
given the option of a paper survey, text message, email or a hand-held device. Responses
from paper surveys and handheld devices performed better as this is real-time capture. We
are below target in terms of positive ratings, but we are meeting Support Network
Engagement Tool (SNET) targets.
Complaints
The proportion of complaints in relation to overall patient contacts is 0.03%. During the
pandemic, there was a decrease in complaints and an increase in the use of PALS. There has
been a decrease in re-opened complaints. 55% of investigations were completed within 40
days. The QI project had some impact on making improvements. It was noted that CYP
services did well with receiving with compliments, and that this is an area that we need to
explore more.
11

Equality annual reports
The board welcomed the staff network chairs and acknowledged the work that they do. RCE
said that she will collate questions from the networks and bring response to the November
meeting. The questions related to the following three themes:
1. Women’s network: drilling down into the data on the gender pay gap
2. Disability network: how disabled staff are treated in processes and our policy on the
guaranteed interview scheme
3. Mental health staff network: the board’s view on stigma and how we can address this.
RCE present the Equality Annual Report. It was noted that this does not cover all
characteristics, but much work has been undertaken. Building a Fairer Oxleas (BAFO)
remains a priority and a survey has been undertaken to identify what we should focus on for
the next year. It was acknowledged that we have not made the progress we need to on
reducing BAME staff subject to disciplinary investigations and we will do more work on this.
We are consistently holding Just Culture panels and have joined the NHSE Vanguard Scheme.
We have a focus on reducing discrimination. We need to listen to the experiences of the
people who are experiencing bullying. The film on micro- aggressions is starting good
conversations. Behaviours and values need to be embedded into our culture. We are
seeing an increase in people for BAME backgrounds reaching senior posts and we have a
diverse board. We are making reasonable adjustments for those that require this.
SD – We are making good progress and we are managing expectations.
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NHC – This is entrenched and complex and we are approaching this in the right way. We are
looking at the granular detail at each committee meeting.
SS – Harassment, aggression, abuse and bullying are four different things. The data does not
give us an understanding of what people are experiencing. Can this be disaggregated?
RCE – We are frustrated by the generality of survey, but we are interested to compare
directorates. We rely on stories from staff, and feedback at bullying and harassment
workshops. We need to consider how we use behavioural frameworks to manage
performance.
SS – Have we considered using validated questionnaires?
RCE – Will find out if we used these before and consider this.
12

Risk annual report
SO presented the risk management annual report for 2020/21. The number of risks on the
Board Assurance Framework increased from 11 to 17 during the year. Many of these were
Covid-19 risks which have now been mitigated or subsumed into existing risks. The four
significant risks at year end remain and these relate to financial pressures and waits. Board
sub-committee and service directorate risk registers were refreshed through the year. Local
risks reflect the team perception and are a useful way of raising safety concerns.
Developments in the year were the new format for risk registers, developing the risk
appetite framework and the significant assurance rating in the internal audit of risk maturity.

Noted

13

Performance and Quality Assurance Committee report
YG presented the report from the Performance and Quality Assurance Committee. Section
136 compliance is monitored in detail, as is the HMP Wandsworth recovery plan. At the last
meeting, the committee received a presentation from the CYP directorate on the mitigations
that they put in place. The Improving Lives visit to district nursing teams was a positive visit.
The committee continues to monitor learning from Prevention of Future Death (PFD) reports
and thematic analysis.

Noted

14

Quality Improvement and Innovation Committee report
IO presented the report from the Quality Improvement and Innovation Committee. The
three areas of focus are sharing and scaling up good work, meaningful co-production with
service users and ensuring that solutions are embedded and sustained.

Noted

15

Business Committee report
JS presented the report from the Business Committee. For July 2021, the trust delivered a
£1.1m deficit, with a year-to-date surplus of £2.4m. This is £2.4m better than the breakeven
plan. We have returned the unused element of the Covid-169 monies line with SEL policy.
We have not yet received the H2 planning assumptions; the current timelines are October or
November 2021. We expect to meet the breakeven position and all organisations are on
track for the delivering the H1 plan.

Noted

16

Partnership Committee report
The report from the Partnership Committee was noted.

Noted

17

Infrastructure Committee report
Noted
SS presented the report from the Infrastructure Committee. The estates team have brought
forward the three-year programme of proactive ligature management work. There is a
concern that the governance processes for ICS capital negotiations are not optimal in the
long term and AM is reviewing the advice. A risk relating to the aging estate has been added
to the risk register. The Green Plan is a long-term investment and needs to be weighed
against shorter term priorities. This will be discussed further at the October committee
meeting and sign off in January 2022.

18

Workforce Committee report
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NHC presented the report from the Workforce Committee. The committee reviewed the
Workforce Disability Equality Standard (WDES) and the Workforce Race Equality Standard
(WRES). The committee acknowledged that the introduction of agile working was
undertaken in a thoughtful way. The committee noted the Medical Re-validation Report.
19

Audit and Risk Assurance Committee report
Noted
SD presented the report from the Audit and Risk Assurance Committee. The value for money
(VFM) review undertaken by Grant Thornton identified no significant weaknesses and the
recommendations were of a minor nature. The committee noted that our benchmarking on
learning from University Hospitals Leicester was positive. The committee noted that we get
a good return on investment on the contributions we pay to NHS Resolution.

20

Health and Safety Oversight Committee
NHC presented the report from the inaugural meeting of the Health and Safety Oversight
Committee. The committee noted that the Health and Safety Annual Report was thoughtful
and comprehensive. We need to enhance the quality of risk assessments and provide the
necessary training at all levels. The Health and Safety Team will focus on re-auditing the
areas that have a score of below 69%. The KPMG internal audit will look at the design of
controls and how we have seen them operationalised to date.

21

Board visits reports
Noted
SJ – HR teams: The team acknowledged that we are using data better and commented that
it was important that senior managers recognise that delivering change creates a
considerable amount of work.
SD – Scadbury Ward: Due to the recent serious incident, there were some concerns with
morale. An issue on recruitment for an overseas candidate is being dealt with.
SS – Corporate nursing: The visit provided an opportunity to understand areas of activity.
Questions about informatics provision have been followed up by AFu.
YG – Burgess Clinic: Staff appreciated the visit and were pleased to showcase improvements.
SD – Bromley CMHRES: A good visit to a positive team.
NHC – Greenwich HTT: This was a useful visit. The team has a broad and challenging brief.
They have been affected by some recent serious incidents. Consideration needs to be given
to how borough boundaries are managed for patients in B&Bs.
NHC – Oxleas House adult wards: The team reflected on the scale of the work and areas of
responsibility for band 6 staff. There are challenged with retaining band 2 HCAs.
SD – Bromley PCP: A reflective team with a focus on making progress
SD – Bromley peri-natal team: The team are making good use of technology. A new
manager and a new specialist have recently been appointed.
SS – HMP Belmarsh: Staff reported that they can feel cut off. There are difficulties with
recruiting staff when competing against the private sector. The team were aware of BAFO
and Guardian Service.

22

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

Noted

23

Any other business
AT thanked staff network chairs and governors for their contributions.
AT thanked the NEDs for face-to-face visits to teams.
It was noted that the Greenwich Speech and Language Therapy (SALT) summer school was a
great experience.

Noted

Next meeting of the Board of Directors
Thursday 4 November 2021 at 10.30 am
Via MS Teams
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Board of Directors
4 November 2021
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Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

4
4

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Ify Okocha, Interim Chief Executive
N/A

This report summarises changes to the Board Assurance Framework (BAF) since the
September 2021 meeting of the Board of Directors. There are 16 risks on the Board
Assurance Framework broken down as per the table below. The Health and Safety
Oversight Committee and Quality Improvement and Innovation Committee do not
currently hold any BAF risks.
Risk level

PQAC

Business Partnership Infrastructure

People

Total

Low

0

0

0

0

0

0

Moderate

1

2

0

0

0

3

High

3

1

1

2

3

10

Significant

1

1

0

1

0

3

Total

5

4

1

3

3

16

Performance and Quality Assurance Committee
1905: Reducing prone restraint high
Achieving a reduction in prone restraint remains a safety priority for the trust. The
trust has a target to reduce the use of restrictive practice by 10% and the baseline has
been agreed as a starting point of 50 restraints and five prone restraints. In September,
45 incidents of restraint were recorded, four of which were prone restraints. The one
open mitigation action for this risk relates to trialling the use of safety pods, which
allows for a patient to be held in a way which avoids the use of both prone and supine
restraint. This will remain a high risk until the effectiveness of the safety pods has been
evaluated and we understand if this has made a difference to reducing the use of prone
restraint.
1844: Demand on CMHTs high
This remains a high risk with long-term mitigations. We have undertaken work on
reviewing caseloads. There has been a good result with MHIS funding for 2022/23, so
in the medium to long-term, we will be looking to recruit additional staff, and work with
GPs at primary care network (PCN) level. Going forward, mental health practitioners
will also be instrumental in directing flow appropriately at PCN level.
However, demand has continued to rise and there is very marked pressure across our
ADAPT pathways in all boroughs. This has lessened the impact of investment as
caseloads remain high. Key developments to support turning this around aside from the

14

PCN posts already mentioned are further transformation work with third sector
providers (MIND) beyond the front door, a review of current pathways to establish a
model that enables resources to be used as flexibly as possible and increased group
approaches to support.
1912: Pressure on district nursing teams high
Whilst further investment in district nursing has now been agreed for 2022/23, this
remains a high risk due to the workforce challenges. We are looking at a number of
different recruitment options, including apprenticeship and nursing associate roles, but
it does take time for nurses to develop the skills and competencies for district
practice. A review of district nursing caseloads has been undertaken across Bexley and
Greenwich so as to better understand demand.
1913: Reducing wait times in community services significant
Mental health services have not benefited from the same amount of Covid-19 recovery
funding as acute services. The Zero Delays workstream is using QI methodology to
identify better ways of managing waits and in parallel with this, targeted work is taking
place with a number of teams to address waits. This includes how priorities are
reviewed, use of temporary staff and reviewing which patients are on the waiting list.
Aside from ADAPT pathways covered above, the two main challenges in community
mental health services and ALD services are dementia diagnosis and ASD diagnosis. In
adult community physical health, the top three waits are Bexley community rehab,
Bexley community SLT and Bexley community neuro, and in CYP the top three waits are
Greenwich ADHD, Greenwich ASD and CAMHS generic and LDND. Specific mitigations
are in place to address all these areas including creating new posts and working with
partners in the ICS.
Reduced risk: Risk ID 1921: Responding to service delivery concerns moderate
This risk was reduced from a high (12) to a moderate (8) risk by the Performance and
Quality Assurance Committee. Much progress has been made. The Improving Lives
visits are well embedded. The Quality Management Framework is now in place and
structures for reporting to the PQAC have been reviewed. The new arrangements are
working well and are providing an opportunity for directorates to highlight positives as
well as areas of concern. As part of the directorate restructure, consideration will be
given to introducing team level reporting and team dashboards are being developed.
The Quality Assurance CQC Oversight meeting provides an additional layer of assurance.

Business Committee
1177: Financial sustainability of the Trust in the medium/long term significant
The risk to the trust financial medium/long term sustainability is driven by the reducing
contribution of commissioning contracts and the failure to deliver recurrent CIPs. Thus
far the trust has utilised non-recurrent benefits such as vacancy factors and nonrecurrent income and surpluses to mitigate against non- delivery of recurrent CIPs or
decreasing contribution.
1984: SE London ICS financial risk (revenue and capital) moderate
The ICS is currently discussing with the directors of finance the various options to
allocate the H2 revenue funding envelope. A draft allocation will be agreed by SEL chief
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financial officers and directors of finance at the end of October, ready for trust
governance sign-off. On the basis of the H1 and draft H2 allocations, we believe this risk
will be fully mitigated in this financial year, but we would need to reassess this for
future years.
1606: Bed management - key cost driver high
The occupied bed days (particularly for private beds) have been falling in the last
quarter from a peak in May. The acute block beds at the Priory (Hayes Grove) has been
extended to June 2022 to mitigate against the forecast demand.
The spend on private beds is currently costing more than the two wards that were shut.
The trust has commissioned the services of Moorhouse to undertake some targeted
work on the bed management process, as well as the "Great out of Hospital Care
programme". The three key areas of focus are:
1. better understanding by staff about our supported accommodation pathways in
each borough and understanding how we escalate.
2. operational rigour at ward level (looking at discharge planning from the point of
admission to discharge).
3. patient flow hub - a framework that ensures the bed management team focus
on coordinating patient flow themselves.
The directors of acute and crisis services and community mental health services will
review the proportion of known/ unknown patients to presentations to understand if
more could have been done to avert admissions.
1914: Local Authority contracts for integrated and embedded services moderate
The ICS H2 allocation will take into account our overall gap including any unfunded cost
pressures such as the AFC for staff employed under LA contracts. Until further notice,
we expect the risk consequence to remain unchanged.

Partnership Committee
New risk: 2012: Uncertainties created by move to Integrated Care System approach
high
This risk has been opened by the Partnership Committee as a high risk to highlight
emerging risk issues created by the move to the Integrated Care System approach, and
our capacity to respond to and influence the developments. This will be mitigated
through continued involvement in the conversations.

Infrastructure Committee
1994: Cyber security strategic risk high
Cyber security remains a constant threat and controls are continuously reviewed, but
we cannot mitigate against a zero-day attack; this is a software vulnerability discovered
by attackers before the vendor is aware of it. The Infrastructure Committee will receive
a presentation on cyber security in December 2021 and will consider how the board can
be better sighted on this, for example NHS Digital has developed a training package for
boards.
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1995: Achieving carbon zero high
This risk reflects the challenge faced by all NHS organisations, to achieve the NHS target
of net zero carbon emissions by 2032. The risk and mitigations are difficult to specify
currently and are likely to be reformulated once the Green Plan has been developed,
considered and agreed by the committee in December.
New risk: 2006: ICS capital regime significant
This risk has been opened by the Infrastructure Committee to replace risk ID 1997 (and
two other non-BAF risks on the Infrastructure Committee risks register), so it better
reflects the current position and challenges with ICS capital funding and how this could
limit our ability to maintain and improve the trust infrastructure; we will have less
control on how we spend our capital. This will be mitigated though continued
negotiation with the ICS in relation to capital allocations. This has been rated as a
significant (16) risk.

People Committee
1213: Vacancies and recruitment pressures high
This is a constant risk for all NHS trusts and pressures are increasing as new monies are
received. A new role has been created to concentrate on recruitment hotspots and this
is working well. We are being more assertive in our workforce planning, including
increasing the focus on new roles and taking full advantage of apprenticeships. We are
actively exploring opportunities for international recruitment. We are focused on
retention through our ambitious plans to make Oxleas a great place to work.
A revised workforce plan is being designed in partnership with the Director of Nursing,
the Director of Therapies and the Chief Operating Officer. There will also need to be a
clear focus on Medical staffing. Incentives for staff to 'refer a friend' are being
considered. International Recruitment of Kenyan nurses is being explored.
1471: Staff experiencing discrimination at work high
A substantial programme of work - Building a Fairer Oxleas (BAFO)- has started and will
continue to grow to improve the experience of protected groups in Oxleas. BAFO
continues to be an important priority for Oxleas. An active working group on violence
and aggression is being established as a formal sub-committee of the People
Committee. Staff and patient compacts will be co-produced with service users to agree
the mutual expectations of staff and patients to support our values and behaviours.

What is the
purpose of
bringing this
paper to the
board?

1502: Impact of demand on staff satisfaction and retention high
We are increasing the focus on wellbeing support and on agile working to mitigate this
risk. Wellbeing champions are being introduced to signpost staff to the resources
available and to encourage them to take the time to focus on their own health and
wellbeing. Mental Health First Aiders are being given additional training. The Agile
Working policy supports staff to think carefully about resilience and taking breaks.

To note
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Eg for
information/for
decision etc
Recommendation To note and approve the changes to the Board Assurance Framework
Link to trust
strategy
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 our strategic plans,
including our three big priorities; these are mapped on page 3 of the report.
Maintaining oversight of these risks will help to ensure that the trust is able to
deliver the strategy.
N/A

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

29 October 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

Link to strategy

Sets out how the risks relate to the trust stragegy

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

Risks by committee

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

By exception if
there are
significant changes

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

X0AT
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By exception if
there are
significant changes

Monthly

19

Board Assurance Framework - list of risks as at:
X1A0T

ID

Summary risk description

29 October 2021

Board sub-committee

Back to contents

Opened

Date added to
BAF

Current risk score (as at date of report)
Initial risk level
when risk
Consequence
Likelihood
Rating
Level
opened

Target risk
rating

Date target rating
to be achieved

1177

Financial sustainability of the Trust in the medium/long term

Business Committee

01/04/2021

01/04/2021

Significant

4

4

16

Significant

Moderate (8)

31/03/2024

1213

Vacancies and recruitment pressures

People Committee

02/01/2021

01/06/2021

High

3

4

12

High

Moderate (9)

31/12/2021

1471

Staff experiencing violence, aggression and discrimination at work

People Committee

02/01/2021

01/04/2021

Moderate

3

4

12

High

Moderate (6)

31/12/2021

1502

Impact of demand on staff satisfaction and retention

People Committee

02/01/2021

01/06/2021

Moderate

3

4

12

High

Moderate (8)

31/12/2021

1984

SE London ICS financial risk (revenue and capital)

Business Committee

01/06/2021

01/06/2021

Moderate

3

3

9

Moderate

Moderate (6)

31/03/2022

1606

Bed management - key cost driver

Business Committee

01/04/2021

01/04/2021

Significant

3

4

12

High

Low (4)

30/06/2022

1844

Demand on CMHTs

Performance and Quality Assurance Committee

31/12/2019

31/12/2019

High

4

3

12

High

Low (4)

30/06/2023

1905

Reducing prone restraint

Performance and Quality Assurance Committee

21/09/2020

24/09/2020

High

4

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

4

3

12

High

Low (2)

30/04/2022

1913

Reducing wait times in community services

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Significant

4

4

16

Significant

Low (1)

30/06/2023

1914

Local Authority contracts for integrated and embedded services

Business Committee

01/04/2021

01/04/2021

Significant

2

4

8

Moderate

Low (4)

31/03/2022

1921

Responding to service delivery concerns

Performance and Quality Assurance Committee

28/10/2020

28/10/2020

High

4

2

8

Moderate

Low (4)

31/12/2021

1994

Cyber security strategic risk

Infrastructure Committee

17/08/2021

17/08/2021

High

5

2

10

High

Moderate (5)

30/11/2021

1995

Achieving Carbon Zero

Infrastructure Committee

17/08/2021

17/08/2021

High

4

3

12

High

Low (4)

31/03/2023

2006

ICS capital regime

Infrastructure Committee

14/10/2021

14/10/2021

Significant

4

4

16

Significant

Low (4)

31/03/2023

2012

Uncertainties created by move to Integrated Care System approach

Partership Committee

12/10/2021

12/10/2021

High

4

3

12

High

Low (4)

31/03/2022
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Board Assurance Framework 2021/22 - link to trust strategy

29 October 2021

X2A0T

Back to contents

Our three big priorities

Eight building blocks

Risk title
1 - Achieving zero
delays

2 - Delivering great
out of hospital care

3 - Making Oxleas a
great place to work

2 - Bolstering our
1 - Delivering quality service user, patient, 3 - Creating a safety
management
carer involvement and and learning culture
co-production

1177: Financial sustainability of the Trust in the medium/long term

1213: Vacancies and recruitment pressures

1471: Staff experiencing violence, aggression and discrimination at work

1502: Impact of demand on staff satisfaction and retention

1984: SE London ICS Financial risk (Revenue & Capital)

1606: Bed management - key cost driver

1844: Demand on CMHTs

1905: Reducing prone restraint

1912: Pressure on district nursing teams

1913: Reducing wait times in community services

1914: Local Authority contracts for integrated and embedded services

1921: Responding to service delivery concerns

1994: Cyber security strategic risk

1995: Achieving carbon zero

2006: ICS capital regime

2012: Uncertainties created by move to Integrated Care System approach

Page 3 of 17

4 - Increasing our
focus on service user
inequalities

5 - Effective
partnership working

6 - Reducing violence,
aggression and abuse
against our staff

7 - Increasing digital
and remote service
delivery

Environmental
sustainability
8 - Making the best
use of resources
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Board Assurance Framework: month on month risk rating

29 October 2021

X3A0T

Risk level

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Low

0

0

2

1

1

0

0

Moderate

3

3

3

2

2

3

3

High

8

8

7

8

10

10

10

Significant

4

4

2

2

2

2

3

Total

15

15

14

13

15

15

16

Back to contents

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

0

0

0

0

0

Number of risk by level month on month trend 2021/22
18
16
14
4

4

3

2

2

10

10

10

3

3

0
Sep-21

0
Oct-21

2

12

2

10
7

8
8

8

8

6
4
2
0

3
3

3

0
Apr-21

0
May-21

2
Jun-21

2

2

1

1

Jul-21

Aug-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

New risks added 2021/22

Changes to risk ratings 2021/22

Risks removed 2021/222

July 2021
1984 - SE London ICS Financial risk (Revenue & Capital): New risk to replace ID 1565. Rated
as moderate (9).
1985 - Delivery of Financial Plan 2021/22: New risk to replace ID 1877. Rated as low (4).

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.

August 2021
1994 - Cyber security strategic risk: opened as a high (10) risk
1995 - Achieving carbon zero: opened as a high (12) risk
September 2021
1997 - Ligature management works and ICS funding: added as a high (12) risk
October 2021
2006 - ICS captial regime: opened as high (12) risk to replace 1997

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).
July 2021
The Business Committee risks have been reviewed as the financial plan is refreshed on annual
basis based on each year's financial settlement from commissioners. The live financial risks will be
refreshed on an annual basis with tolerated and closed risks reviewed on an ongoing basis to
ascertain if their ratings or assessments need to be changed.
1914 - Local authority contracts for integrated and embedded services: Reduced from a
significant (16) risk to a moderate (8) risk and re-written to reflect the context and position for
2021/22
1177 - Financial sustainability of the Trust in the medium/long term: re-written to reflect the
context and position for 2021/22
1606 - Bed management - key cost driver: re-written to reflect the context and position for
2021/22
1912 - Pressure on district nursing teams: Risk increased from moderate to high. District nursing
has not benefited from increased investment, demand has increased during the pandemic and we
have exhausted all options for diverting work, but we can use winter planning as an opportunity to
highlight gaps. The Trust has put in place non-recurrent funding to support district nursing.
September 2021
1985 - Delivery of Financial Plan 2021/22: Removed from report as this is not a BAF risk.
1921 - Responding to service delivery concerns: Reduced from high (12) to moderate (8) risk.
1939 - Ligature risk management: De-escalated from the BAF; to be replaced with risk on ICS
capital funding for ligature works (ID 1997)
October 2021
The Business Committee risks have been updated to reflect the end of H1 as well as the draft H2
system allocation. NHS England and NHS Improvement (NHSE/I) published priorities and
operational planning guidance for October 2021 to March 2022 on 30 September 2021. The
System envelopes were also published shortly after the guidance. There are on-going ICS
discussions with the DoFs to allocate all the funding streams in H2 and changes in our financial
forecast for 2021/22.
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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.
July 2021
1565 - Collective responsibility for delivery of SE London ICS control total: Closed and
replaced with risk ID 1984
1844 - Finance Covid-19 risk: Closed and replaced with risk ID 1985
October 2021
1997 - ligature management works: Closed and replaced with risk ID 2006 on ICS
capital regime
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Board Assurance Framework: month on month ratings by risk 2021/22

29 October 2021

X4A0T

Summary risk description

Back to contents

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

1177: Financial sustainability of the Trust in the medium/long term

16

16

16

16

16

16

16

Moderate (8)

31/03/2024

1213: Vacancies and recruitment pressures

12

12

12

12

12

12

12

Moderate (9)

31/12/2021

1471: Staff experiencing violence, aggression and discrimination at work

12

12

12

12

12

12

12

Moderate (6)

31/12/2021

1502: Impact of demand on staff satisfaction and retention

12

12

12

12

12

12

12

Moderate (8)

31/12/2021

9

9

9

9

9

Moderate (6)

31/03/2022

1984: SE London ICS financial risk (revenue and capital)

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Target risk rating

Date target rating
to be achieved

Apr-21

1606: Bed management - key cost driver

12

12

12

12

12

12

12

Low (4)

30/06/2022

1844: Demand on CMHTs

12

12

12

12

12

12

12

Low (4)

30/06/2023

1905: Reducing prone restraint

12

12

12

12

12

12

12

Low (4)

30/09/2021

1912: Pressure on district nursing teams

9

9

9

12

12

12

12

Low (2)

30/04/2022

1913: Reducing wait times in community services

16

16

16

16

16

16

16

Low (1)

30/06/2023

1914: Local Authority contracts for integrated and embedded services

16

16

8

8

8

8

8

Low (4)

31/03/2022

1921: Responding to service delivery concerns

12

12

12

12

12

8

8

Low (4)

31/12/2021

1994: Cyber security strategic risk

10

10

10

Moderate (5)

30/11/2021

1995: Achieving carbon zero

12

12

12

Low (4)

31/03/2023

2006: ICS capital regime

16

Low (4)

31/03/2023

2012: Uncertainties created by move to Integrated Care System approach

12

Low (4)

31/03/2022

1177: Financial sustainability of the Trust in the
medium/long term
26
24
22
20

Full risk description

Controls

Mitigation action

By when

1177: There is a risk to the financial sustainability of
the Trust if required recurrent costs are not met with
recurrent income. This requires increased
contribution or CIPs (Cost Improvement Programmes)
to be delivered on a recurrent basis as non-recurrent
mitigations cannot be relied upon year on year.

In 2021/22 the Trust has block funding for H1 with the requirement to deliver
£5.1m CIPs to deliver a breakeven position. At the end of M6, the Trust delivered
a breakeven which effectively meant the delivery of the CIP target nonrecurrently. This is as result of vacancies from the new funding streams as well as
vacancies on established budgets.
The CIP target uploaded to directorate budgets only related to H1, the ICS
discussions on allocating H2 system envelope will invariably require every
organisation to continue to deliver some level of CIP to meet the planned
allocation in H2.
CIPs will be a rolling item for all the directorates monthly finance meetings.
Directorates will be invited to the week 4 Transformation Programme Executive
Group (TPEG) to be monitored and held to account for CIP development and
delivery
Any new bids or contracts will aim to include 13% contribution to existing
overheads. In September 2021, the Trust was successful in the Kent and Medway
Prisons bids (Lot 1 &2); increasing the Trust turnover by circa £21.4m/annum over
7 years. There are a number of upcoming bids including the Southwest England
prisons bid. Due to the successful bid, the Forensics and Prisons directorate are
reviewing the required corporate input to service the enlarged directorate.
SLR reporting will be introduced so that service lines are aware of their
contribution and linked with benchmarking data will highlight areas of work on
the cost base.

Trust wide transformation programmes for 2021/22 including:
-Great out of Hospital Care and Zero Delays (Moorhouse)
-Agile working
-Directorate restructure (as enabler for delivery)

31/03/2024

18
16
14
12
10
8
6
4
2
0
C= 4

L=4

16

SIG

Commentary

Assurances

July 2021: The risk to the Trust financial medium/long
term sustainability is driven by the reducing
contribution of commissioning contracts and the
failure to deliver recurrent CIPs. Thus far the Trust
has utilised non recurrent benefits such as vacancy
factors and non recurrent income and surpluses to
mitigate against non delivery of recurrent CIPs or
decreasing contribution

Reports to Business Executive
Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate directorates
NHSI Risk Rating an indicator of financial risk
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New and defensive bids
-Prisons
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Board Assurance Framework: month on month ratings by risk 2021/22

29 October 2021

X4A0T

1213: Vacancies and recruitment pressures
26
24
22

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.

We have a dedicated role focused on recruiting to hotspot areas. New roles are
being created and we are exploring use of international recruitment and
graduates to address gaps. 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

A revised workforce plan is being designed in partnership with the Director 31/12/2021
of Nursing, the Director of Therapies and the Chief Operating Officer.
There will also need to be a clear focus on Medical staffing. Incentives for
staff to 'refer a friend' are being considered. International Recruitment of
Kenyan nurses is being explored.

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.

20
18

Back to contents

16
14

By when

12
10

C=3

8
6
4
2
0

1471: Staff experiencing violence, aggression and discrimination at
work
26

C=4

12

High

Commentary

Assurances

October 2021: This is a constant risk for all NHS trusts
and pressures are increasing as new monies are
received. A new role has been created to
concentrate on recruitment hotspots and this is
working well. We are being more assertive in our
workforce planning, including increasing the focus on
new roles and taking full advantage of
apprenticeships. We are actively exploring
opportunities for international recruitment - e.g. with
Kenya. We are focused on retention through our
ambitious plans to make Oxleas a great place to work.

Vacancy rate monitoring - target to maintain at <10%
“Time to recruit” monitoring - we are consistently below our peers.

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 was initially
on (a) improving the fairness of our promotion and recruitment processes, (b) improving
cultural understanding and competence, and has now expanded to cover all protected
characteristics. The work 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 Ongoing
will continue to grow to improve the experience of protected groups 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. Reductions of 40% in violence and reductions in challenging settings has been
achieved through the 'Keep Me Safe' QI work and this is being rolled out. Directorate leads
on V&A are being established for each Directorate. Detailed work is ongoing with the police
through Operation Cavell. We have also rolled out body-worn cameras throughout the
Trust.
New values and behaviours framework to provide clarity on the behaviours that are
expected from our staff in all Oxleas settings.

20
18
16
14
12
10
8
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4
2
0

C=3

C=4

12

High

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 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
KPMG to undertake an internal audit of the effectiveness of the Violence and
Aggression support structures
Reports to the Equality and Human Rights Group
Staff Friends and Family Test
Building a Fairer Oxleas pulse survey
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An active working group on V&A is being established as a formal subcommittee of People Committee. Staff / Patient compacts will be coproduced with service users to agree the mutual expectations of staff and
patients to support our Values and Behaviours.

By when

24

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

29 October 2021

X4A0T

1502: Impact of demand on staff satisfaction and retention
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Back to contents

Full risk description

Controls

Mitigation action

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.

Wellbeing champions are being introduced to signpost staff to the wealth 31/12/2021
of resources available and to encourage them to take the time to focus on
their own health and wellbeing. Mental Health First Aiders are being given
additional training.

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.

By when

Agile Working policy supports staff to think carefully about resilience and

Wellbeing sessions continue for all BAME staff to talk about their concerns about
the risks caused by C-19 and more generally.
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.
October 2021: We are increasing the focus on
wellbeing support and on agile working.

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.
A programme of activity is being developed for the winter period to create a sense
of community and fun to build on the staff recognition awards - e.g. Christmas
countdown, virtual concerts and more

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.

1984: SE London ICS financial risk (revenue and capital)
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Full risk description

Controls

Mitigation action

By when

1984: Under the new ICS financial regime the trust will no
longer be able to set capital and revenue plans without
approval from the ICS. This could result in, in-year
adjustment to our funding envelope based on other
organisations' performance, likewise our capital plan could
be constrained by the ICS and other organisation's capital
requirements.

Trust DoF is fully engaged in drafting SEL ICS financial regime.

The trust and ICS would have to abide by the requirement within the
national planning guidance and the long term plan.

31/03/2022

This could mean that despite the Trust meeting its full year
allocated plan, it may have to adjust its spending profile in
light of other SEL NHS organisations’ financial performance
(this applies to both annual capital and revenue)

C=3

L=3

9

MOD

The SEL ICS is establishing formal monthly financial review meetings to review
both capital and revenue with all NHS organisations.
Trust CEO is fully involved in establishing The overarching SEL ICS governance
framework
The Trust will keep tight control on both The in-month and forecast revenue and
capital positions.
Monthly meetings in place between Finance, IT and Estates to review capital
spend and forecast to ensure full utilisation of envelope.

Commentary
September 2021: The ICS is currently discussing with the
DoFs various options to allocate the H2 revenue funding
envelope. A draft allocation will be agreed by SEL CFOs/DoFs
at the end of October, ready for Trust governance sign-off.
On the basis of the H1 and draft H2 allocations, we believe
this risk will be fully mitigated in this financial year but we
would need to reassess this for future years.

Assurances
The Business Executive, Business Committee and Board will be updated on
progress
Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate directorates
Monthly ICS Finance update report provided to the Business Committee, one
month in arrears
Trust CEO is fully involved in establishing The overarching SEL ICS governance
framework
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1606: Bed management - key cost driver
26

24
basis
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22
20
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16

Back to contents

Full risk description

Controls

1606: There is a risk that if the Trust is not able to reduce
demand through the deployment of admission avoidance
strategies and improve 'flow', we will continue to use nonOxleas beds. This would adversely impact the overall
financial position of the Trust. This also adversely impacts 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.

Mitigation action

Investment to support the additional capacity in place on a non-recurrent basis
Daily bed state reports published to monitor usage of beds, including private bed
usage.
Bed management system has been reviewed to strengthen bed state decision
making
Implementation of a 'flow' group
A flow director has been appointed and is due to start in Q4.

Programme in place to develop alternatives to inpatient admission and
30/06/2022
also 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 levels

14
12

Assurances

10

C=3

8

C=4

12

High

6

Commentary

4

September 2021: The occupied bed days (particularly for
private beds) have been falling in the last quarter from a
peak in May. The acute block beds at the Priory (Hayes
Grove) has been extended to June 2022 to mitigate against
the forecast demand.

2
0

Monitoring of financial position reported to Board, Business Committee and
Business Executive Team

By when

This risk will be updated following outcome from the Moorhouse exercise.

Feedback from MADE events
Weekly KPIs reported to TPEG

The spend on private beds is currently costing more than
the two wards that were shut.
The trust has commissioned the services of Moorhouse to
do some targeted work on the bed management process, as
well as the "Great out of Hospital Care programme". The
three key areas of focus are:
1) better understanding by staff about our supported
accommodation pathways in each borough and
understanding how we escalate
2) operational rigour at ward level (looking at discharge
planning from the point of admission to discharge)
3) patient flow hub - a framework that ensures the bed
management team focus on coordinating patient flow
themselves.

1844: Demand on CMHTs
26
24
22
20
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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: the impact of
Covid-19 has heighted this. 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:

There has been a good result with MHIS funding for 2022/23, so in the
30/06/2023
medium to long-term, we will be looking to recruit additional staff, and
work with GPs at primary care network (PCN) level. Going forward, mental
health practitioners will also be instrumental in directing flow
appropriately at PCN level.

C=4

C=3

12

High

Commentary
October 2021: There has been a good result with
MHIS funding for 2022/23, so in the medium to longterm, we will be looking to recruit additional staff,
and work with GPs at primary care network (PCN)
level. Going forward, mental health practitioners will
also be instrumental in directing flow appropriately at
PCN level.

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
Clinical effectiveness
•Referrals
•Waiting times
Quality assurance
•Patient experience data – complaints, PALS, compliments, GP alerts
•Incident data
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However, demand has continued to rise and there is very marked pressure
across our ADAPT pathways in all boroughs. This has lessened the impact
of investment as caseloads remain high. Key developments to support
turning this around aside from the PCN post are further transformation
work with third sector providers (MIND) beyond the front door, a review of
current pathways to establish a model that enables resources to be used as
flexibly as possible and increased group approaches to support.

By when
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1905: Prone restraint
26
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Back to contents

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

Complete and
on-going

C=3

C=4

12

High

Commentary
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.

QI reducing violence and aggression - including preventive strategies, including de-escalation,
‘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

31/12/2021

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
20
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16
14
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2
0

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).

District nurses are at the centre of our response to Covid. Service
30/04/2022
directorates 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.

C=4

L=3

12

High

Commentary
June 2021: Bexley have not had the same financial
settlement, so the pressure are greater there compared to
Greenwich. Discussions are taking place through the local
care partnerships and this will also be addressed through
the Great Out of Hospital Care workstream. Target date
extended to April 2022.
July 2021: Risk increased from moderate to high. District
nursing has not benefited from increased investment,
demand has increased during the pandemic and we have
exhausted all options for diverting work, but we can use
winter planning as an opportunity to highlight gaps. The
Trust has put in place non-recurrent funding to support
district nursing.
October 2021: Whilst further investment in district nursing
has now been agreed for 2022/23, this remains a high risk
due to the workforce challenges. A review of district nursing
caseloads has been undertaken across Bexley and
Greenwich so as to better understand demand.

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

Assurances
Monitoring activity levels, referrals and allocated daily visits
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Discussions are taking place through the local care partnerships and this
will also be addressed through the Great Out of Hospital Care workstream.
We are looking at a number of different recruitment options, including
apprenticeship and nursing associate roles, but it does take time for nurses
to develop the skills and competencies for district practice.
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X4A0T

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.

Mitigations have been agreed at directorate level, and are being monitored 30/06/2023
through the dashboard, and are reported regularly through the monthly
operational report and the quarterly directorate operational review.

20
18
16
14

C=4

12

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

The Zero Delays workstream is using QI methodology to identify better
ways of managing waits and in parallel with this, targeted work is taking
place with a number of teams to address waits. This includes how
priorities are reviewed, use of temporary staff and reviewing which
patients are on the waiting list.

Commentary

10

October 2021: Mental health services have not
benefited from the same amount of Covid-19
recovery funding as acute services. The two main
challenges in community mental health service and
ALD services are dementia diagnosis and ASD
diagnosis. In adult community physical health, the
top three waits are Bexley community rehab, Bexley
community SLT and Bexley community neuro, and in
CYP the top three waits are Greenwich ADHD,
Greenwich ASD and CAMHS generic and LDND.
Specific mitigations are in place to address all these
areas including creating new posts and working with
partners in the ICS.

8
6
4
2
0

1914: Local Authority contracts for integrated and embedded
services
26
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Back to contents

Assurances
Waits are monitored through the dashboard, and are reported regularly through
the monthly operational report and the quarterly directorate operational review.
Monitoring at Board and Executive Team

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. 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: On-going discussions with the Local Authority

31/03/2022

C=2

L=4

8

Mod

Commentary

Work with service leads to understand potential impacts on mental health/CHS
services and agree means of absorbing any displaced staff into existing services.
Review the construct of the LA cash envelopes and ensure that Estates and
Overhead cost are properly identified in the schedule of cost.

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

September 2021: The ICS H2 allocation will take into
account our overall gap including any unfunded cost
pressure such as the AFC for staff employed under LA
contracts. Until further notice, we expect the risk
consequence to remain unchanged

Page 10 of 17

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.
Bromley: There are no immediate plans to renew the current s31 contract,
which has been extended.
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1921: Responding to service delivery concerns
26
24
22
20

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

Improving Lives programme
Quality Management Framework
Freedom to Speak Up arrangements
Complaints process
Serious incidents process
CQC insight reports
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.

Complete

18
16
14

C=4
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8
6
4
2
0

1994: Cyber security strategic risk
26
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Back to contents

L=2

8

Moderate

Commentary

Assurances

September 2021: Reduced from a high (12) to a moderate
(8) risk Much progress has been made. The Improving Lives
visits are well embedded. The Quality Management
Framework is now in place and structures for reporting to
the PQAC have been reviewed. The new arrangements are
working well and are providing an opportunity for
directorates to highlight positives as well as areas of
concern. As part of the directorate restructure,
consideration will be given to introducing team level
reporting and team dashboards are being developed. The
Quality Assurance CQC Oversight meeting provides an
additional layer of assurance

Improving Lives visits
Quality Assurance CQC Oversight meeting
Team dashboards
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

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.

Full risk description

Controls

Mitigation action

By when

1994: Oxleas could be subjected to a cyber-attack
resulting in Trust information (staff, patient,
corporate etc.) falling into the hands of cyber
criminals. The risk to the organisation falls into four
broad categories which are covered by individual
risks in our Trust risk register

•Make sure our Antivirus and all available patches are up to date
•Restrictions on admin accounts related to job roles
•Identified solutions for vulnerabilities implemented asap as requested by NHSD
•Continuous programme of advice and guidance communicated to staff

All non -windows servers will be migrated on to the regular patching
programme

30/11/2021

Establish a routine of regular phishing tests (NHSD recommend every 6
months). One is planned for later this year.

31/03/2022

1) Zero-day attack- a completely new cyber risk
where no work around or patch exists to prevent the
attack, and therefore we cannot mitigate against it;
2) insider threat from our own staff
3) specific identified vulnerabilities, where we know
we have an issue, or a potential issue and we need to
implement technology to close the vulnerability.
4) Human element - ie staff member unintentionally
introducing a cyber threat due to not adhering to
information governance (including errors) and ICT
protocols

C=5

L=2

10

Assurances
•We have systems that monitor our network that identify any potential known
threats
•Admin rights are regularly reviewed and scrutinized
•NHSD best practice guidance is followed in relation to specific vulnerabilities

High

Commentary
August 2021: The cyber threat within healthcare is
evolving and growing. Ransomware deployed by
cyber criminals is currently the likeliest form of attack
but there is also a threat from the increasing
sophistication of criminal cyber groups. Within the
trust, cyber risks are managed daily. Some will be
managed, and some will change over time.
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1995: Achieving carbon zero
26
24
22
20
18
16

Back to contents

Full risk description

Controls

Mitigation action

By when

1995: The Trust may be unable to meet the NHS
target of zero carbon emissions by 2032 due to
•Lack of capital available for investment.
•Lack of resources to take projects forward
•Lack of commitment from all Trust directorates to
reduce carbon emissions within their sphere of
influence

•A Sustainability group is in place to develop and implement carbon reducing
projects
•External consultant (Carbon Architecture) appointed to provide technical support
to the Trust
•Strategy (Green Plan) being developed to reach the targets set by the
government (80% carbon free by 2032 and carbon zero by 2040

Complete the Trust Green Plan
Leads required for all areas covered by the Green Plan

21/01/2022

Complete an Estates action plan for each building to remove reliance on
31/03/2023
fossil fuel. Including outline costs and a program for completion of physical
works

14
C=4

12
10

4
2
0

2006: ICS capital regime

22
20
18
16
14
12
10

High

August 2021: New risk rated at high (12) and escalated to
the Board Assurance Framework by the Infrastructure
Committee in August 2021. The committee noted that
further engagement with the ICS should take place and that
a detailed review of the risk will take place at the October
2021 meeting of the Infrastructure Committee. The
consequences for the trust are not yet clear as this is not
currently a legal requirement. However, there is
reputational risk if the trust does not support the NHS in
meeting the target. Environmental sustainability is also a
commitment in the Oxleas Strategy 2021-24.
October 2021: This risk reflects the challenge faced by all
NHS organisations, to achieve the NHS target of net zero
carbon emissions by 2032. The risk and mitigations are
difficult to specify currently and are likely to be
reformulated once the Green Plan has been developed,
considered and agreed by the committee in December.

6

24

12

Commentary

8

26

L=3

Assurances
•Energy usage is monitored
•Recycling levels are monitored
•A sustainability report will be provided to the IC on a regular basis

Full risk description

Controls

Mitigation action

By when

2006: The new ICS capital regime may limit the Trusts
ability to invest in maintaining and improving its
infrastructure. This could prevent the level of
investment required to ensure safe environments
(such as anti-ligature work), maintain the quality of
environment in an ageing estate, and maintain and
improve the IT infrastructure, as required for modern
service delivery. This could create unacceptable risks
to patient safety, service efficiency and the creation
of a safe, therapeutic environment.

•A 5-year capital programme is being developed to ensure the ICS are aware of
our capital needs over this period.
•The Trust is engaged in discussions with partners in the ICS to ensure a fair
process for the allocation of capital
•Asset surveys are underway or planned for all major building components across
our estate.
•6 monthly monitoring is undertaken of all sites to ensure standards are
maintained
•PPM programme in place across the Trust
•Plans to rationalize the estate portfolio to enable more targeted expenditure
•Ligature audits are undertaken annually and both capital and operational
management plans developed
•A move to a laptop estate and the introduction of IT personas for all staff to
ensure a targeted provision of spend on the right equipment for all staff
•The Estates, IT and Finance teams are represented at all SEL ICS meetings relating
to capital expenditure.
•Good relationships are in place with SEL ICS.
•Cash reserves are available within the Trust to fund projects and there is no
requirement at present for central funding.

Condition Surveys

30/03/2023

Complete development of five-year capital plan for both estate and ICT.

30/11/2021

8
6
4
2
0

Audit the Mechanical and Electrical asset register to develop a programme 31/01/2022
of replacement

Continued negotiation with the ICS in relation to capital allocations

31/03/2022

Trustwide Wi-fi survey to inform 5 year capital programme

30/11/2021

Assurances
C=4

L=4

16

Significant

Commentary
October 2021: New risk to replace the separate risks
on ICS approval of capital schemes (1900), ageing
estate (1996) and ligature programme (1997)

•Year 1 of the ligature programme is already funded and will be implemented this
year.
•Ligature point management works are being identified, that can be taken
forward should there be underspends
•Capital spend is reviewed on a regular basis at Executive Team and Infrastructure
Committee.
•A focus on ligature management is maintained through the Ligature
Management group, Acute Care Forum and Ward Managers meeting
•A Mechanical and Electrical asset register has been compiled
•Regular reports are received from maintenance providers
•Monthly meetings are held with Service Directorates
•Discussions with staff assemblies and Staff partnership group to hear staff
experience
•Patient Experience Feedback
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2012: Uncertainties created by move to Integrated Care
System approach
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Back to contents

Full risk description

Controls

Mitigation action

By when

2012: As new legislation is introduced to create the
Integrated Care System approach to developing
health services, there is a risk that the trust will not
have the capacity to respond to and influence the
developments, resulting in a negative impact on trust
stability and service provision.

•The trust is engaged in discussions with our partners in the ICS, including other
NHS organisations and local authorities
•Oxleas is a diverse organisation, with experience in a range of areas including
partnership working, and we are in a good position in terms of financial
sustainability

Active involvement in fora developing ICS governance structures and
strategy

31/03/2022

Oversight of impact of ICS financial planning and implications for trust

31/03/2022

C=4

L=3

12

High

Commentary
October 2021: New risk opened by the Partnership
Committee

Assurances
•Updates will be taken to the Executive Team, Partnership Committee and the
Board of Directors.
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Board Assurance Framework - longevity of risk as at

29 October 2021

ID

Summary risk description

Risk opened

Longevity in
months

1177

Financial sustainability of the Trust in the medium/long term

01/04/2021

6

1213

Vacancies and recruitment pressures

02/01/2021

9

1471

Staff experiencing violence, aggression and discrimination at work

02/01/2021

9

1502

Impact of demand on staff satisfaction and retention

02/01/2021

9

1984

SE London ICS financial risk (revenue and capital)

01/06/2021

4

1606

Bed management - key cost driver

01/04/2021

6

1844

Demand on CMHTs

31/12/2019

21

1905

Reducing prone restraint

21/09/2020

13

1912

Pressure on district nursing teams

24/09/2020

13

1913

Reducing wait times in community services

24/09/2020

13

1914

Local Authority contracts for integrated and embedded services

01/04/2021

6

1921

Responding to service delivery concerns

28/10/2020

12

1994

Cyber security strategic risk

17/08/2021

2

1995

Achieving Carbon Zero

17/08/2021

2

2006

ICS capital regime

14/10/2021

0

2012

Uncertainties created by move to Integrated Care System approach

12/10/2021

0
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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
1984
1606
1844
1905
1912
1913
1914
1921
1994
1995
2006
2012

July 2021: For risks 1177, 1606 and 1914, the opened date has been adjusted to
reflect that risk has been substantially reviewed to reflect the 2021/22 position.
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Board Assurance Framework - risks de-escalated 2021/22

29 October 2021

X6A0T
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Date added to
BAF

Date removed
from BAF

The programme of works to ensure ligature points are minimised in all Closed
ward environments may be delayed due to the availability of capital
under the ICS capital management regime. This would create an
unacceptable risk to patient safety

17/08/2021

14/10/2021

Replaced with risk ID 2006 - ICS capital regime

•Ligature audits have been undertaken on all wards to ensure
consistency
•A programme has been developed and project management resource
allocated
•A 5-year capital programme is being developed to ensure the ICS are
aware of our capital needs over this period.
•The Trust is engaged in discussions with partners in the ICS to ensure a
fair process for the allocation of capital

The complexity of the ligature risk assessment tool makes it difficult to Live
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.

08/12/2020

15/09/2021

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.
Whilst the risk has been reduced, the ligature work is still
being taken forward by the mental health patient safety
workstream.

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

ID

Description

1997

1939

Risk status

Reason for de-escalating from BAF

Controls

Ligature management group has been established first meeting to be
held in December 2020

Consequence
(Current)

Likelihood
(Current)

Rating
(Current)

Level
(Current)

•Year 1 of the programme is already funded and will be implemented
this year.
•Ligature point management works are being identified, that can be
taken forward should there be underspends
•Capital spend is reviewed on a regular basis.

4

3

12

High

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.

4

1

9

Low

Assurances

Improving Lives visits used to monitor that compliance is sustained.
Revised audit tool presented to the Acute Care Forum for feedback from
matrons and ward managers. Further checks being completed to ensure Feedback from the ward managers commend the simplicity of the audit
reliability and validity of the tool
process and the support from auditors

The Board of Directors suggested that that this risk should
be re-focused to be more reflective of the proactive
Manchester scale used to risk assess ligature points (Ligature Policy)
ligature management work being undertaken by the
estates team, and the allocation of ICS funding for capital Clinical risk assessment of individual patients (clinical risk assessment
projects. A risk to this effect has been opened by the
policy and guidance)
Infrastructure Committee(ID 1997) so this has been
added to the BAF to replace this risk, which will remain
oversighted by the Patient Safety Group.

Monitor Datix reports regarding ligature incidents or near misses
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

1565

1877

1926

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
Closed
contribute further CIP. This risk will be reviewed post COVID-19 funding
arrangements
The finance risk has been split over time periods of initial outbreak,
Closed
recovery period and long term. Phases 1, 2 and 3 have been fully
mitigated.

19/02/2019

08/07/2021

Replaced with risk ID 1984

17/04/2020

08/07/2021

Replaced with risk ID 1985

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.

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

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

3

3

9

Moderate

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

3

3

9

Moderate

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

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

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
undertaken. The PQAC receives a report every month.
Monitoring breaches of the s136 24-hour rule. Datix to be completed
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
the patient in the s136 suite for their own safety.
respect of breach of the 24-hour rule)

3

3

9

Moderate

IT kit made available to a wide-range of staff to ensure that staff are
able to work from home where appropriate

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

1776

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

Where appropriate, accessing new resources - e.g. apprentices, student
nurses etc.
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

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.
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29 October 2021

Board Assurance Framework: proportion of risks by committee as at:

Risk level

PQAC

Business

Partnership

Infrastructure

People

H&S

QII

Total

Low

0

0

0

0

0

0

0

0

Moderate

1

2

0

0

0

0

0

3

High

3

1

1

2

3

0

0

10

Significant

1

1

0

1

0

0

0

3

Total

5

4

1

3

3

0

0

16

Proportion of risks by committee

Back to contents

Proportion of risks by rating
Low, 0, 0%

People, 3, 19%

Significant, 3, 19%

PQAC, 5, 31%

Moderate, 3, 19%

Infrastructure, 3, 19%

Business, 4, 25%
High, 10, 62%
Partnership, 1, 6%

Business
Proportion of risks by rating

PQAC
Proportion of risks by rating
Low, 0, 0%

Significant, 1,
20%

Partnership
Proportion of risks by rating

Low, 0, 0%

Moderate, 1,
20%

Low, 0, 0%

Moderate, 0,
0%

Significant, 0,
0%

Significant, 1,
25%
Moderate, 2,
50%
High, 1, 25%

High, 1, 100%

High, 3, 60%

Infrastructure
Proportion of risks by rating
Low, 0, 0%

People
Proportion of risks by rating

Moderat
e, 0, 0%

Low, 0, 0%

Moderate, 0,
0%

Significant, 0,
0%

Commentary
As at October 2021, the following committees do not hold any
BAF risks:
-Health and Safety Oversight Committee
-Quality Improvement and Innovation Committee

Significant, 1,
33%
High, 2, 67%

High, 3, 100%
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Board Assurance Framework: comparison of initial, target and current risk ratings 2021/22

29 October 2021

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

End Q1
21/22

End Q2
21/22

1177

Financial sustainability of the Trust in the medium/long term

16

8

16

16

16

1213

Vacancies and recruitment pressures

12

3

12

12

12

1471

Staff experiencing discrimination at work

9

6

12

12

12

1502

Impact of demand on staff satisfaction and retention

9

8

12

12

12

1984

SE London ICS Financial risk (Revenue & Capital)

12

6

0

9

9

1606

Bed management - key cost driver

16

4

12

12

12

1844

Demand on CMHTs

12

4

12

12

12

1905

Prone restraint

12

4

12

12

12

1912

Pressure on district nursing teams

9

2

9

9

9

1913

Reducing wait times in community services

16

1

16

16

16

1914

Local Authority contracts for integrated and embedded services

16

4

16

16

16

1921

Service delivery concerns

12

4

12

12

12

1994

Cyber security strategic risk

10

5

0

0

10

1995

Achieving carbon zero

12

4

0

0

12

2006

ICS capital regime

16

4

0

0

0

2012

Uncertainties created by move to Integrated Care System approach

12

0

0

0

141

150

172

Total risk score

201

67

End Q3
21/22

End Q4
21/22

BAF live risks 2021/22
Initial, target and current risk ratings

250

200

150

100

50

0

Commentary
May 2021
Risk 1926 reduced and de-escalated from the Board Assurance Framework
July 2021
1565 - Collective responsibility for delivery of SE London ICS control total: Closed and replaced with risk ID 1984
August 2021
1994 - Cyber security strategic risk: opened as a high (12) risk
1995 - Achieving carbon zero: opened as a high (12) risk
September 2021
1997 - Ligature management works: opened as a high (11) risk
1939 - Ligature risk management: de-escalated from the BAF
October 2021
2006 - ICS captial regime: opemed as significant (16) risk to replace 1997
2012 - Move to ICS system approach: new risk opened by Partnership Committee
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0

Initial rating

Target rating

Start of 21/22

End Q1 21/22

End Q2 21/22

End Q3 21/22

End Q4 21/22

35

Board of Directors
4 November 2021

Item
Enclosure

5
-

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Chief Executive Report
Sally Bryden, Trust Secretary
Dr Ify Okocha, Interim Chief Executive
Public

Report Summary

This report updates Board members on developments both internally and
externally since the last meeting. Key items to note are:
• Publication of new planning guidance
• Developments in our local Integrated Care System and how we are
involved
• The impact of Covid on the organisation and our staff vaccination
performance
• A summary of trust performance and current issues
• Activities we have undertaken to make Oxleas a great place to work
including shadow executive, leadership programme, celebrating
diversity and staff engagement.
• The launch of the flu vaccination programme for staff and the steps
we are taking to encourage colleagues to be vaccinated. The Board
is asked to note the flu assurance checklist (appendix A)
To keep Board members updated on developments and to provide
assurance that action is being taken to:
• Take forward the priorities of our Strategy 2021-24
• Protect staff and patients against flu and Covid-19
• Monitor and improve the effectiveness of the organisation.

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

The Board is asked to receive the report and note any implications for the
organisation.

Link to trust strategy

The report updates on how the aims of the Priority One Zero Delays
workstream is being communicated.
It also shares ways that Priority Three: Making Oxleas a Great Place to Work is
being taken forward as well as the Partnership building block.
The report links to risks relating to financial stability, staff satisfaction and
discrimination against staff and demand on services.

Link to Board
Assurance
Framework
Implications in the
report for:
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Quality
Finances
Equality analysis

Service users/
carers/staff

The performance section highlights issues that may have a potential impact
on the quality of our services. The priorities of our Strategy 2021-24 aim to
improve the quality of our services.
The new planning guidance and Integrated Care System will impact our
financial management and future financial investment.
Key items aim to improve equity including the development of the Shadow
Executive, Black History Month and World Mental Health Day activities. The
NHS Staff Survey is a means of measuring the experience of staff with
protected characteristics.
The implementation of our strategy aims to have a positive effect on service
users, carers and staff and all these groups will be involved in shaping the
actions taken forward by the workstreams. The items described above aim
to improve the health and wellbeing of staff, service users and carers.
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National update
NHS appoints national director of learning disability and autism
NHS England has appointed Tom Cahill as the national director for learning disability and
autism. Tom Cahill, who has been chief executive of Hertfordshire Partnership University
NHS Foundation Trust since 2009, will join NHS England to build on progress already made
in providing people with a learning disability or autism with care in the community, rather
than in inpatient settings.
He will also lead work set out in the NHS Long Term Plan to drive up standards across the
health service and independent sector which provide inpatient care for people with a
learning disability and/or autism.
2021/22 priorities and operational planning guidance October 2021 to March 2022
NHS England and NHS Improvement published updated guidance on 30 September for the
second half of the financial year. The following six areas remain the priorities:
A. Supporting the health and wellbeing of staff and taking action on recruitment and
retention.
B. Delivering the NHS COVID vaccination programme and continuing to meet the needs of
patients with COVID-19.
C. Building on what we have learned during the pandemic to transform the delivery of
services, accelerate the restoration of elective and cancer care and manage the increasing
demand on mental health services.
D. Expanding primary care capacity to improve access, local health outcomes and address
health inequalities.
E. Transforming community and urgent and emergency care to prevent inappropriate
attendance at emergency departments, improve timely admission to hospital for emergency
patients and reduce length of stay.
F. Working collaboratively across systems to deliver on these priorities.
Systems and providers are asked to submit plans for the second half of the year in response.
Trusts will need to submit their final financial plans by 25 November, and we are currently
working with ICS NHS organisations to agree funding envelopes. The ICS fully expects to
submit break even financial plans for October to March (Half 2). The plans will address the
planning guidance and include workforce and activity returns from an ICS perspective.

Regional/system update
James Brokenshire MP
We were saddened to hear of the death of our local MP James Brokenshire on 7 October
2021. James was a strong supporter of Oxleas and, in particular, our work developing
facilities and services at Queen Mary’s Hospital, Sidcup. Our condolences were sent to his
family.
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South East Integrated Care System
At our Board strategy awayday in October, we received a presentation from colleagues at
the SE ICS on proposals for the structure and the approach of the new system. A lively
debate followed on the system-wide aims and the role of the place-based partnerships.
Folake Segun, Director, South East London Healthwatch, presented on the potential for
greater patient and community engagement in the development of health services.
Since the Board awayday, the place-based partnership proposals for Bexley have been
presented to our Partnership Committee and will be followed by discussions on the
arrangements in Greenwich and Bromley in future meetings. The proposals are being
reviewed and we are working on the best way for Oxleas to be represented at these
different fora. Discussions are also taking place on ways the new structures can support the
development of community, learning disability and mental health services for adults and
children.
Jo Mant, Oxleas Head of Stakeholder Engagement, is planning a meeting with local
Healthwatch leads, the ICS engagement lead and Oxleas colleagues to further integrate
patient and community engagement
South London Mental Health and Community Partnership
Discussions are taking place on the development of mental health provider collaboratives in
south east and south west London. An initial meeting has been held to explore how the SLP
structure and expertise developed in running our existing provider collaboratives might be
utilised. A paper will be drafted to be reviewed by trust and SLP leadership and then
brought to the Partnership Committee.

Organisational report
1. Covid-19 update
As of 28 October 2021, the current situation in Oxleas is:

Staff Covid-19 positive
Staff absent due to Covid-19 issues
Patients Covid-19 positive
(community and mental health beds)
Prisons

9
26
1
In HMP Belmarsh, there are 45 positive cases;
and 97 suspected in isolation on one house
block. Two nurses have tested positive, with a
possible further two staff in isolation. We are
working with PHE and Oxleas Infection Control.
In HMP Thameside, there are 2 positive cases
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Covid- 19 vaccination figures
Lateral Flow Testing reporting

and 5 suspected in isolation. All other prison
sites are clear.
Frontline staff % first dose = 87%
Frontline staff % second dose = 75%
Frontline staff % booster = 25%
We encourage staff to test twice weekly and
report on the trust system (PathEKS). Our
uptake for staff testing and reporting this way is
14%.
The data produced centrally from SEL shows a
testing rate of 29%; this includes staff who are
reporting on the government system and may
be reporting less than twice weekly.

Booster vaccination clinics started on 11 October 2021 and these are being regularly
promoted to colleagues. Initial bookings have been strong and we expect colleagues to
continue to book as they become eligible when the six month period from their second dose
is reached.
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2. Performance Overview
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Service user and carer feedback
In addition to seeking feedback through the FFT, we offer service users and carers a survey
based on six additional questions. In September 2021 we received 2,121 surveys from
service users and 128 from carers. In a context of 45,346 clinical contacts across the trust
this equates to a 5% feedback rate, which is 1% up from previous months. Our service users
and carers told us the following:
Positive response
from Patients

Positive Response
from Carers

Received appropriate information

93%

93%

Staff Listened

95%

93%

Families and support networks involved

91%

NA

Felt better as a result of the intervention

93%

94%

Had their communication needs met

84%

90%

Question asked

Here we see a somewhat higher general satisfaction rating than the FFT, but also an
indication that we should continue to monitor how we include families and support
networks and meet communication needs.
Waiting time challenges for community mental health and ALD
1. ADAPT pathway: Average waits for Allied Health Professional (AHP) range from the
highest being 16.6 weeks for Greenwich East to the lowest being 1.4 weeks for
Bexley.
2. Average waits for psychological therapies (PT) range from the highest being 7.5
weeks for Bexley to the lowest being 4 weeks for Bromley East.
3. For out-patients, the waits range from 14 weeks for Bromley East to 4-8 weeks for
Bromley West.
A significant increase in demand compounded by some workforce challenges mean
there are delays in all ADAPT pathways with Bexley the most significantly challenged.
The delays are in three key areas, assessment clinic, care coordination and
psychological therapies. We are reviewing the value of an assessment clinic in an
attempt to reassert the role of trusted assessor. These patients have all been
assessed by PCP and further assessment is delaying intervention. Those waiting for
care co-ordination will be stratified and only those with high risks will require Care
Programme Approach (CPA) and a care co-ordinator (CCO). Others will be offered
group interventions such as stabilisation as an intervention as opposed to a holding
initiative. We are exploring new care navigator roles with MIND that could replace
care co-ordination and new Clinical Associate Psychologists (CAPs) posts are being
recruited to so that we can increase our psychological therapy capacity.
4. ASD waits for diagnosis: Bexley average wait is 256 weeks, Bromley average wait
is 197 weeks and Greenwich average wait is 96 weeks.
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Very long waits for assessment are consistent with the London and national picture.
We are part of the SEL ICS group working to agree a consistent SEL pathway and
approach. Waiting list monies have been deployed to address some waits. A paper
outlining three options for wait list clearance has gone to Learning Disability and
Autism commissioners at their request for consideration and they are indicating a
willingness to fund a solution. We are currently in discussions with three private
providers about outsourcing some assessments to support the recovery.
5. Dementia diagnosis: Bexley average wait is 21 weeks, Bromley average wait is 12
weeks and Greenwich average wait is 25 weeks
Delays are a result of capacity and Covid delays due to long periods where accessing
scans at our acute trusts was problematic. Bromley have now recovered their
position to pre-Covid levels and we are focused on recovery in Greenwich and
Bexley. Three new posts have been created using MHIS funding. Saturday clinics
have been agreed and are being set up and SEL ICS are supportive of looking at
additional scanning venues should we experience disruption to access over winter.
Waiting time challenges for community physical health
Within the community physical health directorate, the teams with the highest waits are all
within the Bexley service, which historically has the lowest level of funded resource. All
three teams below were stepped down during the first wave of the pandemic plus these
services are supporting people who are recovering from Covid who may have become deconditioned or suffered from a neurological deficit caused by the disease. Both factors have
impacted on the high waiting lists.
1. Bexley community rehab: As at October 2021, there are 325 patients waiting, and
of these, 160 have been waiting for over 18 weeks. 134 have been waiting for 011 weeks, 15 waiting for 12-14 weeks, and 16 waiting for 15-18 weeks.
The community rehab team has had a waiting list for many years as a result of
demand being high for a small team. The team was funded for 6.8 qualified staff and
2.60 wte unqualified. Prior to Covid they received approximately 30 referrals per
week but this has been considerably higher since February this year. In April and
May, referrals averaged 41 per week, with a peak of 50 per week in May. By
June/July the average was 32 per week. As a result, there was a high of 390 people
waiting in July/August. Referrals remain consistently over 32 per week. Our
mitigation plans to continue to reduce the waits for this team are: 1) New
investment - we have four new physio posts of which two have been recruited to
substantively. We have been unable to fill the other two posts and are looking at
alternatives such as a change in banding to see if this attracts more candidates. This
includes recruiting to band 5 posts which will involve more supervision and training
support as we do not usually recruit newly qualified staff for independent
community roles. We are also considering the development of rotational posts
between musculo-skeletal (MSK) services and the Community Health Re-habilitation
Team (CHRT) as we feel this may make some of our roles stand out from those
advertised by other trusts; 2) Waiting list – we have been unable to recruit agency
staff via the NHS framework so have asked our local authority colleagues to obtain
agency through their organisation to focus on the discharge support required
through reablement, which has led to a reduction in referrals to this team since
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September; 3) Falls prevention - We have developed a falls training programme
which is being rolled out to the care homes and we have 70 staff signed up for the
first session. This should lead to a reduction in referrals to the team.
2. Bexley Speech and Language Therapy service: As at October 2021, there are 140
patients waiting, and of these, 56 have been waiting for over 18 weeks. 70 have
been waiting for 0-11 weeks, 8 waiting for 12-14 weeks, and 6 waiting for 15-18.
weeks.
This was funded 0.2 wte and has therefore had a substantial waiting list for many
years due to the average number of referrals being 5 per week prior to Covid.
Referrals numbers during Coivd have increased and our plans to reduce the waiting
times are as follows: 1) New investment - We have three newly funded posts of
which one has been recruited to. As our recruitment to the two other posts has been
unsuccessful, we are looking at how we may make these posts more attractive. This
could include a rotation through community and Neuro Speech and Language
Therapy (SLT). We are also considering employing new qualified band 5 roles
however these post holders will need additional supervision and training which in
turn could impact on capacity but will ensure skilled and competent staff for the
future; 2) We are reviewing people on the waiting list via the new care home MDT to
establish if their support can be managed in a different way; 3) Waiting list – we
have been unable to recruit agency staff via the NHS framework and therefore have
offered additional shifts out to trust SLT colleagues via the Bank.
3. Bexley Neuro team: As at October 2021, there are 139 patients waiting, and of
these, 38 have been waiting for over 18 weeks. 87 have been waiting for 0-11
weeks, 7 waiting for 12-14 weeks, and 7 waiting for 15-18 weeks.
The team has recently received additional investment in recognition that the
demand has outstripped the capacity of the funded resource for many years. The
team was also stepped down during the first wave of the Covid pandemic. In recent
months the team have managed to prevent the waiting list from increasing and our
plans to reduce the waits are as follows: 1) Recruitment to five new additional posts
- four have been appointed to and are in various stages of recruitment. All should be
in post by December; 2) Waiting list funding – we have six Band 6 roles available to
the team but they have only been able to recruit to one fixed term post. We have
been unable to find suitable agency locums. The team are undertaking some
additional bank shifts; 3) Recruitment to a team manager post for 12 months which
will release some senior clinical capacity to help with waiting list capacity; 4) We
have initiated clinic sessions at Queen Marys rather than home visits as this allows us
to see more patients. Clinics are not suitable for all patients within this group
however our initial feedback has been good as patients report being more motivated
once out of the home; 5) Implementing a process for all staff to have a dedicated
slot for two new patients per week. This helps the whole team focus on flow through
the pathway.
Waiting time challenges for children and young people
1. Greenwich ADHD: There are 212 patients wating with a projected wait of 5 months

In Greenwich, the initial assessment waiting time has been successfully reduced, we
are now focusing on the post assessment whole patient pathway to ensure a
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continuity of timely service delivery. There is an additional 1 wte agency staff in post
to support this.
2. Greenwich ASD: Average wait time is 78 weeks. There are 708 patients waiting
and 71 assessments completed. The projected wait time is 5 months, but this is
this is dependent on a number of variables, such as vacancies and referral numbers

Waits are significant but reducing. We have recruited to the vacant posts and now
expect the recovery to continue.
3. CAMHS: our most pressured pathways are the Generic and Learning Disability and
Neurodevelopmental teams. For generic CAMHS, referral to assessment within 8
weeks is 64.8% (September) and referral to treatment within 12 weeks is 55.8%
(September). The average wait for first appointment is 8.6 weeks. For Greenwich
CAMHS LD/ND team, the number wating for assessment is 44, and the average wait
is 25 weeks for assessment. The average wait for those seen in September 2021 is
14 weeks. Bromley LAC waits are also increasing and they only have a very small
resource which has been a chronic underfunding gap which we are addressing with
Bromley CCG. The plan is to recruit into new investment roles and implement
CAMHS Improvement Group recommendations. The associate director in CAMHS is
chairing a twice monthly meeting to review the data, those waiting the longest and
review the plans for the young people.

3. Trust developments and strategy delivery
Shadow Executive
The first year of our Shadow Executive will be completed in December. This new approach
has been very successful and feedback from the current participants has been extremely
positive. We are launching the process to appoint a second cohort for 2022. The case study
below is an overview of the Shadow Executive.
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Our Strategy 2021-24 – Zero Delays Priority
We have produced a short film to explain the Zero Delays workstream. In it, Lorraine Regan,
Senior Responsible Officer for the programme, talks about what we aim to achieve and how
we are taking this forward. The film can be viewed at:
• https://vimeo.com/oxleasnhs/zero-delays
Members of the Zero Delays project team are getting in touch with teams across Oxleas to
help review referral systems and service models. We will also be working with service users
to get their input and review the type of information that would support people best when
referred to our services.
Service directorate re-organisation
Our re-organisation along service lines of some of our service directorates took place at the
start of October. The new directorates are:
• Adult Community Mental Health – service director Lorraine Regan
• Adult Community Physical Health – service director Sarah Burchell
• Adult Acute and Crisis Mental Health – service director Aisling Clifford
Flu campaign
We launched our flu vaccination campaign at the beginning of October. We have ‘Flu
Champions’ across the organisation who are vaccinating colleagues in their workplace as
well as a range of drop-in clinics. Many colleagues are also choosing to have their flu vaccine
when they visit QMH for their Covid booster. This activity is supporting by a strong
communications campaign raising awareness of the benefits of the flu vaccine. As of 27
October 2021, our vaccination rate was 15%.
Appendix A is attached which reviews how we have taken forward the flu best practice
management checklist.
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NHS Staff survey
The NHS Staff Survey was launched on 4 October and we are encouraging all members of
staff to complete this. As at 27 October 2021, our completion rate is 32%. The average
amongst our comparator group is currently 31%. This is a good improvement from last
week. We are running a number of initiatives to increase completion rates including:
• Asking all managers to provide staff with protected time to complete their surveys.
• Encouraging and supporting ward-based events to increase engagement, such as
staff survey drop-in afternoons/mornings with cake and tea.
• Running weekly prize draws, where individuals can win a £50 voucher if they
complete their survey. This is facilitated by Quality Health to protect anonymity.
• At a local level some directorates are also running team-based incentives where
teams with an 80% completion rate will receive a prize for the entire team.
The survey is due to close on 26 November 2021, so we still have a month to continue to
work on increasing completion rates.
2021 Recognition Awards
The Oxleas 2021 Recognition Awards were launched in October. We received nearly 350
nominations and the judging process is underway. The winners will be announced in
December.
Promoting compassionate leadership
Our leadership event with Michael West, Professor of Organisational Psychology at
Lancaster University, to promote compassionate leadership at Oxleas was a great success
with many members of staff taking part live and hundreds viewing later. A recording of the
session is available at: http://oxleas.nhs.uk/compassionate-leadership. A second session
with Professor West will take place in December.
Black History Month
October was Black History Month and this has been celebrated across Oxleas in a variety of
ways. Our BAMEx staff network led the way with an event involving historian Paul Obinna
on his Black History, Cultural Capital Timeline programme exploring 8,000 years of African
and European History. The webcast can be viewed at: oxleas.nhs.uk/BHM2021
Two of our nurses also featured in the Royal College of Nursing London Rising Star awards.
Jesca Gudza for her work in the Building a Fairer Oxleas programme and John Owiti for his
work developing a global health partnership. The RCN film of the award winners is available
at: https://vimeo.com/622475332
There has also been a wide range of Black History Month activities across the directorates.
Health and wellbeing events
A wide range of events were held in September/October by our staff to increase awareness
of health issues and promote wellbeing. These include
• World Mental Health Day
• Stoptober
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•
•
•
•
•
•
•

Charity Fraud Awareness Week
World Childless Week
World Suicide Prevention Day
Pride in the NHS Week
World Patient Safety Day
Allied Health Professionals Day
Developmental Language Disorder Awareness Day

More information on these is available on our intranet The Ox.
Visit from representatives of Kenyan Government
On Monday 4 October, we welcomed a visit from the Kenya High Commissioner and
Principle Secretary for Ministry of Health, Kenya to discuss mental healthcare and the
Kenya-UK Strategic Partnership on healthcare.
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Appendix A
Healthcare worker flu vaccination best practice management checklist – for public
assurance via trust boards by December 2021
A

Committed leadership

Trust self- assessment

Board record commitment to
A1 achieving the ambition of 100% of
frontline healthcare workers being
vaccinated, and for any healthcare
worker who decides on the balance
of evidence and personal
circumstance against getting the
vaccine should anonymously mark
their reason for doing so.

The Board regularly discuss the staff flu
vaccination programme. It will record its
commitment to achieving the ambition of 100%
front line health workers in the November 2021
Board to be held in public. Where front line
staff decide on the balance of evidence and
personal circumstances against getting the
vaccine they are being required to complete
and sign a decliner form and state the reason
for not accepting the vaccination.

Trust has ordered and provided the
quadrivalent (QIV) flu vaccine for
healthcare workers

The Trust has ordered the QIV vaccines and the
complete order was delivered for the season.
Vaccinations commenced on 4 October 2021.

Board received an evaluation
of the flu programme 2020/21
including data, successes,
challenges and lessons learnt

The Board received an evaluation of the
2020/21 flu vaccination programme in the
Infection Prevention and Control Annual Report
on 2 September 2021.

Agree on a board champion for flu
campaign

The Director of Nursing is the executive lead
and board flu champion.

A2

A3

A4

A5 All board members receive flu
vaccination and publicise this

All Board members received the flu vaccination
at the strategic board meeting on 7 October
2021 or confirmed that they had already had it
or had appointments booked. Pictures of the
Board members receiving vaccinations were
used in trust publicity both internally and
externally.

A6 Flu team formed with
representatives from all
directorates, staff groups and trade
union representatives

The flu team has representation from all
directorates, staff groups and staff partnership.

A7

Flu team to meet regularly from
September 2021.

The flu team meet regularly from July 2021 and
will continue to March 2022.

B

Communications plan
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B1

B2

B3

Rationale for the flu vaccination
programme and facts to be published –
sponsored by senior clinical leaders and
trades unions

There is wide ranging publication of the flu
programme and facts through various media
sponsored by senior clinicians, directorate
teams and staff partnership. A film of Dr Hilary
Jones being interviewed by Oxleas Head of
Communications on the benefits of the flu
vaccination has been widely publicised.

Drop in clinics and mobile
vaccination schedule to be
published electronically, on social
media and on paper

Drop in and mobile clinics are always published
on the intranet, electronically via e mails, on
social media, on posters and letters. A series of
bookable clinics at QMS is being considered.

Board and senior managers having their The Board and senior managers have publicised
vaccinations to be publicised
their flu vaccinations personally and this has
also been promoted by the communications
team through internal communications and on
social media.

B4

B5

B6
C
C1

C2

Flu vaccination programme and access Access to the programme is highlighted in
to vaccination on induction
inductions.
programmes
Programme to be publicised on
screensavers, posters and social
media

Weekly feedback on percentage
uptake for directorates, teams and
professional groups
Flexible accessibility
Peer vaccinators, ideally at least one in
each clinical area to be
identified, trained, released to
vaccinate and empowered

Screensavers promote flu programme through
a variety of films/images. Posters are widely
circulated and social media has been used to
promote campaign. Further Flu posters and
promotional campaign is being developed.
All directorates and teams receive a weekly
progress report from November onwards.

Each directorate has a list of peer vaccinators.
These are generally heads of nursing and
practice development nurses and champions
from teams themselves. Directorates release
their staff to vaccinate. The corporate nursing
team also support the programme. Additional
bank staff are supporting the flu and covid
booster programmes. Many ward managers
have volunteered and trained as vaccinators
this year too. The flu vaccination is offered to
staff attending for their Covid 19 vaccination
booster.

Schedule for easy access drop in clinics Schedule of drop in clinics and vaccinators to
agreed
sites and meetings is completed and shared
with staff.
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C3

Schedule for 24 hour mobile
vaccinations to be agreed

D Incentives
D1 Board to agree on incentives and how
to publicise this

D2 Success to be celebrated weekly

Peer champion vaccinators can provide 24 hour
vaccinations where required. Roaming peer
vaccinators are scheduled to attend night shifts
to ensure 24 hour provision windows built in.
Incentives have been agreed at and are being
publicised. They include claim your free flu
vaccination and boost your immunity – with
booster gift packs and boost bars to thank staff
for having the vaccination.
The Communications team and each
directorate will be celebrating weekly successes
from November.
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Board of Directors
4 November 2021

Item
Enclosure

6
6

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

Board Operational Report
Iain Dimond - Chief Operating Officer
Iain Dimond, Chief Operating Officer
Public

Report Summary

This report provides a summary from each service directorate
on current achievements, challenges and developments:

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

• Adult Community Physical Health
• Adult Learning Disabilities
• Children & Young People
• Forensic & Prisons
• Adult Inpatient & Crisis Mental Health
• Adult Community Mental Health
For information

The Board is asked to note the content

This report relates to the strategy in several ways including:
• waiting times performance
• service line performance
• partnership working
• workforce
Link to Board
This relates to several BAF risks including those describing pressure on
Assurance Framework services, staffing and service delivery:
1606: Bed management - key cost driver
1844: Demand on CMHTs
1912: Pressure on district nursing teams
1913: Reducing wait times in community services
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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. It also outlines the view of the regulator (CQC)
following an inspection of a number of our prison healthcare services
The report outlines the impact of investment in several developments.
Information is included on steps being taken to improve access for people
with a learning disability to acute physical healthcare.
The report outlines the impact of several developments on people using our
services and their families
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Operational Report November 2021
Adult Community Physical Health (ACPH)
Current Achievements
Accreditation of services
The Cardiac rehabilitation service (Bexley and Greenwich) has achieved accreditation from the
National Certification Programme for The British Association for Cardiovascular Prevention and
Rehabilitation (the governing body for Cardiac Rehabilitation). This certification was provided
following a recent audit and acknowledges the high standards of service provided and acknowledges
the hard work of the team.
Bexley Muscular Skeletal Service (MSK) have been working with Engage consult to implement a selfreferral option for local residents following a successful bid to the Health Innovation Network. MSK
conditions account for 30% of GP consultations. Our new online self referral platform and self
management tools aim to reduce these presentations in primary care. Our audit of the first 10
months of the new provsion has shown 2,946 patients completed a self-referral to the service and
796 people utilised the online self management tools (videos and leaflets) and therefore did not go
on to complete a self referral.
Challenges
Specialist Foot Surgery
Our Podiatric foot surgery team have been impacted by the pandemic because theatre space closed
temporarily while planned surgery was cancelled and staff re-deployed to acute areas. As a result,
there are currently 40 patients awaiting surgery which equates to a 16 week wait. Podiatric surgeons
have been sourced to work on the bank to cover staff annual leave to maximise the use of theatres.
Additional funds are available from the waiting list provision, but we have not been able to secure
the additional theatre space because the acute Trust is also prioritising the reduction of its waiting
lists and therefore utilising the theatre. We are experiencing increased demand and anticipate that
waiting times will further increase. The Consultant Podiatric surgeon and Service Manager will be
attending the Queen Mary’s Hospital (QMH) Estates meeting to negotiate a plan for accessing
additional theatre space.
Greenwich MSK
MSK have had a large reduction in referrals from our contractor, Circle Health Care. Where there is
additional staff capacity, staff are supporting Eltham Community Beds and Bexley MSK.
There are currently an average of 250 referrals per month however, the team has capacity to receive
200 per week. The Associate Director and Service Manager have escalated concerns regarding the
reduced level of referrals to the Circle Director and CCG. The reduction has been most apparent
since restarting the service in March/April 2021. The MSK service was stepped down in December
2021 for 3 months as part of our Business Continuity Plan during wave 2 of the pandemic. The team
are established to deliver private MSK work which we are planning to begin marketing again. Whilst
activity is low in Greenwich, we have allocated 3 staff to work within Bexley MSK to support their
high demand.
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Developments
Intermediate Care
We have recently seen a reduction in use of our intermediate care beds at Meadowview and Eltham
community beds. This has been as a result of several factors:
•
•

•

A reduction in the number of people requiring bed-based rehab as the system focusses on
our ‘home first’ approach
Both units have previously accepted people who do not require bed-based rehab but for
whom provision may not have been available at the time (known as Flex patients). The
system has been focussing on getting these people to the right place, first time which
provides better outcomes
The ability of our local authority colleagues to provide more intensive levels of domiciliary
care at home due to additional covid funding

Post-covid we have seen a trend of increased complexity in the patients being admitted to our
intermediate care beds for rehabilitation and as a result we have started a review of our
intermediate care across the boroughs.
District Nursing
Both Bexley and Greenwich District nursing services continue to experience high demand which
continues to impact on morale and the resilience of the teams. With changes to the way our
partners are working post covid, we feel this high level will continue. We have therefore established
a working group to review our staffing levels, processes, and new ways of working within the service.
An action plan of key areas for review is being developed and will be monitored through our
monthly senior team meeting.

Adult Learning Disabilities
Challenges
Work continues to secure a stable funding stream for Atlas House. This has been raised with ICS
colleagues who are supportive of a renewed focus on creating service stability and a move away
from reliance on ECR income if the patient is a SEL patient.
Achievements
Involvement in partner agency events
Bromley and Bexley CLDTs have been working closely with other agencies on a number of key
events. This has included 2 Transition events (one for each borough) at which the teams had a stand
and were able to talk to service users, families and carers about the transition from child to adult
services and what the CLDT could offer. This was attended by SaLT, CPH/MH nursing and Transition
nursing.
In addition, the team supported the Bexley Voice Mental Health focus day in a session entitled ‘What
Mental Health Support is available for your child if you live in Bexley and how can you access it?'.
This event was aimed at families and carers for children who will be transitioning to adult services.
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In January the team plan to deliver some sessions for a mental health day for people with a learning
disability organised by Bexley CCG. Both Psychology and Nursing are delivering sessions on anxiety
and physical health and its links to mental health. These sessions are for adults with a learning
disability in Bexley and use Mencap.
An Epilepsy and Learning Disabilities half-day session is being developed with support from KHP
(Neurosciences) with an aim for this to run in the Spring. This educational session will have
Consultants from different organisations with the aim to attract attendance from across the UK in
the hope to bring this subject to a wider stage.
Service Development - Liaison work
QEH
The Learning Disability Nurse specialist has supported 50+ adults with a learning disability this
quarter, together with a staff member, redeployed from Day Services, to provide added support to
meet the demand.
Training and Development initiatives have included:
·

A half day training held virtually for the Learning Disability Champions in the Trust. This
included enhanced learning disability awareness training, Mental Capacity Act, Autism
Awareness and a Q&A session with a Mencap Ambassador.

·

Providing Learning Disability (LD) awareness training for the new inductee training sessions,
Mental Health Liaison Team at QEH and 2 of the Acute medicine wards.

·

Providing LD awareness and reasonable adjustments training for overseas nurses, nurse
associates and newly qualified nurses.

·

There is now an accessible hospital experience feedback form which also captures the use of
hospital passport or highlights if this hasn’t been used.

·

The CNS is in the process of completing “ward packs” for each ward and department to
support staff with communication.

·

She is also looking at the discharge planning checklist to see how this process can be
improved.

PRUH
The liaison postholder here is employed by KCH; our LD nursing staff continue to work closely with
her, the LD/Safeguarding Adults (SGA) team and also directly with wards to ensure high quality care
and reasonable adjustments are in place for people with a learning disability in hospital during
planned and unplanned admissions.
There has been extremely positive feedback from the PRUH SGA and other teams about the work of
the Bromley nurses and their proactive and collaborative approach.
The Bromley LD Physical Health nursing team have protocols in place to respond to all unplanned
admissions and to follow up discharged patients within a short timeframe to ensure continuity of
support and are continuing to work to support successful and planned discharges.
A small group has been set up and is meeting to discuss the LD pathway at the PRUH with
representatives from the CCG, LBB, Oxleas, PRU, SGA and the Care Homes Quality Lead. The focus of
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the work will be to produce a shared multi-agency pathway for people with a learning disability
being admitted to and discharged from the PRUH including Urgent Care facilities.
It is hoped that this work can be developed to involve other acute hospitals across BBG in time.
The particular challenges which need to be addressed within the work areas above with both
hospitals continue to be around ensuring appropriate flagging of LD admissions as well as access to
the relevant patient information systems, although there are slightly different challenges in these
systems for each hospital.
This will involve looking at improved electronic flagging systems at the PRUH and consistent use of
Coordinate My Care to provide the detailed information needed to deliver appropriate and effective
care within working hours and also out of hours.

CYP Directorate
Covid-19 Vaccination Programme for 12-15 year olds in school
The Directorate has successfully rolled out the use of Thomson Screener to support e-consent for
Covid-19 Vaccinations for 12–15-year-olds in school. This has supported the co-ordination of the
programme delivery and enabled reporting on consent and vaccination rates. The use of e-consent
for school aged vaccinations will be rolled out across the service.
The vaccination programme started on Friday 24 September and is being rolled out across all 33
secondary schools in the borough (including Specialist and Alternative Provision). The aim is for the
vaccination clinics to have visited all schools by 24 November 2021.
SEND
The Special Educational Needs and Disability Audit (SEND) for all services involved in supporting the
process for children and young people in the Education Health and Social Care (EHC) process was
conducted 5 October 2021. It included representation from all therapy services, community
paediatrics and CAMHS and was led by the Designated Clinical Officers (DCOs) in Bexley and
Greenwich. The audit will evidence how well we are meeting the statutory duties for CYP with
SEND, identify any gaps and help to plan improvement activity.
Waiting Times
The Directorate continues to be challenged with waiting times for appointments across several
services due to vacancy rates. Recruitment campaigns are in place and work is underway exploring
options for creative approaches to recruitment. For some professions there are national shortages.
Recruitment into fixed term posts to support ASD waits has been successful with all posts now filled
and more appointments are being offered.
Development work continues in redesigning pathways for Integrated Therapies. CYP staff have
participated in 3 stakeholder workshops led by RBG and Greenwich CCG, to discuss ideas for service
development. Further engagement events are expected.
CAMHS
The development of the mental health pathway for young people aged 16-25 continues. Oxleas
proposals have been shared with colleagues in the ICS, following internal consultation with relevant
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leads across the trust. An early agreement has been reached in respect of service user/group eligibility
criteria and the potential model. Further discussions are taking place with Adult Mental Health
colleagues, following which recruitment to new posts will commence.
In Greenwich CAMHS a review of clinical in-reach is to commence and a scoping meeting with group
leaders has been set up.

Forensics and Prisons
Current Achievements
Our bid to be the lead provider for healthcare in the Kent Prisons was successful and we have been
awarded a 7-year contract. The team are now in the mobilisation/implementation stage of
engagement with the Commissioners, incumbent providers and our new subcontractor providers.
Everything is on track for commencing the new contract on the 1st April 2022.
Regarding Kent Pharmacy services, we have been offered a contract extension until March 2023 and
we are currently reviewing the extension offer and the Commissioners have agreed to purchase a new
pharmacy robot at HMP Rochester. A contract variation has been signed.
We have had three successful full HMIP/CQC inspections at HMP Belmarsh (2nd-6th August), HMP
Wandsworth (13th -25th September) and HMP Rochester (4th -15th October). From the feedback
sessions, there were no issues at Belmarsh, and several areas of good practice were noted. At
Wandsworth primary healthcare and substance misuse services had no major issues noted but some
areas for improvement. However, there were several serious concerns for mental health services
provided by SLAM. The inpatient Addison unit the inspectors stated was unsuitable for patients. To
remedy this the Governor has secured capital funding of £25k per cell (12 beds) to make
improvements. SLAM have received a warning notice for concerns regarding the waiting list as there
were some 37 patients without any actions taken on the referral and will also receive an improvement
notice for the inpatient unit staffing levels. These have not been issued to Oxleas as the lead provider
but has led us to start reviewing all our sub-contractors to ensure they are fully compliant with the
terms set out in their contracts. At Rochester many areas of good and excellent practice were noted,
however, there was a core concern regarding under-reporting of incidents on Datix leaving the
inspector feeling there was not a culture of reporting which lessens opportunities for learning and
innovation. Additionally, a concern regarding dispensing practice on the Close Separation Unit (CSD)
and some environmental concerns regarding the dental suite.
Challenges
Our on-going challenges remain recruitment and retention of staff especially band 5 RMNs at the
Bracton and band 5 RGNs in Prisons. Additionally, band 7 psychologists across the Directorate. There
are national shortages of both these professional groups.
Developments
The project team is working on the completion of the South-west England Prisons bid for submission
in December as well as other potential bids. Papers are being drafted for the Trust Executive, Board
and Business Committee
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Adult Inpatient and Crisis Mental Health
Change to Service Line
In terms of Service reconfiguration, we have made progress with bedding in changes and creating a
service line identity. We have recruited a new Head of Nursing who starts in post on 1st November.
We are taking the opportunity to refresh governance structures to ensure that all business is
overseen regularly and communicated in a timely way. The directorate management team is
temporarily based on the 3rd Floor of Queen Mary’s Hospital, Sidcup until such time as the offices at
Green Parks House are ready.
We are recruiting to new posts in the shape of Associate Clinical Directors (3 x roles at 2xp.a.’s each).
We hope that these roles will service to provide leadership for the directorate and give opportunities
for clinicians to develop leadership potential and to work with community colleagues to resolve
common issues. We are also exploring ways in which we can secure leadership and representation
for Older People’s Mental Health services.
We have also begun work to establish consistent interface meetings and terms of reference with key
system partners such as the police, ambulance, and acute trusts. We are also prioritising the refresh
of our key policies: Bed Management; Inpatient ward, CRHTT operational policy, Mental Health
Liaison, and the Health Based Place of Safety.
In terms of the financial position, we expect a first service line report in early November. We already
know that our out-of-area placements generate a significant overspend. Out immediate focus will
be to establish grip on bed management and oversight of any out of area placements.
Quality and Performance
In terms of Quality and Safety we have conducted an assurance piece of work regarding out of area
placements to make sure we do not place our patients with providers rated as inadequate by the
CQC. We have put in place increased assurance in place in terms of clinical oversight for those
placed in out of area beds.
We have also started a deep dive into the presentations to our two Emergency Department (ED)
Liaison teams to establish themes which are driving the presentation of known patients to ED. We
expect this work to form the foundation of flow and pathway discussions with our colleagues in the
community mental health directorate.
We have conducted an improving lives review on Betts ward and intend to feedback to the inpatient
teams and develop the action plan in late October/ early November. In terms of releasing clinical
time on all our wards, we intend to work with IT colleagues to maximise the use of technology and
to replicate the success of “eObs” on wards by exploring applications for physical observations. To
Support a more agile and efficient workforce we expect all our CRHTT and Liaison staff to use iPads.
One of our priorities will be to reduce violence and aggression and complaints. To support this, we
will re-fresh forums and forms of communication to ensure that we deliver maximum learning from
incidents and complaints.
To support our performance against key indicators we have begun to put standard operating
procedures in place for all KPI’s, beginning with 72hr follow up and s132 rights. We are also engaged
in pan-London work to digitise and improve the s136 pathway (including form434); the review of the
s135 pathway; and the pan-London programme of work to establish a London Hub – NHS111 First
for London.

59

Our first HR report is due in early November, but we have already identified areas for immediate
focus. These are: retention of our staff, reduction in sickness, being creative with the design of our
workforce models, and rationalising secondments. We also aim to heavily promote the staff survey
and want to improve morale of our staff.
Our service line has already initiated projects which will support the overall efficiency and quality of
our services. One example is the Flow Project – jointly delivered with Moorhouse. It will focus on
operational rigour on inpatient wards, creation of a patient flow control hub; and improved
awareness and navigation of the supported accommodation pathways across the three boroughs.
Service Developments
Crisis Line
The Crisis line enhancement project is well underway. We launched a new telephony system on 21st
October. Our refreshed service offer incorporates an augmented staffing establishment, new
standard operating procedures and 24 hr clinical response and will launch in December. This is a
building block to prepare Oxleas to have a crisis hub model as well as preparation for NHS111 Press
Two for Mental Health Pan-London project.
Mental Health Assessment Areas in ED
The Mental Health Assessment area at the PRUH is due to open in November 2021. The business
case for the Mental Health Assessment area at Queen Elizabeth Hospital is being refreshed with
colleagues at LGT. We are also taking the opportunity to establish a single report for mental health
flow between LGT and Oxleas to include breach reasons. The current, temporary, assessment area is
already well established at QEH.
Crisis Resolution and Home Treatment
We plan to reset our three Crisis Resolution and Home Treatment Teams. This will include a refresh
of the operational and clinical models; home visiting expectations; demand, capacity and
productivity modelling; as well as establishing data entry standards. We will also work with
Informatics to develop consistent team dashboards. A similar reset will take place for Mental Health
Liaison Teams in tandem with the South London Partnership.
Female PICU
In terms of Female PICU, we are working closely with SLP to develop a full business case. In the
meantime, we will contribute to the SLP workstream to standardise the Female PICU pathway across
South London.

Adult Community Mental Health
Older People Mental Health
Challenges and Achievements
In Bromley we are receiving approximately 100 referrals per month as opposed to approximately 60
pre covid and, along with this increase in the volume of cases, they have much more complex social
care and funding needs.
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In Greenwich we have agreed Saturday clinics for three weeks to reduce the waits and there is a
working group set up with key clinicians and operational staff to develop and oversee the recovery
plan on improving access to diagnosis and offer timely treatment.
Despite an increase in referrals, all are triaged, and a plan implemented within 24 hours. Patients are
seen within the 6-week timeframe, and on most occasions within 3 weeks of referral.
Service Developments
The Bromley older people’s community mental health team was the first team to recruit a Nursing
Associate who has subsequently gone on to train as a mental health nurse. They also have a trained
phlebotomist and run physical health clinics for patients who have a diagnosis of psychosis and are
on antipsychotic medication.
Adult Mental Health
Challenges
There has been a surge of referrals to Primary Care Plus which means more time spent on screening,
assessing/ consulting, allocating and delivering service, reviewing, and discharging. The pressure is
felt across all disciplines i.e., psychology, nursing, medics, OTs and social workers. This has created
significant follow-on pressure in our ADAPT pathways across all three boroughs. We are reviewing
the model for this pathway and are working alongside third sector partners to find innovative
solutions for future service delivery.
Workforce
In all boroughs we have been unable to recruit Band 5/6 staff and temporary staffing cannot always
provide locum staff, and when they can they often do not have adequate community experience.
We are seeing a deterioration in response to recruitment campaigns across all professions and bands
and in all broughs although this seems most acute in Bexley.
There are specific challenges in Bexley around leadership with a high number of leadership posts
vacant combined with some long-term sickness.
Primary care interface
In Greenwich we are yet to agree a model for PCN MH practitioners with GP colleagues. We will be
working through this over the next three weeks and hope to reach a resolution by mid-November.
Achievements
In Bromley we saw the launch of the first Structured Clinical Management Group on
04/11/2021. Structured Clinical Management (SCM) is an evidenced based approach that enables
generalist mental health practitioners to work effectively with people with borderline personality
disorder.
We are preparing to undertake team training, as part of the Health Education England programme
on understanding psychosis and bipolar disorder.
Bexley and Bromley have successfully agreed a PCN model and recruited to a significant proportion
of the posts. This will enable us to launch the pathway which is anticipated to contribute to reduced
referrals to secondary care and improved access for patients to early interventions.
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Service Developments
Partnership with MIND
There is excellent partnership working in Bromley and Greenwich with MIND to develop Adult
Mental Health hubs which will provide a single front door to borough Adult Mental Health services.
The key outcomes for the new service will be to reduce waiting times and increase access to
support; reduce the average length of engagement with services; increase community mobilisation
and access to community resources to live well in the borough; and reduce the escalation of mental
health problems because of social factors such as lack of access to housing, employment, and debt
support.
COMHRES - Third sector provider collaborative (Greenwich)
This proposal was the outcome of the SLP Complex Care community rehab workstream. The
COMHRES team has been chosen to be one of the learning sites across the SLP. One of the key aims
of the pilot is to improve the collaboration with the voluntary sector and housing support services to
provide joined up care for individuals with more complex needs already on the pathway. The Team
will work with 6 providers in the borough and will select 10 service users to be allocated personal
health budgets to manage their conditions.
The staffing investment is as follows: 1 x Band 7 OT, 1 x Band 6 Dual diagnosis worker and 2 x Band 3
Peer support workers. Recruitment is currently underway. An evaluation will take place at month 9
to determine whether the project delivered on an increase in reablement activities and
independence for the chosen cohort. The project aims to increase the uptake of personal health
budgets supporting greater individual choice and control for patients.
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Oxleas Strategy – Making Oxleas a Great Place to Work
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Report Summary

This paper sets out our plans to make Oxleas a Great Place to Work – the
third big priority of our Oxleas Strategy 2021 - 2024.
These plans will form part of a wider People Strategy, which will also
include wider issues relating to workforce planning, apprenticeships,
getting the basics right and more. The draft People Strategy will be brought
to the November People Committee.
This ‘Great Place to Work’ plan captures a number of strands of work
around wellbeing, respect, investing in our people, engagement, just
culture, values, BAFO, reducing violence and abuse and more. Some of
these strands are well-developed and are supported by detailed action
plans, others at an earlier stage in their development.
While many of these workstrands will be led by the People Directorate,
they will only be successful if there is active engagement at a local level. We
will be taking time at the Operational Reviews to highlight the excellent
local interventions that support this and other strategic priorities.
A key area of thinking for the coming months will be how we make these
initiatives a reality for those working in some of our most challenging
settings.

What is the purpose
To note
of bringing this paper
to the Board
meeting?
Eg for
information/for
decision etc
Recommendation
The Board notes the issues discussed at the People Committee.
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Link to Trust Strategy Many issues in this paper relate directly to the third big priority in our
Strategy – ‘Making Oxleas a Great Place to Work’
Link to Board
1213: Vacancies and recruitment pressures
Assurance
1471: Staff experiencing discrimination at work
Framework
1502: Impact of demand on staff satisfaction and retention
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
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.
Opportunities to reduce spend on temporary staff if we improve
recruitment and retention of substantive staff
Many of the papers considered at People 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, which directly affects our
quality of care.
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Developing Oxleas as a Great Place to Work
Our ambition is to be an employer of choice, a place where staff feel proud to come to work. To be fair and
inclusive in everything we do, ensuring our staff members have the support they need to thrive and to
deliver the very best patient care. We want every person to be treated kindly, fairly and with care and to
feel valued.
We strive to be the best employer we can be, so that we can attract and retain committed and talented
staff. We will always prioritise the delivery of flexible, responsive and well-led services that improve the
lives of our patients, but we are just as committed to offering flexibility and support for our hard-working
colleagues, to ensure they feel listened to and cared for. We want our staff to feel that their contributions
are valued and they have the opportunity to make real improvements for their services.
We know we will only deliver outstanding care to our patients if we take the best possible care of our staff.
We want our people to be given opportunities to develop and thrive and to feel supported to give their
best every day. The demonstration of kindness, compassion and respect is essential and our values have
been developed to reflect this.

1. Health and Wellbeing
During the large-scale engagement process to determine Our Next Steps, staff wellbeing was identified as
a top priority.
In accordance with the ambitions of the NHS People Plan 2020/21, we have appointed a Wellbeing
Guardian who will be looking at the organisation’s activities from a health and wellbeing perspective and
acting as a critical friend, to ensure wellbeing is given the same weight as other aspects in organisational
performance assessment. We will be launching our new Health and Wellbeing Champions in December.
These are volunteers from across the workforce who will be able to support the health and wellbeing of
our staff members, offering guidance or advice where needed and signposting colleagues to our wealth of
support offers, and raising their profile. This will also include encouraging our staff to take the time they
need to focus on their own health and wellbeing. Our aim is to have volunteers from across the services
who represent the diversity of our workforce and include all levels of seniority.
We are developing a refreshed toolkit for managers to hold regular Wellbeing Conversations with staff.
These will be regular, supportive, one-to-one conversations focused on looking after their wellbeing. These
were particularly important during the pandemic when individual risk assessments were carried out and
allowed us the opportunity to tailor our support offer for each individual member of staff. We are
developing a Wellness Action Plan, which incorporates all elements of wellbeing (mental, emotional,
financial, physical and social).
The Ox already contains a wealth of information and advice for staff to support and promote health and
wellbeing. South East London has developed an excellent resource to provide professional psychological
support for NHS staff and this is being promoted intensively. The national offer also provides some excellent
apps and confidential advice lines, offering support to staff who have had a tough day or are feeling worried
or overwhelmed, are having difficulty sleeping, would benefit from mindfulness or mediation techniques
to reduce stress and build resilience, or need support to manage their finances. We will continue to
promote and develop these resources as well as offering flu vaccinations, access to employee support
programmes and promoting wellbeing initiatives in local areas, led by our Staff Assemblies and Wellbeing
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Champions. We are developing a one-stop shop for easy access to the full range of support on offer, so that
busy staff members can easily see what is available. We are also commissioning additional Mental Health
First Aider training, to ensure volunteers are appropriately supported in this role.
We are committed to preventative management of ill-health and will continue to work closely with our
Occupational Health provider to ensure timely support and interventions to ensure people can remain in
work, with support to manage their health conditions and to ensure that the service meets the needs of
staff.
We recognise that people experiencing mental ill health continue to report stigma and discrimination at
work. Having signed the ‘Charter for Employers Positive about Mental Health’, we are committed to
creating a supportive and open culture, where colleagues feel able to talk about mental health confidently
and can access the appropriate support. A key part of this will be supporting the new Mental Health Staff
Network and supporting all staff to feel comfortable to talking about their own mental health and tackling
stigma.
Key Actions:
• Launch of Wellbeing Champions and ongoing offer for volunteers to take on this role [December
2021]
•

Additional Mental Health First Aider training due to take place later this year [by December 2021]

•

Development of a Wellbeing Toolkit in collaboration with our Wellbeing Champions and our
Networks [Consultation ongoing with a view to being launched in January 2022]

•

Development of a Wellbeing Hub on the Ox for ease of access to the full range of resources on offer,
developed in collaboration with our Wellbeing Champions [by January 2022]

•

Clear requirement for a preventative approach to absence management in our new OH specification
[included in current OH contract review]

2. Ensuring staff are treated with respect
The Trust is committed to ensuring that all members of staff are treated with dignity and respect wherever
they work, free from undue stress, anxiety or fear of intimidation.
We encourage a proactive approach to the early recognition and speedy and effective resolution of conflict
between staff members. We have trained 50 staff members who act as Peer Facilitators, who can work
with the staff members in conflict to create a safe space for an open and constructive discussion, in an
informal setting, with the aim of encouraging both parties to identify solutions to resolve their difficulties.
We aim to promote a culture of openness and transparency whereby staff are actively encouraged to speak
out when they have a concern and, by doing so, enabling concerns to be easily resolved. This is supported
by our independent Guardians and we will continue to review and develop the support options available
to staff.
Our Staff Partnership team also take a proactive approach – creating a safe space for teams to talk about
their experiences and working with senior leaders to find solutions.
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Our new Values have been designed following extensive discussion and feedback from staff. These are
supported by our behaviour framework, which clearly sets out our expectations and our standards. The
behaviours framework will be embedded in all our people processes and will support our work to tackle
bullying and poor behaviours. This will also be supported by our Leadership programme, will also focus on
compassion, how to get the best from people, how to manage difficult conversations and how to manage
conflict.
Key Actions
• Launch of our new Leadership Programme for Band 7s and Band 6s [January 2022]
• Relaunch of the Peer Facilitation offer and support [by February 2022]
• Ongoing review of the support offered by the Guardian Service, informed by feedback from staff
[Ongoing]
• Values and Behaviour Framework to be embedded in all our people processes, with ongoing team
engagement. Teams have been undertaking values workshops since May. Values now embedded
in recruitment processes and will be included in supervision / appraisal by April 2022.

3. Investing in Our People
We are passionate about developing our workforce and have an ambitious plan to better support and tailor
learning needs at different levels of management –
•

An early leader’s programme: focusing on supporting those in first time/early leadership roles to
develop essential management skills and transition from being effective individual contributors to
managing and leading their teams effectively. This is being launched in January.

•

A middle leaders programme: focusing on developing a modular leadership programme, based on
core identified modules (e.g., compassionate leadership, leading effective teams, inclusive
leadership, leading with improvement focus, leading with patient experience)

•

A senior leaders programme: focusing on key elements of the modular programme but with a
greater focus on areas such as strategic leadership, systems leadership and integrating strategy
with cultures.

Providing support to our Early Leaders has been identified as a key priority. Our Team Leaders and Ward
Managers are key in setting the tone for the way teams work and the experience of staff members in these
teams. Over the next 3 years, we are committed to supporting all our early leaders, with a focus on
leadership development, personal development, personal impact and style, team development, team
dynamics, patient experience, quality improvement and influencing for success.
We need to continue to promote the development opportunities we have for staff at all levels. The design
of clear career pathways, career conversations and a clear focus on succession planning (as outlined above)
will support this workstream.
We know that compassionate leadership leads to improved staff satisfaction and engagement. Higher
levels of staff satisfaction results in improved patient satisfaction and quality of care. It is evidenced that,
adversely, poor leadership can result in work overload and high stress levels. In turn, this results in lower
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levels of compassion, lower levels of respect and poor quality of care. We need to look after our teams and
our staff, so they feel supported and able to give their best. We have launched our Leadership
Development programme and will continue to invite guest speakers on key subjects, following the
successful talk on Compassionate Leadership by Professor West.
Key Actions:
• Launch our Leadership Programme [January 2021]
• Focus on development for all staff, be it personal or professional, to ensure they have everything
they need to reach their potential – using a mix of formal, on-the-job development opportunities
and professional leadership [ongoing]
• Continuing focus on Compassionate Leadership and stimulating debate around leadership
[ongoing]

4. Engagement
The most successful organisations are those where staff feel engaged, empowered and valued. Kings Fund
research shows that engaged staff are happier in their jobs and this leads to better patient outcomes. Our
staff are at the heart of everything we do, so listening to their ideas and suggestions is important to us so
that we can improve how individuals and teams work together and therefore improve services.
The heart of effective teamwork is communication. We want to encourage leaders to take ownership for
communication within their teams. In such a large organisation, team meetings are often the best chance
to catch up, share updates, ask questions and share ideas. There is a substantial volume of information
being shared and this means that managers need to help highlight the most important and relevant areas
for their teams.
Monthly Team Briefings have been introduced to ensure key messages are cascaded throughout the
organisation. We know that being able to make suggestions, share ideas and feel listened to is so important.
Our leaders need to be highly visible, enthusiastic and supportive, and role model our values. They should
understand the daily work of their teams, recognise what team members are doing and celebrate their
achievements.
Often the best ideas for improvements come from people who understand the challenges of the job
through personal experience. We want our staff to be playing an active role in shaping our big priorities,
including Achieving Zero Delays and Delivering Great Out-Of-Hospital Care. High-performing teams have
the authority they need to make the right decisions, quickly. Decisions should be made as close to the
patient as possible and our teams should feel empowered to do so. Our leadership development
programmes will continue to support leaders, managers, and teams to continue to build upon their existing
communication and engagement mechanisms, to ensure all staff feel their contributions are valued and
they are engaged in decision making to ensure we meet the needs of our service users.
Employee feedback is essential in tailoring the support we offer. This is gathered and analysed from various
sources throughout the year including the Annual Staff Survey, Focus Groups and Quarterly Pulse Surveys.
Themes identified by staff as areas for improvement are acted upon, in consultation and collaboration with
the individual teams. We need staff to know that contributing their views makes a difference.
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We will continue to develop our engagement framework, as an ongoing relationship with our staff. We see
staff engagement as a constant process with clear feedback mechanisms, so staff know they have been
listened to and their comments will be acted upon. We will listen to staff experience as rigorously as we do
our patients.
Our Staff Assemblies provide opportunities for Directorates to focus on initiatives that will make the
biggest differences to local staff. We have also created a Shadow Executive that enables staff from a range
of roles across Oxleas to feed into the decision-making process at the Executive and ensure that our
decisions benefit from fresh thinking, including from those who are closest to our patients and our frontline challenges.
Key Actions:
• Ensure all Directorates take an active role in getting their teams to complete the Staff Survey so
that we have a clear mandate for change [October 2021]
• Continue to engage staff in all the work we do, including our big priorities and for operational
reviews to focus on the great work happening at Directorate level to support our strategy
[November 2021 and ongoing]
• Launch the second year of the Shadow Executive [November 2021]
• All leaders to take the time to ensure that staff understand that their feedback is valued and taken
seriously. Directorates to be ready to act quickly on staff survey results when they come out [March
2022]

5. Building a Fairer Oxleas
Oxleas has committed to a sustained focus on improving the experience of different groups within Oxleas.
During 2020 and the start of 2021, we had a clear focus on the experience of our Black, Asian and Minority
Ethnic colleagues. We are continuing this focus but also expanding to include the experience of other
protected groups within Oxleas – particularly in relation to disability, LGBTQ+, gender, lived experience of
mental health issues and neurodiversity.
Building a Fairer Oxleas is at the heart of how we make sure that Oxleas is a great place to work, where our
staff feel valued, respected and deliver outstanding care. This workstream has continued to grow and
strengthen over the past year, with the core working group including a large number of staff volunteers,
Executive and Non-Executive representatives, Service Directors and other senior colleagues. We initially
focused on the fairness of processes (recruitment and career progression) and cultural understanding.
Entering into the second year of this programme, we have an ambitious workplan for Year 2 developed in
close consultation with our networks, our volunteers, staff partnership and the People Committee. We will
be working closely with our senior leaders, our networks and staff members to implement these changes.
Key Actions:
• Delivering the ambitious Year 2 BAFO Action Plan [specific timescales set out within the plan]
• Continuing close engagement with networks and creating safe spaces for staff to speak-up –
wellbeing sessions, BAFO volunteers group and more [ongoing]
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6. Just and Learning Culture
We want everyone in Oxleas to feel comfortable talking about incidents and how to resolve them without
fear of blame or punishment – a just and learning culture that directly supports our building block on safety
and learning. This can include Patient Safety concerns, complaints, Serious Incidents and formal HR issues.
We are committed to creating team cultures where everyone feels psychologically safe and knows that
incidents will be reviewed from a learning perspective. Where alternative courses of action are required,
staff members will be supported through these processes. Lessons learned will be shared to ensure
improvements are made and repetition of incidents can be minimised. We have committed to undertaking
formal training, so we can share the learning from other areas where this has been implemented
successfully, and will bring back the lessons learned so we can fully embed a learning culture within our
own teams.
Key Actions:
• Develop a set of principles that will be embedded in our organisational responses when things go
wrong, so that staff feel that there is a just and learning culture at the heart of all we do – working
in partnership with the Director of Nursing, Director of Therapies and others [Ongoing]

•

Embed the lessons learned from the Transforming Organisational Culture – Principles and Practice
of Restorative Just Culture programme – joining the Merseycare programme [dates to be
confirmed]

7. Reducing violence, aggression and abuse against our staff
There is sometimes a perception that facing violence, aggression and abuse is a part of the day job in a
mental health and community trust. We want to make it clear that no-one should have to come to work to
be the target of this kind of behaviour. Oxleas does not tolerate violence or abuse against its staff and it
takes a strong stand against any racist, homophobic or other discriminatory actions and behaviours. This is
one of the key building blocks in our new strategy.
We have a package of interventions in place to reduce the incidence of violence, aggression and abuse
against our staff – the 4 ‘P’s of People, Prevention, Prediction and Prosecution and Restorative Justice.
There is a clear focus on prevention, using our values to develop a clear compact with patients and setting
expected standards of behaviour. Design approached are being explored to promote therapeutic and
peaceful environments. An awareness of local risk factors and mitigations helps in the prediction of
potential incidents and our training and development makes it clear to staff how best to predict and deescalate violence. A compassionate approach towards our service users will help to reduce potential
triggers and visible leadership focussing on pastoral care will enable this.
Quality Improvement initiatives have succeeded in delivering 40% reductions in violence and aggression
in some of our most challenging settings. We are committed to spreading the learning from these
interventions to benefit others – ‘Keep Me Safe’.
Where there are incidents of this nature, the trust will take definitive action to tackle the issue, with the
support of the police and prosecutors, where necessary. There are clear steps for staff in terms of the
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support options available. Feedback is gathered and lessons learned for the future are shared. We will
continue to promote the ‘It’s Not OK’ initiative in our wards and our teams and will continue to track our
progress through the staff survey data. We are working closely with the Metropolitan Police and other
police services to ensure that attacks against our staff are approached with the same rigour as attacks
against the police (Operation Cavell).
Key Actions:
•

•
•
•

Violence and Abuse leads to be identified for each Directorate to oversee compliance, create a
supportive culture, identify themes and report back to the Violence and Aggression Oversight Group
[October 2021]
‘Staff & Patient Compact’ to be co-produced with service users to support our values and behaviour
framework [Co-production work to begin in November 2021]
Support flowchart to be updated and relaunched [Consultation on the redesign is complete and the
relaunch will take place in early November 2021]
Violence and Abuse group to be established as a sub-group of the People Committee [scheduled for
the November People Committee]

Measures of Success
We will measure our progress through the engagement scores in the annual staff survey, quarterly pulse
surveys, our exit and new joiner data, our turnover, our Workforce Race Equality and Workforce Disability
Equality results as well as our Building a Fairer Oxleas pulse surveys. This data will be kept under review at
Executive Committee and at People Committee on a regular basis.
Following discussion at the Board in November about any additional metrics that are required, a more
detailed measurement strategy will be developed.
October 2021
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Report Summary

The paper outlines the infrastructure agreed by the executive to enable
service users, carers, communities and staff to have the necessary
preparation to increase co-production activity across the trust.
Key elements are:
● New involved assistant director, carer and support network and
people people participation lead posts
● An involved advisory group to bring together stakeholders and
monitor co-production quantity and quality
● Specific co-production module on Oxleas early leaders training
program
For information

What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation
Link to trust strategy
Link to Board
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

To note
Building Block two: Bolstering our service user, patient, carer involvement
and co-production
No relevant BAF risks

Increase coproduction
Adds value through volunteering
Diversifies workforce
Will involve more service users and stakeholders
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Strategic Building Block two: Bolstering service user inclusion and co-production
Background
Evidence increasingly shows involvement and co-production raises both staff and service
user satisfaction, increases efficiency and reduces serious incidents (Locock et al., 2021).
Example: In 2012, despite a number of interventions attempted, one of
Oxleas acute wards continued to experience staff turn-over problems,
violence and aggression incidents and multiple formal complaints each
month. ResearchNet and the ward undertook experience-based co-design
with service users which greatly improved incidents, staff morale and had a
measurable impact by reducing complaints reducing them to zero for 23
months continuously (Springham & Robert, 2015). The project remains
highly valued by staff involved and resulted in a visit from the deputy prime
minister as featured in BBC news.
Co-production represents a deeper development in the way effectiveness in healthcare is
considered. Better outcomes can be achieved when those using services contribute more
actively to their own care and the delivery of services to others. This paradigm is explicitly
cited as an expectation in the NHS plan and now consistently appears in NHS policy
documents. Historically, some projects which claim co-production have been criticised as
merely consultation, with service users brought late into the process without much
influence. Criteria now exist to estimate levels of co-production and such practices are
becoming unacceptable. Figure 1 (below) is one such three level evaluation system.
Organisations that do not demonstrate credible levels of co-production face opportunity
costs and reputational risks.

Figure 1: New Economics Foundation three levels of co-production tool (Skills for Care,
2018)
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The complexity entailed in realising the gains of involvement should not be underestimated.
The approach may require disruption (albeit positive) to established service delivery
approaches. Reasonable adjustments to meeting structures or QI methodologies will be
needed to allow wider participation. Without preparatory inputs, co-production projects are
unlikely to succeed but teams may lack the skills or time to build the foundations for
projects. Specialist “people participation” roles are being utilised to good effect to support
teams move to co-production. Importantly, whilst co-production can initially seem time
consuming, this upfront investment is offset against how its gains tend to be more effective
and sustainable in the long term.
In 2018 the CQC observed that whilst Oxleas had pockets of very good involvement practice,
a more joined up and systematic approach was needed. By comparison with partner London
Trusts, Oxleas has relatively under-invested in systems to support the spread of coproduction initiatives. Our Strategy 2021-24 now addresses this by placing “bolstering
service user, patient and carer involvement in co-production” as its building block number
two. We intend the strategy to impact on three levels:
1: Individual level
The primary area of co-production must be in care planning. Our audits monitor the
level of input service users and support networks have in devising the treatment
strategy. Staff involvement in other macro-levels of co-production (below) should
support this micro-level.
2: Team level
Teams gather thematic information from patient experience and patient safety
processes from users of service. Co-production is essential to make quality
improvement approaches responding to such monitoring more effective
3: Organisation level
Our organisation must serve the needs of its local population and therefore must coproduce with its service users/carers, staff, membership, partner organisations and
public.
Progress to date:
Since launching the strategy, we have been building a shared vision with the following
stakeholder:
● Volunteering, ResearchNet and lived experience practitioners
● Membership and Governors
● Carers groups and community groups
● Staff leadership and training
● Equality and diversity lead
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● Quality Improvement team
● Patient experience (including PALs and complaints)
● Strategic executive group
We have also reviewed neighbouring Trusts’ involvement structures within the SLP. By
comparison, we specifically: lack a central lead and infrastructure across the trust; have no
carers/support network lead or “People Participaction” roles. As a result of scoping and
consultation, we have developed the Oxleas involvement infrastructure, agreed by the
executive with a business case being processed through the financial stability group
Proposal
To achieve building block two in our strategy we must address a long-term underinvestment
in the structure of co-production. This must of course be balanced with building block 8 of
making best use of resources in difficult economic times. Having scoped out other
organisations, the following structure (figure 2) represents the minimum needed to support
co -production at Oxleas and bring it nearer to its neighbouring trusts.

Figure 2: Proposed Involved infrastructure
Figure 2 shows:
● A new assistant director for involvement role (8c) will lead strategy implementation
and oversee People Participation (PP) officers and leads, volunteering services, and
Carer Support Network lead. This role will need both an outward focus on
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●
●
●

●

communities and an inward focus on organisational structures.
A new carers and support lead role will be reinstated (b5)
A new b6 People and Participation Officer will replace the volunteering lead. This
role will organise and direct the People and Participation leads.
New People and Participation leads (b4) will serve the three boroughs' mental and
community health populations. A more specialist PP approach will be needed for
learning disability and CYP given their unique features.
A new Involvement advisory group will support the infrastructure with
communication support and expertise by directly linking membership (including
governors), leadership and QI leads. It will address supply and demand issues needed
to increase the volume and quality of co-production in the trust. Table 1 shows that
in business terms this equates to the following investment:

Table 1: Posts required for Involved Infrastructure
New Posts

Posts to be Disestablished

Involvement assistant director FT 8c

Volunteer, LXP lead FT 8b

People Participation Officer, FT b6

Volunteer Coordinator, FT b5

People Participation Lead b4 x3
Carers/ support network Officer b5 FT

Action plan:
● The involved advisory group can begin on a monthly basis and define its ToRs,
membership, and measures for evaluating and supporting existing co-production
across the relevant domains of activity in the Trust.
● A consultation in volunteering services will allow the recruitment of relevant staff
● Teams will become equated with their people participation leads to increase coproduction
● Develop an Involved strategy to address how the levels and types of involvement will
be improved and sustained.
Outcomes
We anticipate measurable positive impacts in the following:
Individual Level
Support network engagement and care planning audit scores to improve
Team Level
Family & Friends satisfaction percentage scores to increase
Complaints to reduce in attitude and communication domains (two of top three
complaints areas)
Organisational level
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Oxleas strategy can demonstrate how it listens to the communities it serves to make
strategy
Oxleas board committees have oversight of how it supports the quantity and quality
of co-production across its services
Supporting strategic aims:
We foresee that co-production will positively support our strategy's main priorities:
1) Zero Delays: Co-productive learning between service providers and users is
essential to understanding and solving barriers to smooth transitions within services.
We also need links with underserved communities to understand hidden barriers to
treatment which result in delays. The Involved infrastructure can host community
events with partner organisations to link with underserved populations. People
participation leads can then work with those groups to show how membership of the
Trust, volunteering etc can be ways to influence how we deliver care in a way that
removes barriers. Likewise, teams wishing to understand user experience of delays
approach their people participation leads to build their working QI group. The
Involved infrastructure will maintain a database of candidate populations and offer
preparation to them to support the co-production meetings. This can include
offering involvement opportunities to existing service users as treatment progresses,
which can speed up delays in discharge due to social factors.
2) Great out of hospital care: A wide range of opportunities will be needed to create
a community offering that intervenes early and keeps people well. Stepped care is
made possible when professional services interface with volunteering opportunities,
link with partner organisations and utilise the potential of interventions delivered by
people with lived experience.
3) Making Oxleas a great place to work: evidence shows that co-production makes
work for staff more creative and satisfying. Our strategy’s building block three aims
at a safety and learning culture which will improve understanding of safety by
drawing on insights from multiple sources. This can be supported by how our
developing Patient Experience quality approach evolves from predominantly
evaluating satisfaction with services to involving people in helping us understand
how services work and feel so as to improve them. Staff will be supported through
our leadership program to develop confidence and skills to undertake qualitative
approaches to learning from service users, carers and the public.
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Appendix

Examples of return on investment from Qi

Example 1 - Violence and aggression (Cost avoidance, staff and patient experience returns)
In Oxleas, we have seen approximately a 40% reduction in violence and aggression incidents
on the participating wards due to the Qi programme. It shown that by reducing violence and
aggression on wards, you reduce the number of sick days taken by staff. This is seen as a
‘cost avoidance’ benefit, because the organisation is not paying agency or bank to cover
staff sick days, estates repair costs, litigation/legal costs etc. There is also a return on
investment on patient and staff experiences (more joy at work).

Example 2 – Falls – (Cost avoidance, patient experience)
The primary falls Qi project on Meadowview has enabled a sustainable reduction in patient
harm from falls. This is seen as improved cost avoidance but primarily improved patient
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experience and harm prevention. This is being scaled up and spread to ECB and older adults'
wards.

Example 3 – Stock control (Productivity and Efficiency, cost reduction and staff experience)
Numerous stock control Qi project have been implemented across the trust all showing
improvements in stock control and reduction of waste

Example 4 – Handover ( Productivity and Efficiency, cost reduction, staff and patient
experience) Community nursing team Qi project to improve and reduce the time taken to do
the daily handover. Time taken has reduced by 50% which has released time to care.

Example 5 – Improving family involvement (patient experience and cost reduction) This
evidence-based Qi project evidenced that initiating change ideas to increase family
involvement has lead to quantifiable improvement in patient outcomes and a potential
reduction in length of stay.
Return on investment
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Building Block
Two:
Bolstering service
user involvement
and co-production
Neil Springham
Workstream Lead
1

Background
80

Our aim is for a “nothing about us without us” approach to the delivery of patient care. To
achieve this, we will need effective service-user, patient and carer involvement to take place
routinely across the breadth of our services.
We have pockets of great practice and some very well established
service user and carer involvement groups.
However, recognising that involvement and co-production raises
both service user and staff satisfaction, increases efficiency and
reduces serious incidents, we want a comprehensive approach
across the whole organisation.
It has therefore been agreed as one of the main building blocks to
achieving Our Strategy 2021-24.

2

Case for change
81

In 2018, the CQC observed that whilst Oxleas had pockets of very good involvement practice,
a more joined up and systematic approach was needed. By comparison with similar London
Trusts, Oxleas has relatively under-invested in systems to support the spread involvement
initiatives.
Service user experience and outcomes
• Supports care planning
• Increase satisfaction
• Reduction in serious incidents
• reduction in complaints
• Increased agency in own recovery
Meeting national requirements
•
NHS Act 2006
•
NHS Constitution 2013
•
NHS Long Term Plan 2019
•
NHS Outcomes Framework 2013
•
CQC Assessment Framework 2013
•
Francis Report 2013
Use of resources
• Increase clinical effectiveness
• Positively impact zero delays and supports discharge planning
• Formal Involvement structures creates eligibility for additional funding sources
•

Volunteering added ££1,002,667 to Oxleas in 2017 Positively

3

Vision and outcomes
82

The vision for Building Block Two: Bolstering service user involvement and co-production workstream is to become a
leader in co-production and service user/carer involvement. We will deliver this through:
▪
Improving service user/carer involved at the individual, team/directorate and organisational level
▪
Delivering an effective infrastructure to provide guidance and support to the organisation
▪
Enabling comprehensive adoption of co-production across the organisation to national standards
Proposed outcomes

Quantitative
✔ Improved Friends and Family test scores
✔ Reduction in complaints on staff attitude, behaviour and communication
✔ Improvements in care planning audits
✔ Increased number of people involved in co-production activities
✔ Improvement in NHS staff survey result for organisation acting on concerns raised
by patients

Qualitative
✔ Organisation is perceived as leader in co-production and service user/carer
involvement
✔ Recognition of good practice from the wider system

4

Programme development
83

Since the launch of the trust strategy 2021-24, we have been building a shared vision with
the following stakeholders:
●Volunteering, ResearchNet and lived experience practitioners
●Membership and Governors
●Carers groups and community groups
●Staff leadership and training colleagues
●Equality and diversity lead
●Quality Improvement team
●Patient experience (including PALs and complaints)
●Informal strategic executive
We have also reviewed neighbouring trusts’ involvement structures within the South London
Partnership.
This has helped shaped the foundations for our Service user involvement and co-production
strategy and the infrastructure we will need to take this forward.
5

Programme approach
84

Phase 1
Strategy and infrastructure
development
• Developing and agreeing
strategy with service
users and carers
• Establishing our Involve
Advisory Group
• Developing infrastructure
to support programme
• Establish co-production
standards

Phase 2
Strategy implementation
Implement strategy through:
• Increased pool of people
interested in service users
involvement/co-design
activities
• Increased spread of co-design
activities across organisation
• Service user involvement
being at core of trust activities
and developments

6

Strategy foundations
85

The aim of the strategy will be to bring service user involvement and co-production to the centre of all trust activities
and developments. For this to be successful, it will need to operate at three main levels and join several teams/groups in
a common purpose.
The elements that will need to be brought together include:
Individual

Team/directorate

Organisation

• Patient/care and clinician
interaction leading to co-designed
care plan

• Co-production of service
improvements

• Co-production across
organisation and for
organisational change both
within Oxleas and ICS

Key enablers
• Practice development
• Supervision

Key enablers
• People Participation Leads
• Involve Advisory Group
• Qi/complaints/PALS
• Patient Experience Leads
• Early leadership development

Key enablers
• Involve Advisory Group
• Executive Director Champion
• Work with Board and Board
sub-committees
• Work with Strategy priority
workstreams

The strategy would be led by the Director of Therapies who would report on progress to the Board through the Strategy
reporting structure
7
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Involved Advisory Group

Membership

Role

• Representatives of Council of Governors, ResearchNet,
Volunteers, Service User/Carer groups, HealthWatch
• Colleagues from leadership and training, Equality and diversity
lead, Quality Improvement team, Patient experience (including
PALs and complaints), Stakeholder engagement team

An advisory group that would:
• Agree co-production standards
• Promote good practice and implementation of the strategy
• Facilitate individuals to be involved in co-production
• Link into board sub-committees, Board and Strategy Priority
workstreams to support and promote service user
involvement and co-production

8
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Questions
Does the Executive support the aims of this programme?
Is it sufficiently comprehensive?
Are these the right outcome measures?
9
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Serious Incident Learning Report
Iain Dimond, Chief Operating Officer
Jane Wells, Director of Nursing
Unrestricted
The report shares the learning from a serious incident.
PM was a Polish national residing in HMP Wandsworth. He had been sentenced
and was awaiting extradition. He had a history of self-harm, suicide attempts and
both produced and consumed ‘hooch’ (homemade alcohol) whilst in prison. At
05:42 on 8th June 2021 he was found suspended from a ligature point in his cell
and was subsequently pronounced dead.
On 7th October 2019, at his first night screening at HMP Wandsworth, PM denied
any drug and alcohol issues. He also denied any thoughts of suicide or self-harm.
He was deemed fit for normal location.
His first Mental Health Assessment was on 27th October 2019 and the following
day an ACCT was opened. The ACCT was subsequently closed on 4th November
2019.
Assessment, Care in Custody and Teamwork (ACCT) is the multi-agency care
planning process for prisoners identified as being at risk of suicide or self-harm.
The ACCT process requires that certain actions are taken to ensure that the risk of
suicide and self-harm is reduced.
On 9th November 2019 PM was taken to the Care and Separation Unit (CSU) under
restraint. Records do not indicate why, however they do show that he was still in
the CSU on 2nd February 2020, when it is recorded that there were no issues. The
CSU allows prisoners to be moved to a location completely separate from the main
residential wings. In segregation units, prisoners will generally spend most of the
time alone in their cell, leaving only to shower, use the telephone and exercise for
a short period.
However, on 27th February 2020 PM was found in his cell, suspended by a
ligature. This was when it was recorded that he had been signed up and deemed
medically fit for the CSU and was described as being angry about being taken to
the CSU, suggesting that he had been on the wing between 2nd and 27th February
2020.
Following this attempted suicide, PM was taken to the emergency department at
St George’s Hospital (SGH) where it was found that PM had very high potassium
levels.
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On 2nd March 2020 it is noted that his suicide attempt, on 27th February 2020,
had been due to his separation from his girlfriend. It was decided that his ACCT
was to remain on the existing observation schedule, 1 hourly at night and 3 hourly
during the day.
On 8th May 2020 records show that PM was informed that he would remain in the
CSU. Later that day, having denied any thoughts of suicide or self-harm, he was
found by officers suspended from a ligature point in his cell. On his return from
A&E, an ACCT stipulating 15-minute observations was opened and he was
relocated back to a normal cell.
On 12th May 2020 PM was discussed in the Mental Health In-Reach morning
meeting and it was decided that he was to be reviewed by a Community
Psychiatric Nurse. The subsequent review noted “For counselling re:
bereavement”. He was also assessed as not being appropriate for treatment by the
In-Reach mental health service as he did not present with a current mood
disorder. The aims of the Mental Health In-Reach are analogous to those of a
Community Mental Health Team outside of prison ie a secondary care mental
health offer.
On 3rd August PM sustained a nosebleed, with blood stains noted on his hand and
face, as a result of fighting. It was also noted that he smelled of alcohol. The
following day he fell face first onto a trolley when receiving his supper. Although
no further injuries were identified, he was taken to A&E.
On 6th August 2020 PM collapsed in his cell and was taken to A&E where he
received treatment for a basal skull fracture, bruising behind the left ear and a
displaced nasal bone was also recorded.
On 14th August 2020 PM self-harmed again, cutting his lower abdominal area. He
claimed to be upset that he broke his nose and stated that he needed to be seen
by the hospital.
On 17th August 2020 a referral was made to the Mental Health In-Reach team
again and a new ACCT was opened. A welfare check was made the following day
where it was noted that no input was required from the In-Reach mental health
team.
On 19th August 2020, despite being on a 5-times a night observation schedule
under the ACCT process, PM was, again, found suspended having used a bedsheet
as a ligature. He did not require attendance at A&E.
There was a subsequent ACCT review and it was decided that PM should be
subject to an increased level of observation (every 15 minutes). Also,
Promethazine (to reduce agitation and aid sleep) was offered but declined and
analgesia was requested from the GP to help with pain from his broken nose and
self-harm injuries. A referral to Care Grow Live (CGL) was recommended, but PM
declined this.

90

On 20th August 2020, PM threatened, intimidated and eventually assaulted a new
cell mate when he moved back to B wing after his level of observations was
reduced. This resulted in him being transferred to the CSU where he was triaged
by the Community Psychiatric Nurse.
On 24th September 2020 PM flooded the wing. He was restrained and escorted to
the CSU. He had superficial cuts on his fingers which he declined attention for and
threatened to kill himself. He had also caused multiple lacerations across his lower
abdomen.
PM was seen by the Psychiatric Nurse in the CSU who noted “no evidence of
mental illness, patient not fit to remain alone in the unit”. PM requested to go
back to his ordinary location.
During his ACCT review on 25th September 2020 PM informed staff that he was
worried about his broken nose because he was finding it difficult to breathe.
On 1st October PM was found by the emergency response nurse to have taken
spice.
On 12th October 2020 PM was treated for further self-harm (lacerations across his
lower abdomen). There was also a medication review of his paracetamol use;
something which he received for toothache, headache and injury pain throughout
his time at HMP Wandsworth.
Up until 13th October 2020 PM had declined to engage with CGL. However, on this
day he had an initial assessment meeting with CGL and attended further one-toone keyworker sessions throughout October 2020. He was also due to attend a
rhinoplasty appointment at St George’s Hospital.
On 13th November 2020 a new alert was raised regarding PM brewing ‘hooch’ and
on 25th November 2020 PM declined further engagement with CGL. NB ‘hooch’ is
an alcoholic drink produced through the fermentation of vegetable or fruit
peelings in a bucket of water.
On 31st December 2020 PM received treatment for a self-inflicted minor
laceration to the left side of his chest and appeared to be under the influence of
alcohol.
On 1st January 2021 PM was treated for a minor laceration to his right middle
finger as a result of smashing his sink in the CSU. There followed an ACCT review
including the duty governor and it was decided to move PM back to the wing. The
duty doctor reviewed his request for sleeping tablets, but it was felt unsafe due to
his recent history of illicit alcohol consumption.
On 4th January 2021 PM was seen by the emergency response nurse, having been
cut down by officers following a further suspension incident.
On 11th January 2021 Dr HB conducted a psychiatric review and he was again
discussed in the Mental Health In-Reach meeting the following day. It is also noted
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that he was not subject to an ACCT at this time.
Later in January PM continued to have welfare checks and was found to be drowsy
or intoxicated on occasion.
On 22nd January 2021 another Code Blue was called, prison staff having found PM
lying on the floor. LAS were called but stood down as PM recovered and was fully
conscious and responsive. However, he went on to flood and smash-up his cell.
NB a ‘Code Blue’ is a prison reference to a prisoner suffering a respiratory
emergency.
The following day the duty governor, chaplain and community psychiatric nurse
attended PM’s ACCT review and it was decided to move PM back to ordinary
location on hourly observations.
On 29th January 2021 PM had a further ACCT review and on 12th February he was
seen by the GP when PM enquired about his rhinoplasty appointment.
Twice in March PM was seen by the emergency response nurse for suspected
intoxication with ‘hooch’ but he declined to be assessed.
On 5th April 2021 PM self-harmed by causing deep lacerations to his right upper
chest using a razor blade.
At his ACCT review on 9th April 2021, PM again raised concerns about his
rhinoplasty and on 22nd April 2021 he was complaining of difficulty breathing.
On 30th May 2021 PM self-harmed again and was taken to the trauma room for
treatment. When asked why he had self-harmed, he stated that ‘his nose appears
deformed, injury happened about a year ago and he is still waiting for surgery’ and
stated repeatedly ‘I want to die’. PM started to destroy his cell and was taken to
the CSU and later taken to a constant observation cell. He was later found
suspended by a ligature, was cut down by prison officers and attended A&E.
The following day he appeared to be low in mood. He was in a single cell and his
observations were changed from 30 minutes to 1 hourly.
On 1st June 2021, PM was reviewed by the psychiatric nurse. PM reported that
officers were ‘messing him up’ but did not elaborate. It was also noted that there
was no evidence of psychotic illness as a precipitant for suicidal ideation. A mental
health risk assessment was completed which summarised “there is no enduring
mental illness. Issue is with the officers regarding his brewing of alcohol and his
reported problems with his facial injuries. Potential risk of accidental death due to
impulsivity.”
On 4th June 2021 PM was observed to be agitated and irritable and was unable to
attend his ACCT review as he was under the influence of an illicit substance.
Again, on 7th June 2021 he appeared drowsy and unsteady on his feet. He denied
taking any illicit substance. It was also noted that “unsure whether his drowsiness
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is due to substance or something else”. PM also had his COVID-19 Moderna
vaccine administered.
The following day, 8th June 2021, at 05:40, PM was found suspended by a ligature
in his cell. Upon arrival, officers commenced and continued resuscitation while the
emergency response nurse retrieved the emergency bag and applied defib pads.
Paramedics were called at 05:42 and care was handed over to the LAS at 06:02
PM was pronounced deceased by the LAS team at 07:28.
Summary of key findings:
PM’s impulsivity (often in the context of alcohol consumption) presented a
challenge to the prison regime and resulted in an extensive history of acts of selfharm and attempted suicide during his time at HMP Wandsworth.
The ability of the organisations to provide a comprehensive framework of support
was compromised by:
•
•
•

The lack of a developed universal primary care mental health offer
The operationalisation of the ACCT process
The quality of communication and information sharing between different
agencies.

Recommendations:
The panel did not identify a single root cause although a number of contributory
factors were identified for this tragic incident. The panel have therefore made the
following recommendations:
1. Noting there is an existing action plan in place, this needs to deliver a
better universal offer of mental health care, specifically: improved
screening on arrival to holistically understand the needs of the service
user; a defined primary care mental health offer as specified by the
contract; a clearly articulated operational policy for mental health services
at HMP Wandsworth; and delivery of training to healthcare staff in both
primary and mental healthcare around risk assessment.
2. Given its pivotal role in keeping prisoners safe, healthcare management at
HMP Wandsworth (Oxleas and SLaM) are to work with the prison to
deliver the revised ACCT (Assessment, Care in Custody and Teamwork) 6
framework, with a clear referral process to healthcare and clear standards
for staff from all agencies to adhere to. This needs to embody a true multi
agency / disciplinary approach, highlighting the importance of including
family.
3. Healthcare staff to have a clear escalation procedure for raising issues
through management with different stakeholders.
4. The referral process to mental health needs to be properly documented
and key information to be routinely highlighted in all cases.
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What is the purpose
of bringing this paper
to the Board
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Eg for information/for
decision etc

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

For noting.
An action plan to address the recommendations of the report will be
presented to the Board in January 2022. This report will also go to the SLaM
Board prior to that.
Following the commissioning of this serious incident review, two further
deaths in custody occurred shortly afterwards at HMP Wandsworth. These
are being investigated separately but with the oversight of this panel’s
chair. Actions resulting from recommendations from all three reviews will
be incorporated into one plan.
The Board is asked to note the report
Building block one: delivering quality management
Building block three: creating ac of safety and learning
1921: Responding to service delivery concerns

Taking forward the recommendations will enable the trust to improve the
quality of care and safety for prisoners
Consideration as to whether any additional investment is needed to
implement the recommendations
Ensuring equality of access to care and treatment for prisoners with mental
health needs.
The trusts (Oxleas and SLAM) will need to ensure that staff affected by the
incident are supported, and that learning is shared.
A duty of candour letter was sent to PM’s sister and she was also invited to
be involved in the investigation.
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Bi -annual Safe Staffing report
Christine Kapopo Associate Director of Nursing
Jane Wells, Executive Director of Nursing
Not confidential
This report covers the period of 1st January 2021 to 30th June 2021. Safe staffing
review has been undertaken that concludes there are sufficient staff to meet the
clinical needs of patients on the mental health in-patient wards. In situations that this
may not be the case, there are established plans to address this.
An evidence-based tool, the Mental Health Optimal Staffing Tool (MHOST) was utilised
as required by NHSE/I and all staffing level decisions are based on available MHOST
data, triangulated with professional judgement and service quality indicators.
Meadowview and Eltham Community Beds have not been included in this
establishment review as a separate establishment review will be undertaken when the
new service model has been established. In the meantime, a safe staffing levels have
been agreed and will be adjusted to respond to changing patient acuity and
dependency.
Ward acuity is benchmarked against the national database average for their respective
category. The results paint a mixed picture with regard acuity and dependency as
described in the narrative. Holbrook patients are notably of higher acuity and
dependency levels that the database average. This is because the complex needs that
older people living with dementia may have. The patients on the PICU are outliers,
showing lover acuity and dependency compared with the database average.
Comparisons between recommended Full Time Equivalent (FTE) and the actual FTE for
each ward are calculated using MHOST multipliers. The results provide assurance that
all our wards were safely staffed during the census period. The services have ben
engaged in discussions to understand exceptions and to capture any quality
improvements that are being undertaken.
Combined Care Hours Per Patient Day (CHPPD) data i.e. the average number of actual
nursing and Allied Health Professional (AHP) hours spent with each patient per day is
above median. This indicates that ward staffing levels is safe and efficiently deployed.
Very low CHPPD may indicate a potential patient safety risk and very high CHPPD may
suggest the organisation has several unproductive wards or inefficient staff rostering
processes.
There was more patient safety incidents reported on Eltham Community Beds (ECB),
Oaktree unit and Avery ward. The increase was related to difficulties finding cover for
unplanned absences.
1|Page
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Focused work continues on ECB and the Tarn to develop effective models, that support
purposeful admission and evidence-based care and treatment. We continue working
tirelessly to attract high calibre staff through timely recruitment and improved
retention with an aim to improving broader aspects of safe staffing

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

Big priority 3: Making Oxleas a great place to work

Link to Board
Assurance
Framework

1921: Responding to service delivery concerns

Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service
user/carer/staff

For the Board of Directors to note the report.

If we do not have right staff, with the right skills in the right place at the right
time there may be an impact on patient and staff experience, safety and
clinical effectiveness outcomes.
If we do not plan and review staffing establishments regularly we may not be
optimally using resources and incur higher costs associated with agency cover
and increasing risks.
If we do not have safe staffing in place we may widen the inequality gaps and
experiences of patients and staff further.
If we do not have right staff, with the right skills in the right place at the right
time there may be an impact on user, carer and staff engagement.
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1. Introduction

The purpose of this report is to advise the Board that a 6 monthly review (1st January 2021
to 30th June 2021) of establishments have been undertaken and that there are sufficient staff
to meet the clinical needs of patients on the mental health in-patient wards. In situations that
this may not be the case, that we have established plans to address this.
2. Background

Safe Staffing is about staffing numbers, skill mix, staff wellbeing and their impact on service
user outcomes. Appropriate staffing is fundamental to the delivery of safe and effective care
and therefore staffing must be matched to patients' needs. Ensuring that NHS organisations
have the right staff, with the right skills in the right place has been a key trust board
requirement since the National Quality Board (NQB) guidance was published in 2016. The
recent pandemic has further highlighted the need for developing evidence-based, patient
need-driven staffing levels in all care settings. We use nationally endorsed tools to achieve
this analysis, and this report presents findings and recommendations.
3. Right Staff
3.1 Mental Health Optimal Staffing Tool (MHOST)
Evidence-based tools will continue to be utilised as required by NHSE/I and all staffing level
decisions will continue to be based on available data, triangulated with professional
judgement and service quality indicators.
Recent MHOST outputs have been considered, but the data collections have been impacted
by COVID-19, and as such the quality of results. It is anticipated that these evidence-based
figures will increase in validity as wards on the next cycle of establishment reviews.
Meadowview and Eltham Community Beds have not been included in this establishment
review as a separate establishment review will be undertaken when the new service model
has been established. In the meantime a safe staffing levels have been agreed and will be
adjusted to respond to changing patient acuity and dependency.
3.2 Methodology
•
•
•

Each ward collated acuity data for 21 consecutive days between January and June 2021.
The period was extended due to pressures associated with the pandemic and demands
on teams.
MHOST data collection on Avery ward, Shepherdsleas ward and Heath ward was not
possible due to challenges with staffing.
The headroom is set at 24%, as advised by the Senior Finance Manager in 2020, this will
be reviewed at the next establishment review. A minimum of 22% is advised by the
Shelford group, but this tends to be greater in mental health setting due to the extra
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•

•
•

mandatory training required i.e. Prevention and Management of Violence and Aggression
(PMVA)
The ready for action (RfA) time is set at the national benchmark for the particular ward
type, which ranges between 8.6%-9.1% depending on the type of ward being analysed.
For reference, RfA time is the percentage of time allocated to a staff member for their
breaks. For example, a 12 hour shift attracts a 1 hour break, which is 8.3%
The Registered Practitioner (RT) proportion (registered to unregistered staff) has been set
at Oxleas at 42%, which reflects the agreed registered vs unregistered nursing staffing
ratios.
Associate Directorate met with matrons and ward managers as part of the triangulation
process.

3.3 Results
3.3.1 Acuity and dependency levels
Ward acuity is benchmarked against the national database average for their respective
category. The national average is based on data from quality assured wards that contributed
to the dataset used in creating the MHOST tool.
Graph 1 Acute Admission Wards Acuity census data
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Millbrook, Norman and Maryon were closed at the time of the last establishment review.
Millbrook ward has since reopened, and data is included in this report. Avery ward did not
provide data for this review due to changes to leadership on the ward. Higher acuity is noted
on Betts, Millbrook and Goddington wards for the period assessed. Betts ward acuity is higher
than the national average whilst, Millbrook and Goddington wards acuity is in line with the
national average.
Notably different picture on Shrewsbury Ward this time, reporting lower acuity, with
approximately 50% of the patients rated acuity 1, that suggests they are ready for discharge.
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No change in the reporting on Lesney ward, that continues to report acuity 1 for a high
proportion of the patients.
Graph 2

Actual vs Recommended FTE staff for Mental health Acute admission wards

The FTE data suggest each ward in the service line had sufficient staff to respond to the needs
of the patients. Millbrook ward’s FTE data did not include Bank and Agency staff use as the
roster was not correctly updated. The Associate Director of Nursing will provide more
education and training at November Charge Nurse forum.
Graph 3 The Psychiatric Intensive Care Unit (PICU) acuity and dependency levels
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The Tarn has 16 beds and the average total bed occupancy as opposed to a national average12
beds. This makes any meaningful comparison difficult. There were no changes with the
patient acuity recordings on the Tarn. The ward continues to report very high numbers of
patients at Acuity 1 (ready for discharge), which would suggest that a PICU admission is no
longer clinically indicated for between over 50% of the patients on the ward at the time of
the data collection. Overall, the reported acuity is lower during this reporting period than that
of July 2020.
The Greenwich management team are currently reviewing the length of time it takes for
patients to step down from the Tarn. The average time for patients on the step down list for
the Month of March 2021 was 23 days with some patients being on the step down list for as
long as 42 days. This is currently being addressed with patient flow and within the task and
finish group as there are wider discussions about the reduction of the number of patients on
the Tarn and this impacts on patient and staff safety.
Graph 4
Actual vs Recommended FTE staff for acuity and dependency levels during
census period

Tarn ward the male PICU recommended FTE staffing levels during the census period matches
the recommended staffing levels. However, the acuity and dependency during this period was
lower than usual. As part of the ward Task and Finish
The ward manager confirmed that the findings of the census reflected his experience of
patient acuity. In his professional judgement the ward was adequately staffed to safely deliver
care. The ward manager wanted noted that, the Tarn had set up a task group to review the
service model of the ward and as part of that work, a benchmarking exercise had been
undertaken to compare staffing levels on the Tarn, with other PICUs. As a result of this
exercise, the ward is working with finance to convert 7 band 2 Health Care Assistant posts
into band 3 Health Care Assistant posts to match their peers. It is hoped that this change
would help address the high turnover in this staff group. This would also create a career
pathway for the Health Care Assistants, interested in training Nursing Associates.
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Graph 5 Older Adult Mental Health services acuity and dependency levels
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The older adult wards’ data reflects the range of service provision in this speciality.
Scadbury and Shepherleas wards are acute admissions wards, Oaktree offers assessment &
rehabilitation, whereas Holbrook offers care to people with a diagnosis of dementia who
often display behaviour that challenges. Holbrook has higher acuity at Level 5, demonstrating
more patients require one to one care and higher levels of dependency and supervision to
maintain safety. Scadbury and Shepherdleas wards reported higher acuity for its patients for
the census period.
Graph 6 Actual vs Recommended FTE staff for Mental health older adult wards.
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All older adult wards had adequate staff, with Scadbury and Holbrook ward having
significantly higher numbers of staff than recommended average. The manager of
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Shepherdsleas ward, explained that the acuity had increased during the census period with
one patient needing two to three nursing to attend to their needs
Graph 7 Low secure and Mental Health Rehabilitation wards acuity and dependency levels
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Acuity on Hazelwood and Greenwood has increased since the last establishment review, with
more patients rated at acuity 2 than previously. The other ratings are in keeping with national
average. The acuity of patients on Birchwood, the predischarge ward, is in keeping with the
function of the ward with most of the patients rated at acuity 1.
Graph 8 Actual vs Recommended FTE staff for Mental health Low Secure mental
rehabilitation ward
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The Low secure wards met the safe staffing levels determined by the MHOST tool.
Graph 9 Medium Secure Units acuity and dependency levels
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Heath ward was undergoing a reorganisation process at the time of data collection. Data will
be included in the next review The acuity data for the medium secure wards paints a mixed
picture. Crofton ward’s data indicates that most patients on Crofton are of low acuity.
Graph 10

Actual vs Recommended FTE staff for Medium secure wards.
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A meeting was held with the Head of nursing for Forensics to discuss the report findings, and
especially to explore why FTE on Joydens and Crofton wards were higher than the
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recommended level. The Head of Nursing’s view is that the data paints an accurate picture of
the acuity at the time of the census. Her professional view is that wards were adequately
staffed, and any concerns were addressed. She explained that the directorate has an
agreement with NHSI/E to increase staffing levels for foreign nationals admitted to their
wards and that both Joydens and Crofton wards had increased staffing levels for this reason.
She further elaborated that staffing levels on Crofton ward had been increased to support a
patient in an acute hospital, and that the patient’s acuity data would not have been reflected
in the census data.
3.3.3 Care Hours per Patient Day (CHPPD) – Comparison with peers
This metric tracks the total number of direct care hours compared to the number of patients
as a count at midnight. The average number of actual registered nursing care and Allied Health
Professional (AHP) hours spent with each patient per day. It is a measure of ward level
productivity and staff to patient ratios across wards, specialties, and organisations.
Graph 11 Nursing and AHP Care Hours Per Patient day
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When compared with recommended peers1, Oxleas NHS Foundation Trust, fairs well with
regards Nursing & AHP Care Hours per patient day. CHHPD is above median; in the second
quartile and the trust occupies middle position when compared to peers and this indicates
that Oxleas ward staffing levels are safe and efficiently deployed. Very low CHPPD rates may
indicate a potential patient safety risk. Very high rates may suggest the organisation has
several unproductive wards or inefficient staff rostering processes.
4.0

Table 1 Complaints and Incidents Citing Staffing Levels

Ward Name
Avery
Betts
Lesney
Goddington
Millbrook
Shrewsbury
The Tarn
Scadbury
Shepherleas
Oaktree
Holbrook
Burgess
Danson
Crofton
Heath
Joydens
Birchwood
Hazelwood
Greenwood
Barefoot Lodge
Atlas House
Meadowview
Eltham CB
Total

4.1.

L4 & L5
Serious
Incidents

1 (L4) 2
2 (L5) 3

1 (L5)
3

Levels 1 -3
harm clinical
incidents
105
49
80
167
128
100
109
44
66
78
127
33
28
20
65
121
22
29
49
0
0
239
176
1985

Staffing
Incidents

Complaints

13
0
2
0
1
3
0
4
2
10
5
0
0
0
1
1
0
0
2
0
0
4
11
67

3
3
5
0
4
2
0
0
0
0
2
6
4
3
0
2
2
1
0
0
0
3
0
40

Complaints

There were 40 complaints across the wards during the census period. None of the complaints
lodged were directly linked to staffing numbers, but concerns were raised about staff attitude
and behaviour. This is being address through workshops on new trust values.
4.2

Incidents

Recommended peers is a list of 10 trusts that are similar to Oxleas NHS Foundation Trust, according
to a number of factors that affect productivity. (Model Hospital, 2021).

1

2

Level 4 (L$) incident - self harm by ligature

3

Level 5 (L5) incident – death of a patient on the ward

11 | P a g e

105

1985 incidents raised during the review period. Of these incidents, 67 of the incidents were
categorised as short staffing incidents. This represents an increase in reported incidents on
Eltham Community Beds, Oaktree unit and Avery ward. The incidents reported are related to
difficulties finding cover for increased acuity and to cover unplanned staff absences.
Eltham Community Beds, between. December 2020 and February 2021 reported 121
instances of sickness; exceptionally high rates of sickness, nearing 12% (target is 4%). On
Eltham Community Beds, the bed numbers have been reduced and service model has been
reviewed to overcome these challenges.
Serious Incident inquiries consider staffing levels, when investigating serious incidents on inpatient units. A review of the three serious incidents, during the reporting period, did not
identify lack of staffing as a contributing to the incidents.
5.0
No

Table 2 Quality Improvement initiatives related to Safer Staffing
Description
1 Improving E Rostering – Back to Basics project

Timeframe

Lead

March
2022 4

AD
HR
Operations

2 Staff Well being
March 2022
• A project to support ward managers in their
role
• Using a suite of management resources
• Action Learning Sets ward managers
3 Safe Staffing Tool for District Nursing
March
2022
• Data collection in Bexley
• Learning to be applied across service line

6.0

Nursing

AD Nursing
and JA Safe
Staffing
Fellow
HR & Nursing

4 Safe Staffing in Prisons
• International Recruitment
• Improving retention

June 2022

5 SLP Nursing Development Programme
3 work streams
• Advancing Nursing Careers
• Apprenticeships
• Developing skills in our community Mental
Health nursing workforce,

Ongoing
DoN
Recurrent
funding has
secured

Conclusions

Timeframe threatened by lack of capacity within the e-rostering team and difficulties to employ
project workers to support this work.

4
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Oxleas meets requirements of the NHSE/I for a triangulated approach to Safe Staffing. The
CHPPD data for the Trust published on Model Hospital site supports the assertion, that these
safe staffing requirements are met, with Oxleas’ data being more favourably positioned
compared to peers. It is acknowledged that the establishment setting process in the Trust
needs to further evolve through better alignment of establishments, rostering and funding.
The ambition is for a more robust application MHOST and other evidence-based tools across
the specialities. To this end a series of refresher training on how to correctly use the MHOST
data collection tool will be delivered to staff on all wards before the next data collection
exercise to ensure new staff are proficient in using the MHOST data collection tool, improving
inter rater reliability.
Whilst staffing levels may not have been seen to directly contribute to complaints and patient
safety incidents, patient acuity, complexity and bed occupancy is generally felt to be a
pressure in relation to staff and patient outcomes. Most wards are caring for patients who
have very complex presentations with higher levels of substance misuse associated violence
and aggression, complex physical and mental health comorbidities, and COVID-19 related
complications. The increased use of Personal Protective Equipment and COVID-19 swabbing
has also increased the volume of work and as such there is an ongoing need to increase and
skill up staff to respond to these challenges.
Focused work continues Eltham Community Beds and the Tarn to establish service models,
that support purposeful admission and evidence-based care and treatment. The Nursing
directorate is working with teams to develop a strategy to attract high calibre staff through
timely recruitment and improved retention.
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Quarter 1 Mortality Surveillance Report 2021 - 2022
Lynda Longhurst, Head of Patient Experience and Effectiveness
Jane Wells, Director of Nursing
Unrestricted

Report Summary

The quarterly mortality surveillance meets provides assurance that our
deaths are being reviewed and satisfies the requirements to report to
Boards as a requirement of NHSE/I.
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 1 for 2021/22 and provides
assurance through:
1. Mortality surveillance update
2. Numbers of deaths reviewed
3. Learning from reviews

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

Building block 2: Delivering quality management
Building block 3: Creating a culture of safety and learning

The Board is asked to approve the report.

Link to Board
1921: Responding to service delivery concerns
Assurance Framework
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Please summarise
implications in the
report for:
Quality
Finances

The report shows that deaths that meet the criteria for investigation under the SI
Framework have been fully investigated and learning and good practice identified
shared.
A good investigation supports subsequent inquest decisions and litigation
inquiries. It enables resources to be targeted to improve safety, effectiveness, and
experience.

Equality analysis

The investigations ensure that equality and diversity is considered and includes the
learning from LeDeR.

Service
user/carer/staff

The reviews of deaths investigated include questions from families and carers the
outcomes are shared with them.
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Quarterly Mortality Surveillance Report – Quarter 1 2021/2022
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.
a.

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.
b.

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
2021/22
Quarter 1
224
455
292
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.
1
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Deaths Expected / Unexpected Natural/ Unnatural by Directorate (at point of presentation to the
Mortality Surveillance Committee):

Q1 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 1, there were 225 deaths identified on the NHS national spine and RiO with no death date
recorded, 89 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
Quarter 1 data is not available at the time of writing but will be provided as soon as it is available.

2
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3. Learning identified from deaths
In quarter 1 the following learning was identified through the mortality surveillance reviews:
1. We noted that there appeared to be several older people whose health had rapidly
deteriorated and that they had died within 48 hours of being transferred to care homes. We will
monitor this through the mortality reviews with a view to opening discussions more widely
about whether end of life care could have been anticipated and provided without the need to
be transferred into a care home.
2. There was a virtual Memorial event on 25 June 2021 to remember and celebrate the lives of
people with learning disabilities who have died during the pandemic.
3. The Greenwich Community Mental Health Team have established a new rolling 8 week
induction programme to proactively engage new staff in expectations and processes commonly
identified in serious incidents. These include weekly sessions on a range of topics including risk
assessments, engagement in the service users network, Dialog+, care planning, physical health
screening, carers, mental capacity and the mental health act. Previous inductions have been
focussing on environment (the building, fire exits) and trust polices (health and safety) but the
new approach aims to build competence and confidence on starting in the community teams
and provides peer support. It has been positively evaluated and is being shared with other
services.
4. We received an overview report on the Covid 19 infections and Healthcare Onset Covid 19. It
was agreed that any deaths reviewed by mortality reviewers where patients have been
inpatients in Oxleas within 28 days of their death will be flagged to the Infection Prevention and
Control team to cross reference whether the infection was healthcare onset and would
consequently require an investigation.
5. We received a review of deaths of people with serious mental illnesses in Bromley between 1
April 2020 and 31 March 2021. Key findings:
 37% of people with paranoid schizophrenia died from unexpected natural causes. This
emphasises the complexity of working with people who have this diagnosis. National
screening opportunities such as AAA for men and of preventative medicine such as
vaccinations against Influenza and Covid19 need a more proactive approach. There were 8
unexpected natural deaths that didn’t need to be, demonstrating the heavy use of alcohol,
alcohol dependence and use of drugs features in 7 out of the 8. In this cohort service users
with longstanding alcohol use, was evidenced by physical changes such as brain atrophy, old
subdural haematomas and oesophageal varices from chronic liver disease including
cirrhosis. One person was waiting for inpatient alcohol detox. Cohort was too small to
identify themes related to age or ethnicity.
 Bromley suicide rates were comparable to the previous year, but the pandemic likely
contributed to some deaths. No suicide was solely attributable to the pandemic – but there
will concern about the longer-term effects of the pandemic, particularly economic and
social stressors. As the ‘all in it together’ pandemic camaraderie subsides, staff resuming
business as usual, services users that shielded now having to resume life, we may see an
increase in suicide attempts.
3
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 Of the 52 deaths reviewed 37 had at least one medical comorbidity (71%). We need to
improve physical health checks and follow-up interventions for people with severe mental
illness. At present, there is good completion rates of the individual elements of the
comprehensive check, but we also need to proactively engage those at risk of poor health
outcomes - with national and local preventative programmes such as flu/Covid vaccinations,
bowel, breast, cervical and AAA screening.
 All deaths from Covid19 virus during the review time frame were residents of care homes
Any future pandemic will need a collaborative approach to infection prevention and control
with expert guidance from the Trust.
 Suicides in Bromley echoed the NCISH findings of the Suicide in England in the Covid 19
Pandemic: Early Observational Data from Real Time Surveillance. Suicide rates in England
did not rise following the first national lockdown in 2020 despite higher levels of distress.
Staff across mental health services will need to be mindful and anticipate concern about the
longer-term effects of the pandemic, particularly economic stresses, as well as those service
users whose mental health was protected by shielding and the informal support networks
that may disappear as we recover. We need to get better at listening to communities and
strengthening local accountability, improving our partnerships with local authorities and the
voluntary and community sector
6. We reviewed deaths during the pandemic of people with Autistic Spectrum Disorder (ASD) to
see whether we have seen an increase in deaths and in particular suicides of patients open to
Oxleas with a diagnosis of ASD. Some of this comes from reflecting on the impact of Covid on
this group – we know crisis presentations have increased at times when restrictions have
changed. It is also linked to thinking that has happened following a safeguarding review by
Lewisham into a 24 year old who died by suicide in 2019. It was timely to look at our data as the
LeDeR review process is being expanded later this year to include deaths of patients with a
diagnosis of ASD. Adults with autism are nine times more likely to kill themselves than the
general population. In 2019/20 there were 10 deaths recorded on RIO where the patients had
a diagnosis of ASD. In 2020/21 there were 11 deaths recorded on RIO of people with a diagnosis
of ASD Areas of note: the number of deaths is very similar in both years. Only one of the twenty
one deaths reviewed has an explicit link to covid. There were no suicides in the two years
reviewed. Of the twenty one deaths two were not reviewed and considered out of scope (these
two individuals were sadly victims of a domestic homicide). Of the twenty one deaths 10 were
already subject to the LeDeR process suggesting we could be looking on average at an
additional 4-5 cases per year that may be subject to LeDeR review when the scope is expanded.
It was pleasing to find no deaths of people with ASD attributed to suicide and only one directly
attributable to Covid, we will continue to review this over the coming year and will see how our
review compares to other areas in due course.
7. LeDeR is now under NHSE and has a new web-based platform. Its name is now ‘Learning from
Lives and Deaths of People with a Learning Disability and Autistic People’. It can be found under
www.leder.nhs.uk where deaths can be reported. People with an ASD diagnosis are now in
scope for the programme and there are on-going discussions taking place to agree how this will
be implemented including consent issues. The programme has interim plans which will not see
a great change currently in the way we carry out reviews apart from a new 2 stage process and
platform. However, there will be significant changes in April 2022 when reviews will be carried
4
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out by independent reviewers with a new process in place. Local areas must have a plan in
place for this and to set up Integrated Care Services boards by September 2021.
8. LeDeR reviews:
 A 64 year old woman with severe LD, epilepsy and ASD. This lady was discharged from the
Bromley LDT in 2017 following significant work from a number of disciplines. It was graded as 5
(care fell short of expected good practice and this significantly impacted on the person’s
wellbeing and/or had the potential to contribute to the cause of death). The cause of death was
Bronchopneumonia. Concerns related to the identification and management of symptoms
Learning identified
•

•

•

Diagnostic overshadowing identified; client had a persistent and regular cough over several
months. However, this was also a known and long standing ‘behaviour’. Client was treated with
3 courses of antibiotics which resulted in only a slight change in symptoms and so this was felt
to be a ‘behaviour’. Assumptions were not challenged and no blood tests, chest x-ray or
referrals were made.
Lack of skills and knowledge re the deteriorating patient; the home was monitoring the client’s
worsening cough and noticed significant weight loss which was reported to the GP only shortly
before the client died. A blood test and referral to LD SaLT were made only on the day before
the client died. Query over staff’s ability to recognise and act on the symptoms they observed
and if they were able to differentiate between client’s ‘normal’ behaviour and this
presentation/was there sufficient and robust description of the client’s baseline to enable
change to be seen and acted on.
MCA knowledge and use; lack of evidence that the MCA/best interest framework was used
robustly in decisions made relating to treatment by the GP where he was the decision maker.

Actions in progress
i.
ii.
iii.
iv.

CLDT/CCG will work with the provider to provide training and support on the
identification and management of the deteriorating patient.
Bromley LDT to attend the LD Provider Forum organised by the CCG to refresh
knowledge of what the team can offer and how/when to refer clients.
Provider has made internal organisational changes to address issues of communication
across shifts and around the use of more detailed Positive Behaviour Support plans and
recording/monitoring of physical health.
Meeting to be held with the home GP and home to discuss diagnostic overshadowing.

 A 46 year old Greenwich man with PMLD, epilepsy, cerebral palsy, severe dystonia, severe
scoliosis, constipation and dysphagia (non-oral feeding). This gentleman was well known to the
Greenwich CLDT especially SaLT, OT and Physiotherapy. Graded as 5 (Care fell short of expected
good practice and this significantly impacted on the person’s wellbeing and/or had the potential
to contribute to the cause of death).COD: Urosepsis Reason for MAR: Concerns relating to the
identification and management of urosepsis; communication/clarity of GP records, diagnostic
assessment of aspiration pneumonia and prescription of phosphate enema.

5
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Learning identified
•

•
•

•

Effect of Covid on primary care service: Virtual GP appointments in place and antibiotics were
prescribed for a swollen leg in May 2020 and staff team told to call back if things did not
improve. However, no meds were given for urosepsis (surgery said IV antibiotics would be
needed via acute care). Meds were prescribed on staff report and it was felt that further
information/reporting on vital signs would have provided more accuracy.
Some lack of clarity and communication breakdown that staff were advised to take client to
hospital if necessary.
Lack of skills and knowledge re the deteriorating patient; the home was monitoring the client
but there was a lack of health information i.e. temperature checks, vital signs reporting. Staff
recognised that client was ‘different to normal’. Staff need to be aware of clients’ baseline
including basic health checks to identify deterioration and then know what to do to
escalate/manage this. ‘Early warning signs’ discussed and the need to include bank staff in all
training and information.
Good practice: GP performed Annual Health checks including an annual medication review.

Actions in progress
i.
ii.

iii.

SEL LeDeR to share the Early Warning Tools with the residential home
Team to be included in any future ALD training re care of the deteriorating patient. ALD
has a new working group looking at appropriate tools for ALD clients and support teams.
A pack was produced by LeDeR and a resource by ALD which has been circulated to care
homes. We plan to deliver team training to identified providers.
Work with the staff team to feel confident to challenge GPs and also to ensure that all
communications have been understood and vice versa especially when services are
staffed by unqualified staff without medical presence.

6
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Health and Safety Annual Report 2020-21
Julian Moss, Head of Safety and Compliance
Rachel Evans, Director of Estates and Facilities
N/A
This is the Health and Safety (H&S) Annual Report for April 2020 - March
2021; year two of the H&S strategy. The report provides information on
H&S incidents, and an overview of the strategy and activities undertaken to
deliver the strategic goals.
The key issue of note is the completion of a full year of new H&S audits,
which resulted in an overall Trust average score of 69% but with a wide
range of scores from 27% - 100%. Each audit report was shared with the
team manager and the Service Director, and teams were advised of the
actions required to improve their scores in the next audit.
The audits provide us with a comprehensive overview of H&S performance,
and evidence-based information to inform our next steps. The audit scores
enable identification of those teams needing additional support, and also
highlights areas of health and safety that require a Trust wide approach to
drive improvement.
The following approach has been taken to audits in year 2:
•
•
•
•
•
•

All teams scoring <50% last year, or not audited, have been audited as a
priority.
Teams scoring between 50-70% last year are the next priority, followed
by those scoring 71%+
Any team scoring <50% will be reaudited within 6 weeks.
All teams are being offered a pre-audit meeting to ensure clarity about
expectations and evidence required
The management of sharps question has been split to enable analysis of
scores on medical sharps and kitchen/therapeutic sharps separately
Teams who score highly in audits will have their successes shared and
be encouraged to ‘buddy’ with lower scoring teams to help improve
understanding and results.

The following are the minimum expectations in year 2:
• All Trust teams to achieve audit score of >50%+
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•
•

Average Trust audit score to be 75%+
Each directorate to have an average audit score of 75%+

More than one-third of this year’s audits have been completed and based
on these results, we are on track to meet and exceed these minimum
expectations.
In addition to highlighting the teams within the Trust that require support,
the audit programme has also highlighted areas that require a Trust wide
response:
•

Risk Assessment - A need to improve quality and review annually

•

Health and Safety Communication - Lack of discussion of H&S at
team meetings and awareness of Directorate Safety
Lead/governance arrangements

•

Quality of violence and aggression risk assessment - especially in
relation to lone working

•

Fire Risk Assessment – Many did not have access to a copy and
therefore could not react to any required actions

•

Sharps – This low score (45%) was largely related to poor
management of medical sharps

•

First Aid Risk Assessments – the absence of first aid risk assessments

These low scoring areas are being addressed through the Health and Safety
workplan for 2021/2, which has a focus on training and improving the
quality of risk assessments.
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

The paper provides the Board with a report on Health and Safety within the
Trust and an update on the outcomes from the new auditing programme.

Recommendation

The Board is asked to note the report

Link to trust strategy

Big Priority 3 - Making Oxleas a great place to work
Building Block 3 – Creating a safety and learning culture
Building Block 6 – Reducing violence, aggression and abuse against our staff

117

Link to Board
1471: Staff experiencing violence, aggression and discrimination at work
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The strategies, plans and governance identified within these plans aim to
improve health and safety across the Trust
There are no immediate financial impacts
The strategies, plans and governance identified within these plans help
ensure equality of safety and health for all staff
The strategies, plans and governance identified within these plans has the
goal of improving patient safety and providing a compliant and safe
environment for staff and service users
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Oxleas NHS Foundation Trust
Annual Health and Safety Report
1st April 2020 - 31st March 2021
1.0

INTRODUCTION

This report summarises the health and safety performance and activities within Oxleas NHS
Foundation Trust, including fire and security. It does not cover clinically controlled aspects of the
health and safety of patients.
The period covered is 1st April 2020 to 31st March 2021, though audit data up until 9th April 2021 is
included. This was to ensure we provide as complete a picture as possible of team H&S audit
performances.
The Trust's broad approach to health and safety governance remains aligned to the HSE's guidance
document ‘Successful health and safety management’ (HSG65); this takes a Plan, Do, Check, Act
cyclical methodology. This is supported via the Trust's Health and Safety five-year strategy and is
underpinned by the new auditing system, which provides the Trust with a detailed comprehensive
analysis of health and safety performance.
2.0

HEALTH AND SAFETY TEAM

The role of the Trust's Health and Safety Team is to audit, monitor, advise, educate, train and review
in relation to health and safety matters. The team produce the necessary health and safety related
policies and guidance documents and monitor compliance by all departments/teams with health and
safety requirements. The team also produce reports for Directorates, the Executive Team and the
Board to highlight compliance and provide assurance. Undertaking health and safety tasks within the
context of Trust policies and guidance, such as risk assessments, is primarily the responsibility of
department managers, matrons and service leads, but with technical support and guidance available.
During the period covered by this report, as part of the Trust's response to the Covid-19 pandemic,
the Health and Safety Manager has undertaken a Silver Command role within the Incident Control
Centre (ICC). A health and safety adviser has also been reassigned to work on the Trust's response to
the pandemic and business continuity plans. This has been regularly reviewed and a plan is in place
to move the ICC to a ‘business as usual’ footing, enabling resource to be redirected back to health and
safety.
A Health and Safety Advisor vacancy existed between January and November 2020, following an
unsuccessful appointment in 2019. This vacancy was successfully filled in November and has greatly
aided the completion of the annual health and safety audit programme.
Inevitably the temporary shortage of resource and diversion of key staff impacted on the delivery of
some elements of the Health and Safety Strategy Work Plan. Nevertheless as the pandemic has been
the Trust's greatest health and safety risk since March 2020, this has been the priority and good
progress has continued to be made in relation to the workplan.
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3.0

HEALTH & SAFETY GOVERNANCE STRUCTURE

3.1

Governance Structure
Board of Directors

Workforce Committee

Executive Team

Staff Partnership Forum

Health & Safety Committee

Directorate Governance
Committee

3.2 Operational Management
Board of Directors

Executive Team

Director of
Estates & Facilities

Chief Operating Officer &
Service Directors

(Strategic lead for
Health & Safety)

Fire Safety
Advisor

Head of Safety &
Compliance

(Accountable for performance
within service directorates)

Health & Safety
Committee

Directorate Safety Leads

(Chair – Director of
E&F)

Local Security
Management
Specialist

Managers & Supervisors

Health & Safety
Manager

Food
Safety
Health & Safety
Advisors
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4.0

STRATEGY

4.1 Health and Safety Strategy Overview
In July 2019 the Trust approved a Health and Safety Strategy covering a five-year period 2019 to 2024.
The strategy was formulated after a detailed review of the Trust's current performance, a gap analysis
and input received from external regulators, including HSE, following their investigation into the 2016
Bracton incident. We have also undertaken a gap analysis against the Institute of Directors and the
Health and Safety Executive's publication 'Leadership Actions for Directors and Board Members'.
We distilled our strategic ambitions into four principal goals:
1. For local teams to actively manage health and safety; with the aim to develop the
organisational culture so that positive pro-active health and safety practice is an intrinsic part
of day to day working.
2. Staff feel competent to discharge health and safety responsibilities; with the aim to ensure
all staff have the health and safety information and training they require for their role
3. Consistently high-quality health and safety risk assessments: with the aim to enable easy
completion of risk assessments so that they are timely, realistic, relevant, proportionate and
consistent.
4. Improving safety by learning from, and responding to, incidents and near misses; with the
aim to provide accurate Health and Safety reports that enable trend analysis, inform decisions
and facilitates learning.
These are further refined into sets of specific objectives which are progressed through the
development of annual work plans (appendix 1) linked to the goals. Many of the actions contribute
towards delivery of a number of the goals, such as the i-Auditor audits.
As outlined above in section 2, the pandemic has impacted progress with this year's work plan
therefore some items are being carried forward into next year's plan. Despite the limited resources,
a significant amount has been achieved, especially on the key elements that will underpin other
aspects of accomplishing the strategic goals and future work plans.
4.2 Structure
Health and safety is everybody's responsibility; however, a well-structured governance system is
essential to ensure the Trust secures safety and health for staff, patients and visitors. To be successful
it must be well led from the top and have effective two-way communication through the structure to
individual staff. This needs to be supported by expert advice and forums for exchanging information
and views. See the above structural chart for the existing information/governance arrangements in
the Trust.
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4.3 Policy
A complete review of the Health and Safety Policy was conducted in January 2019. This created a
more streamlined and focused policy which clearly set out the roles and responsibilities in relation to
health and safety. The policy helps underpin our strategy and is supported by various other specialist
policies and plans such as the Security Policy, Fire Safety Policy, Lockdown Policy, and the Incident
Management Policy and Procedure.
4.4 Improving Staff Engagement
An important element in improving governance was identified by the original gap analysis; there was
insufficient discussion of health and safety at departmental and directorate level. To address this
managers are now encouraged to discuss safety at each team meeting and at Directorate governance
meetings. This is monitored via the new annual audit undertaken by a Health & Safety Advisor.
Staff are able to discuss health and safety with their manager, at team meetings and with staff side if
they still have concerns. They can also contact the Health and Safety Team for expert advice if
necessary. They are encouraged to read the Health and Safety Policy and are given essential training
in the form of mandatory e-learning, with further support provided through the information pages on
The Ox.
The Health and Safety Committee has been rescheduled to enable better attendance by
representatives from staff side.
4.5 Improving Directorate Management Engagement
To improve directorate level governance, each directorate has now appointed a Directorate Safety
Lead (DSL) who attends the quarterly Health and Safety Committee. These managers represent their
directorates and raise matters for discussion, as well as feeding back to their directorate on committee
matters. They are asked to provide a short directorate health and safety presentation twice a year on
what has gone well, what issues they have encountered, lessons learnt and any new health and safety
initiatives. When unable to attend a particular committee, they are required to send an appropriate
substitute to ensure representation from across the Trust and adept flows of information to and from
the committee.
Attendance at the committee has improved along with engagement with its work. There have been
some very good presentations, but others have been missed and this therefore needs further
embedding. This has been re-launched in 2021 and attendance at the Trust's Health and Safety
Committee by service directorates will continue to be monitored.
4.6 Executive Engagement
The Head of Safety and Compliance now attends the Service Directors’ Committee every two months
to discuss key health and safety issues that are operationalised through the service directorates, e.g.
lone working or new initiatives such as implementation of the Trust-wide auditing system.
Regular health and safety reports have been provided to the Executive Team and the Workforce
Committee for several years. To enhance the usefulness of these reports, new KPIs will be provided
in 2021 which will better facilitate erudite governance by directors. Many of these will be based on
data from the new auditing system.
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4.7 Knowledge Gaps
A training needs analysis has been conducted to capture the full spectrum of training and knowledge
gaps at all levels in the Trust.
A gap was identified in ensuring managers have the necessary knowledge and skills to fully manage
their health and safety duties so that they can effectively manage the safety of their team. A new
modularised training course is being developed and will start to be delivered in the autumn of 2021.
It was also identified that additional training may be of benefit to all directors in fully understanding
their legal duties and roles in safety governance and leadership. To address this, we identified the
NEBOSH HSE Certificate in Health and Safety Leadership Excellence as likely to be the most appropriate
course as it was written in conjunction with HSE and can be adapted for specialist industries such as
the NHS to best reflect the industry governance structures. A provider is being sought to adapt and
deliver the training.
Various other training or knowledge gaps were identified, ranging from well-structured safety
information resources on The Ox accessible to all through to specialist face to face training on medical
gases for designated Nursing Officers. These will be prioritised and incorporated within the annual
work plans.
4.8 Risk Assessment
A new risk assessment template was published last year along with step by step detailed guidance on
how to complete each section. This will be supplemented during 2021 by the provision of additional
guidance and examples on specific subject areas such as violence and aggression.
Assessors will be strongly encouraged to avoid purely copying the examples; this is to ensure their
assessments of the risk are genuinely addressing the specific risks in their department. The risk
assessment module of the new managers H&S training course will further assist in improving risk
assessment quality.
4.9 Monitoring Information
A key driver in enabling the Trust to monitor its performance and identify areas of focus, is its Health
and Safety Auditing system; this is discussed in detail below. The use of Peoplesafe lone working
devices is closely monitored and reported on to managers and service directors.
In addition, key statistics derived from the Datix incident reporting system are closely monitored to
identify trends, inform initiatives and work plans. Work has been done on improving the information
derived from Datix, by asking additional crucial questions and amending category choices available.
5.0 HEALTH AND SAFETY AUDITING
Previously a paper-based compliance system was in place for several years, monitoring each team’s
timely updating of a set range of risk assessments. A new software-based system (i-Auditor) has now
been introduced which enables more detailed audits to be conducted and analysis of the results in a
variety of formats.

Annual Health & Safety Report 2020/21

Page 5 of 20

123

The new system asks a bespoke set of questions, requiring evidence-based answers relating to the
management of health and safety, primarily at team level. The questions cover all principal matters
such as risk assessment and engagement with staff etc. The evidence must illustrate compliance but
is not expected to prove perfection; the auditor’s judgement is necessary to determine suitable quality
is exhibited by the evidence provided.
The answers and evidence facilitate:
a) Discussion between the auditor and manager to address any areas of weakness identified
b) Analysis of the results to determine the overall compliance in the team
c) Analysis of the results to identify specific matters requiring further attention at local,
directorate and/or corporate level
d) Analysis of the results to determine variations in compliance from year to year, by team and
by directorate and/or Trust overall
e) Analysis of the results to provide useful KPIs
The implementation of the new system commenced in July 2020 and despite some problems with
non-attendance by some team managers almost every team had been audited by 9th April 2021. Due
to the impact of the pandemic most audits were conducted via Microsoft Teams; this was not ideal
but was essential to ensure teams were audited in a safe and fair manner.
The audits have generally been well received by those being audited. They receive a copy of their
audit report, along with automated emails of specific actions they must complete; they should then
reply to the emails after they have completed each action, confirming compliance.
Questions are grouped around subject areas such as risk assessment, DSE and fire safety. This enables
general areas of concern to be identified as well as specific questions. It is also evident which teams
demonstrate best practice and those that require additional support.
5.1 Health and Safety Audit Results Analysis Overview
The new audit system has allowed detailed analysis of each team’s health and safety performance and
therefore provided an overview of the Trust's performance, identifying areas of good practice and
where we need to improve. The analysis of the audits assists in delivering our five-year strategy by
enabling the provision of meaningful KPI’s, against which we can measure progress and highlight the
areas on which we need to focus in future annual work plans.
The full set of results for the year 2020-2021 is appended to this report. Whilst this is only the first
year’s results and there are lessons to be learnt about the process, they provide sound evidence-based
information to inform our next steps. We will need to take a dual approach, which is (a) team focussed
to support those teams who have not performed well and need training and guidance and (b) also a
Trust wide approach to address the health and safety themes that need to improve across all areas of
the Trust. The data will enable us to direct our attention and resources in the areas of most need to
improve compliance and keep staff and patients safe. These actions will be incorporated into this
year’s workplan.
It was anticipated that scores in this initial year would in general be lower than under the old system,
primarily as the new system is more comprehensive, is evidence-based and has a greater focus on
quality. The results are varied however some teams scored very well, with one team, ADHD in CYPS
scoring 100%, illustrating it is fully achievable.
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It was evident that preparation was key and that high achieving teams were those who prepared well
and compiled the evidence required. Conversely teams that scored lower advise they had undertaken
little preparation and were unable to provide the evidence to demonstrate compliance. There was
evidence to suggest that those audited later benefitted from the learning of others and scores
improved through the year.
5.2 Health and Safety Audit Key Results
The scoring algorithms used allow questions to be weighted, thus ensuring the final team scores
reflect the true level of overall compliance. Due to the varying nature of teams, not all questions are
applicable to all teams; the scoring algorithms also account for this thus enabling all teams to
potentially score 100%.
•
•
•

Trust overall average score Team with highest compliance score Team with lowest compliance score -

69.1% over 146 audits
100% ADHD Team Specialist Children's Services
27.14% HMP Maidstone Physical Health
27.14% HMP East Sutton Park Physical Health

Teams within Forensics prison services accounted for seven of the eight lowest scoring teams.
Targeted support is being provided to these teams prior to their 2021-2022 audits.
•
•
•
•

Question with highest compliance - Personal Emergency Evacuation Plans (PEEPs) in place for any
patients and staff members who cannot leave the department unaided? (97.37%)
Question with lowest compliance - Do you know who your Directorate Health and Safety Lead
(DSL) is? (40.56%)
Subject section with highest compliance - Category New and Expectant Mothers (95.77%)
Subject section with lowest compliance - Category Health and Safety Culture (50.68%)

There were twelve teams that were not audited due to cancellations; these will be audited in June
2021.
Teams that scored less than 50% in the audit year 2020/21 are to be audited again as a priority with a
target date of end of August 2021 to ensure they have taken the action required.
The audits facilitate informed continuous improvement and the process is key to our governance of
health and safety and the provision of assurance to teams, directorates, the Executive and the Board.
5.3 Health and Safety Audit Results Interpretation
Areas for focus
Having considered the annual i-auditor results the areas we have considered to most require remedial
attention are as below:
•

Risk Assessment - A need to improve quality and review annually

•

Health & Safety Communication - Lack of discussion of H&S at team meetings and not being
familiar with their Directorate Safety Lead.
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•

Quality of violence and aggression risk assessment - especially in relation to lone working

•

Fire Risk Assessment – many did not have access to a copy and therefore could not react to
any required actions

•

Sharps – This low score (45%) was largely related to poor management of medical sharps

•

First Aid Risk Assessments – absence of first aid risk assessments

Addressing these issues will be a feature of next year’s workplan. A particular focus is required in
relation to the quality of some violence and aggression risk assessments, many of which were poor
and too generic with insufficient attention given to the specific risks faced by the team. To help
remediate this we will no longer provide a template violence and aggression risk assessment but will
provide guidance to the completion of a bespoke local risk assessment. A training module on risk
assessments is being prepared as part of the managers training package.
The score for the management of sharps was low and a particular concern. This question incorporates
both the management of kitchen and therapeutic sharps and the management of medical sharps. The
low score was largely driven by the latter and therefore these elements have been separated for
future audits to provide greater clarity. Poor completion of blood-borne viruses risk assessments was
the most frequent reason for the poor scores. Advice and guidance will be given to the teams during
the pre-audit advice meetings to ensure this is addressed.
5.4 Directorate Results
In addition to the subject matters that require improvement there were a range of average scores by
directorate:
Directorate
Bexley
Bromley
Greenwich
CYPS
Forensics
ALD

Average Score
76.89%
65.55%
67.24%
79.87%
55.74%
74.82%

Number of Teams Audited
36 teams
13 teams
40 teams
21 teams
29 teams
4 teams

The CYPS Directorate was the best performing with an average score of 79.87% and five teams scoring
over 90%.
The Forensics Directorate were the lowest performing directorate overall with 12 teams scoring below
50%. This was primarily due to the services provided within prisons (with the exception of HMP
Thameside Physical Health scoring a credible 76.67%).
Bexley also had 25 teams (out of 36) scoring over 70%, and 8 teams scoring over 90%.
Directorate Management Teams received monthly reports of team scores to enable them to focus
their support on those most in need and ensure actions highlighted were followed up. Whilst support
will be given by the Health and Safety team to any team requesting it, operational oversight within
the directorate is crucial to enable the cultural shift to continue. Support by directorates is key to
ensuring good progress and there is evidence that this, together with assistance from high performing
peer team mentors and greater familiarity with the process, will result in improvements in 2021/22.
Annual Health & Safety Report 2020/21

Page 8 of 20

126

In addition it is clear that learning from the first year of implementation will enable the Health and
Safety Team make improvements to the approach taken, with greater interaction with each team’s
pre-audit and clearer instructions on the evidence provided. Targets for improvement will also be set
within the work plan.
6.0 TRAINING
Training is an essential part of successful health and safety management. The annual work plans to
implement our five-year strategy identify the need to ensure staff at all levels are equipped to perform
their role by improving training specific to their responsibilities.
All Staff - Health and Safety via e-learning and fire safety via e-learning are both already mandatory
requirements for all staff. Our compliance over the past three years with these training courses is
excellent and varies very little (around 95%-97% for both) each year.

Mandatory Training
Personal Safety PMVA
Personal Safety Conflict Resolution
Personal Safety Breakaway
Food Safety Level 2
Fire Safety Awareness
Health & Safety
0.00%
2017-2018

20.00%

2018-2019

40.00%
2019-2020

60.00%

80.00%

100.00%

2020-2021

Directors – Successful governance of health and safety requires senior managers and directors to
understand their leadership role, recognise the value of strategic safety and health and its integration
into business management systems and performance management systems.
The Training Needs Gap Analysis identified that additional training of directors would be of benefit.
We believe the IOSH Leading Safety course which was developed in partnership with the Health and
Safety Executive, is the most appropriate course. This will be delivered later this year by a provider
able to adapt the course specifically for NHS purposes.
Team Managers – Our Training Needs Gap Analysis identified the need to enhance training given to
team managers who are key players in ensuring sound health and safety practice.
Designing and initial delivery of a health and safety training package for team managers will form part
of our 2021/22 work plan. A modular approach is proposed with a core training package supported
by specialist modules in, for instance, Fire Warden Training, enabling managers to undertake the
training flexibly whilst not having to set aside whole days to attend.
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Whilst ideally the course would be delivered face-to-face, we are aware of the time constraints
managers face, therefore it will also be offered via Microsoft Teams.
7.0 ACCIDENTS AND INCIDENTS
7.1 Accidents and Incidents
The top ten incident statistics for the past four years are shown in the graph below; it is dominated by
incidents of violence and aggression to staff. Further detail and analysis is set out in the following
sections.
A degree of caution must be taken in interpreting meaning into changes in statistics in 2020-2021 due
to the significant impact of the Covid-19 pandemic. Some services were shut for part of the year and
others were affected by changes in service delivery methods. There was in general a downward trend
in incidents of almost all types, but how many can be attributed to the pandemic is not easily
determined.

1078
913
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7.2 Violence and Aggression
The year-on-year review of incidents recorded on Datix demonstrates that by far the most significant
risk to the Trust's staff remains abuse and aggression by patients (setting aside the pandemic). These
incidents account for over half of all reported incidents every year (913 in 2020/21).
The figures in the table below shows the total for all other incidents, compared to incidents of violence
and aggression.

Abuse & Aggression
Total of Incidents not Abuse & Aggression
by patient to Oxleas staff

608

916

1122
1229

93
104
55
34

Abuse & Aggression - to the staff from a
3rd Party (e.g relative, carer)
Abuse & Aggression by patient to Oxleas
staff

913
0

2017-2018

1078

1393
1301

500
1000
Number of Incidents
2018-2019
2019-2020
2020-2021

1500

The figure for 2020/21 showed a drop of over 15% against the previous year (1078 in 2019/20), which
in turn showed a drop of almost 17% against the year before (1301 in 2018/19).
The pattern of reductions in such incidents reflects the considerable work undertaken in a number of
inpatient wards using a Quality Improvement approach. Burgess, Tarn, Crofton, Millbrook and Atlas
House have participated in the projects, using October 2016 – July 2018 as the baseline, resulting in a
40% reduction in violent and aggressive incidents across these wards.
Reducing violence and aggression continues to be a focus across all directorates and the following
measures are an example of the clinical and security measures introduced:
•
•
•
•
•
•
•
•
•
•

Relational Security work (See, Think, Act)
Band 5 leadership development
Roll out of ‘Keep me Safe’ toolkit
Roll out of Broset tool or similar violence predictor to all acute admission wards
Safety huddles
Body-worn video cameras
Regular monthly police liaison meetings at Bracton Centre, Green Parks House and Oxleas
House to progress action on incidents
Expanding the number of teams using Skyguard for lone working
Additional CCTV where justified, including installation on ward communal areas
Local Security Management Specialist (LSMS) advice and support in relation to security,
incident investigation and pursuing prosecutions as appropriate.
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7.3 Lone Working
Lone working is amongst the higher level risks our staff face. For those at most risk, the adoption of
discrete lone working devices is the most appropriate type of lone working system. When introduced
several years ago the usage of the devices was disappointing but as a result of improved monitoring
and training, improvements have been seen in most teams. As a result, Peoplesafe (previously
branded Skyguard) has been adopted by many more teams as their lone working safe system of work.
Each team manager receives a usage report for their team every month. Each service director receives
the Trust's monthly monitoring report and the results for each member of their staff, to enable them
to ensure appropriate use.
Whilst there has been an overall reduction in usage since the pandemic began, this is likely to be
largely due to a reduction in lone working visits rather than more users failing to use the devices; we
will not be sure until working practices return to normal. If there is a permanent change in some
teams working practices, their risk assessment should be reviewed, and managers should ensure that
they are using the most appropriate lone working system.
The overall usage in the Trust over the past eighteen months is shown in the table below. Some teams
regularly achieve 100% usage, while others do significantly less well, reducing the overall scores. The
teams with poor scores are mainly amongst those who originally adopted the system but have never
successfully embedded the safe system of work comprehensively across the team. Where a team is
identified as regularly failing to address no-usage despite support from the Health and Safety Team,
they are referred to their director for appropriate action.
90.0
80.0
70.0
60.0
50.0
40.0
30.0
20.0
10.0
0.0

Peoplesafe usage - percentage of devices used each month
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7.4 Security Incident
The next largest incident category is 'Security Incident Other' which accounts for around nine percent
of incidents (133). This encompasses a very wide variety of incident types, ranging from premises
being left unlocked through to deliberate alarm activation, fraud and loss of smart cards.

Security
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7.5 Smoking
Incidents of Smoking Against Trust Policy have fallen by almost two thirds over the past four years,
from 249 in the year 2017/18 to 84 in 2020/21. Reports of contraband smoking items including
tobacco and lighter/matches have also significantly decreased. Whilst smoking in the general
population is also falling, these figures show a far more significant drop and may reflect the positive
efforts to reduce smoking through delivery of cessation therapy to patients, including provision of ecigarettes.
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7.6 Slip, Trips and Falls
Slip, Trips and Falls continued on a downward trend from 77 in 2017/18 down to 51 in 2020/21. As
staff and patient numbers at Trust premises were reduced for much of the year due to the pandemic,
it is not sensible to draw any firm conclusions from the drop from 55 the previous year to 51 this year.
In most businesses, slips and trips make up approximately a third of all accidents. This serves to
illustrate the scale of violence and aggression staff face (51 v 913 in 2020/2021); our staff are almost
twenty times as likely to experience violence or aggression than they are to have a slip trip or fall.
The reduction in road traffic accidents from 13 in 2019/20 to 5 in 2020/21 is likely to relate to the
reduced travelling being undertaken and reduction in traffic during the periods of lock-down.
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7.7 Manual Handling Injuries
‘Handling injury to patients’ have fallen over the four year period from thirteen to zero, whereas
conversely the ‘Handling injury to staff’ have increased from zero to six; more work is needed to
understand this data; it is possible staff are stopping patients from falling and injuring themselves in
the process.

Annual Health & Safety Report 2020/21

Page 14 of 20

132

Handling Injuries
0
1

Handling injury
to staff

9

2017-2018

6

2018-2019
2019-2020

13
11

Handling Injury
to patient

2020-2021

3
0
0

5
10
Number of Injuries

15

7.8 Fire Incidents
Fire incidents are relatively rare, however they can have extreme consequences therefore must be
carefully investigated and attention paid to any patterns and increases.

Fires
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There was an increase in the number of deliberate fire incidents, but numbers remain low. A significant
decrease was noted in the number of accidental fire incidents.
Accidental fires can arise from a wide variety of sources. One common reason is staff leaving cooking
equipment unattended, such as toasters and microwaves, whereby the food overheats and starts to
smoulder or catch fire. Another issue is patients trying to hide evidence of smoking without fully
extinguishing the cigarette; such cases are not regarded as deliberate unless there is a clear indication
that it is.
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A review has been undertaken of the provision of fire safety services, including advice and training, in
the Trust and as a result the fire officer role is to be brought in-house.
We are currently conducting a full review of our Fire Policy and associated documentation.
7.9 Theft and Damage
Notable reductions in deliberate damage and theft incidents were recorded. Accidental damage
figures remain broadly within historical range.
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7.10 Incident Severity
The tables below provide an overview of heath and safety incidents by severity separating out
violence and aggression incidents from other health and safety incidents.
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H&S incidents (excluding abuse and aggression)
01.04.2020 - 31.03.2021
350
Accident of some other type or cause
Accidental fire incident

300

Breach of security
Contact with hazard

250

Controlled Stationary
Cuts, grazes and scratches
Damage - accidental

200

Deliberate Damage
Deliberate fire incident

150

Environmental Hazard
Exposed to Hazard
Falls, Slips and Trips

100

Fire incident - other
Found in possession of banned items

50

Handling Injury to patient
Handling injury to staff

0

Level 5 - Serious
Level 4 - Severe
Level 1 - No Harm Level 2 - Minor Harm Level 3 - Moderate
harm (e.g. requiring Harm (e.g. severe / Incident (e.g. severe
(e.g requiring
medical attention or permanent harm or / permanent harm
minimal or no
medical attention or procedure from UNEXPECTED death) or death in and
OXLEAS inpatient
acute unit)
EXPECTED natural
setting)
causes death)
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Level 4 and 5 Incidents – excluding Violence and Aggression incidents
There was a single Level 5 incident which was not recorded as violence and aggression in 2020-2021.
This was a fire in a patient’s home which resulted in a fatality.
There were five Level 4 incidents which were not violence and aggression in 2020-2021, all of which
were unwitnessed in-patient falls. All falls incidents are considered by the Falls Committee to
establish whether they were avoidable so that lessons can be learned where appropriate.
Level Four and Five Incidents - Violence and Aggression

All Abuse and Aggression in Trust by severity and category
01.04.2020 - 31.03.2021
600

Abuse & Aggression by patient to
Oxleas staff

500

Abuse & Aggression by patient to
patient

400
300

Abuse & Aggression by Oxleas
staff to patient

200

Abuse & Aggression by Oxleas
staff to Oxleas staff

100
0

Level 1 - No Level 2 Level 3 Harm Minor Harm Moderate
harm

Level 4 Severe
Harm

Level 5 Serious
Incident

Abuse & Aggression - to the staff
from a 3rd Party (e.g relative,
carer)

Level 4 and 5 violence and aggression incidents are comparatively rare; they form around one
percent of all such incidents. There were a total of three Level 4 incidents, and four Level 5 incidents
in 2020-2021. All bar one occurred in the community.
Incident Category
Aggression - Physical
Aggression - Verbal
Aggression - Physical (with weapon)
Total Level 4 & 5 Incidents

Level 4 Severe Harm
1
1
1
3

Level 5
Serious Incident
3
1
4

Level 4
There were 2 patient incidents involving physical assaults in the community. The one verbal assault
involved an aggressive patient on Kelsey; no physical harm was recorded.
Level 5 Incidents
These were all patient incidents involving non-accidental deaths in the community.
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7.11 RIDDOR
The number of reportable incidents over the past three years remain constant (setting aside the
incidents reportable due to Covid-19). RIDDOR reports are sent when an incident meets certain set
criteria; this does not necessarily indicate a failure by the Trust but that the criteria to report it has
been met. When reviewing Datix, some incidents give rise to concerns and require further
investigation, yet they are not RIDDOR reportable; conversely many RIDDOR incidents do not reflect
underlying problems, although all RIDDOR incidents must still be investigated.
Year
2018
2019
2020

RIDDORS
8
9
8

In 2020, 4 of the RIDDOR reportable incidents were as a result of patient violence towards staff
resulting in physical injury or stress related time off work.
Of the remaining 4, one involved an infected medical sharp (HIV positive patient); no infection resulted
but it was deemed a ‘dangerous occurrence’ thus reportable. Another involved a staff member who
caught their hand in an automated door when holding it back for an elderly patient. Two were related
to conventional slips, trips, falls.
In addition to the conventional RIDDOR reports, this year we have also had to make submissions under
RIDDOR related to Covid-19 infection of staff believed to be contracted via their employment. In the
first wave, taking a broad view of the possible source of infection there were 54 reports and there
have been an additional 44 during the second wave by end of March 2021.
8.0 EMERGENCY PLANNING
8.1 Covid-19 Response
Emergency Planning is undertaken by the Health and Safety Team but is reported independently of
health and safety issues. Over the last year however arguably the greatest health risk faced has been
associated with Covid -19 which has dominated the working lives of all NHS staff including the Health
and Safety Team. Resource from the health and safety team has been reprioritised and focussed, at
a greater level than usual, on Emergency Planning with staff playing an instrumental role in the Trust’s
Covid Incident response (and the EU Exit work). The Health & Safety Manager has undertaken the
role of silver command as the lead for EPRR within the team.
The team has also led on the Trust's Corporate Covid Workplace Risk Assessment and associated
guide, as well as advising teams and as required.
The Covid-19 management situation is currently more stable, although it is recognised that there will
be an on-going workload in the medium term. Additional staffing resource is being created to support
this, enabling the health and safety team to refocus their attention.
8.2 Working from home during the pandemic
Since the pandemic began, the Trust has implemented the government guidance in relation to working
from home where possible. Inevitably this has led to the need to consider 'display screen equipment'
(DSE) risks in homes. To enable staff who can work from home, to work successfully and safely, the
Trust has permitted staff to borrow office equipment ranging from computer screens to office chairs.
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The system for managing DSE risks remains the same, whether office based or home working.
However we have recognised that guidance was required (and is drafted) for staff to be able to
recognise some of the particular problems they may encounter at home in relation to DSE.
Whilst it is uncertain how long some staff will be advised to work from home, it is the Trust’s plan to
enable working from home to continue in the long term. The 'New Ways of Working Group' is leading
this and the policy and various guidance documents have been drafted. Any health and safety
implications of new ways of working are being considered as part of this group. The HR document,
'Well-being and health and safety implications of home working' will be an important focus.
9.0 CONCLUSION
Despite the unique challenges the Covid-19 pandemic has presented, coupled with pressure on staff
resource, good progress has been made against the Health and Safety workplan and our five-year
strategy.
The underlying systems which support adept governance and a safe and healthy working environment
have been enhanced, and the workplan for the next year will be designed to further progress the
strategy and address the priority issues raised through i-Auditor. There is further work to be done but
there is evidence that the cultural change required to support a proactive health and safety culture is
underway.
It is anticipated that the government's pathway out of lockdown will enable greater communication
and interaction with managers and staff to ensure good progress continues.

Appendix 1 - Health and Safety Workplan Year 3

Annual Health & Safety Report 2020/21

Page 20 of 20

138

Appendix 1

HEALTH & SAFETY: YEAR 3 WORKPLAN

This workplan has been developed to progress the 5-year health and safety strategy and
take account of the learning from the first year of audits undertaken using I-auditor
The principle focus of the Year 3 workplan will be:
•

Providing the necessary training to enable improved health and safety management
performance at all levels

•

Enhancing the quality of risk assessments

Year 3 actions:
•

Develop and deliver a health and safety training package aimed at team managers to
increase knowledge, skills and confidence in H&S management

•

Arrange for a NEBOSH HSE Certificate H&S Leadership Excellence course to be
delivered to all Directors

•

Offer all teams a pre-audit meeting to ensure they are clear about expectations and
evidence required. Advice will be provided to support production of relevant and
good quality Risk Assessment

•

Roll out new template and guidance for Violence and Aggression Risk Assessments
and offer facilitated peer group sessions to facilitate improved quality

•

Create a Trust-wide First Aid Risk Assessment, taking account of the needs of different
areas within the Trust and clarify the first aid requirement on each site

•

Produce a bi-monthly newsletter to be sent to all team managers for discussion within
teams to contain:
o Statistics and general feedback on i-Auditor and Peoplesafe
o Safety alerts
o News
o Guidance and signposting to useful information

•

Review and update health and safety, fire safety and security information on The Ox

•

Create an internal fire safety role to improve training, guidance, interaction with
teams in relation to risk local assessments

•

Review the H&S implications of New Ways of Working and amend policies accordingly
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Report Summary

The purpose of this report is to seek approval to enter into the Bexley Care
Section 75 and Partnership Agreement between London Borough Bexley and
Oxleas NHS Foundation Trust.
This is the culmination of the work of a Task and Finish Group, comprising
officers from both organisations, over the last 12 months, which has
reviewed the existing outline partnership agreement and developed the new
agreement.
The new agreement formalises the partnership arrangements between the
Parties pursuant to section 75 of the National Health Service Act 2006 and
the NHS Bodies and Local Authorities Partnership Arrangements Regulations
2000. It will enable the partners to continue to build on the existing
arrangements, providing the legal basis to support the further development
of integrated services. The agreement secures the necessary governance
required to cover the partnership over the longer term.
The documents attached include an overview report and four appendices,
comprising a copy of the draft agreement (Appendix A), the Bexley Care Risk
Register (Appendix B), the Data Sharing Agreement (Appendix C), and the
Data Protection Impact Assessment (Appendix D). The timescales for seeking
the authority from LB Bexley and Oxleas NHS FT to negotiate and finalise the
agreement are set out in Section 5.

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

Decision to proceed, approve documentation to enter into the Bexley Care
Section 75 and Partnership Agreement with London Borough of Bexley
(LBB)
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Recommendation

For approval

Link to trust strategy

Improving out of hospital care through integration with Adult Social Care

1914: Local Authority contracts for integrated and embedded services
Link to Board
Assurance Framework

Please summarise
implications in the
report for:
Quality
Finances

Equality analysis

Service users/
carers/staff

Improve quality of service delivery across pathways in Bexley
The draft section 75 agreement sets out the financial obligations of the
Partners in clause 8 and Schedule 3. Each Partner remains financially
accountable and responsible for performance and all costs relating to the
provision of the services and the functions that it is responsible for
delivering. The partners agree to share any savings from a hoint
management structure. Financial implications are limited to this
The section 75 agreement includes a section on Equalities that commits LB
Bexley and Oxleas NHS FT to comply with their respective duties under
equalities legislation when they carry out their functions or services.
Formalising integration of services to adults in Bexley to improve flow and
experience. The s75 and partnership documents provide a governance
structure for staff to work within and support staff to deliver
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BOARD REPORT – 4 NOVEMBER 2021
THE BEXLEY CARE SECTION 75 AND PARTNERSHIP AGREEMENT
SUMMARY:
The purpose of this report is to seek approval to enter into the Bexley Care Section
75 and Partnership Agreement with London Borough of Bexley (LBB).
This is the culmination of the work of a Task and Finish Group, comprising officers
from both organisations, over the last 12 months, which has reviewed the existing
outline partnership agreement and developed the new agreement.
The new agreement formalises the partnership arrangements between the Parties
pursuant to section 75 of the National Health Service Act 2006 and the NHS Bodies
and Local Authorities Partnership Arrangements Regulations 2000. It will enable the
partners to continue to build on the existing arrangements, providing the legal basis
to support the further development of integrated services. The agreement secures
the necessary governance required to cover the partnership over the longer term.
There are four appendices, comprising a copy of the draft agreement (Appendix
A), the Bexley Care Risk Register (Appendix B), the Data Sharing Agreement
(Appendix C), and the Data Protection Impact Assessment (Appendix D). The
timescales for seeking the authority from LB Bexley and Oxleas NHS FT to negotiate
and finalise the agreement are set out in Section 5.

1.

PURPOSE OF REPORT

The purpose of this report is to seek approval for Oxleas NHS Foundation Trust to
enter into the Bexley Care Section 75 and Partnership Agreement with London
Borough of Bexley. This report outlines the main areas of the agreements for approval.
2.

WHAT IS THE BEXLEY CARE PARTNERSHIP?

Bexley Care is a partnership that brings together adult social care in the London
Borough of Bexley and adult community and mental health services in Oxleas NHS
Foundation Trust into a single management structure with the flexibility to use the
combined health and social care resources across both organisations to deliver more
seamless and effective care and support, and the formation of an integrated single
point of contact for referrals for all three ervices based in LB Bexley. The partnership
has been in place since 2017, during which time the partners have continued to
develop and deliver Bexley’s bespoke service delivery model.
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3.

WHY DO WE NEED THE SECTION 75 AND PARTNERSHIP AGREEMENT?

There is an existing outline of a partnership agreement between the London Borough
of Bexley and Oxleas NHS Foundation Trust, which has been in place since March
2017. This sets out the operational governance and lines of accountability for the
Bexley Care partnership and supports the delivery of health and social care services
in an integrated way for the benefit of the residents of Bexley. This has been reviewed
and it is proposed that the revised version will be signed by both Parties once it is
finalised.
Section 75 agreements are made between local authorities and NHS bodies and can
include arrangements for pooling resources and delegating certain NHS and local
authority health-related functions to the other partner. Entering into such an agreement
will provide the London Borough of Bexley and Oxleas NHS FT with the legal basis to
support the further development of integrated services. It will enable the Partners to
formally delegate limited functions of one Partner to the other Partner and will permit
the integrated provision of staff, goods, services or accommodation and the making of
payments between the Parties.
The Matrix Management structure sits as one of the core elements of this agreement
with many of the considered clauses acting as enablers for this to work smoothly and
efficiently. Under this structure, health employees may have some responsibility for
managing Council staff and more broadly for making sure that Council duties under
the Care Act 2014 are discharged. Council employees may have some responsibility
for managing health staff and making sure that Oxleas NHS FT duties are discharged.
4.

HOW WILL THE PARTIES BE HELD TO ACCOUNT FOR THEIR
OBLIGATIONS UNDER THE AGREEMENT?

Each organisation (LB Bexley and Oxleas NHS FT) remains accountable for their
statutory duties but has committed to work in partnership to deliver their obligations
under the agreement. The Bexley Care Partnership will report through the formal
governance structures of the Partners, accountable to the Council’s Corporate
Leadership Team and the Cabinet of LB Bexley and the Oxleas Executive Group and
Board respectively.
In order to support the shared aims of the Partners, it is proposed that the Bexley Care
Section 75 Board will be established. The Board will meet quarterly to monitor the
Bexley Care partnership and support joint decision-making between the Partners.
There are also links through to a wider system of governance, including the Bexley
Health and Wellbeing Board and the Local Care Partnership Forum.
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5. SECTION 75 AND PARTNERSHIP AGREEMENT OVERVIEW
The structure of the section 75 agreement between LB Bexley and Oxleas NHS FT
comprises the main agreement and a set of schedules (Appendix A). The main
agreement describes the partnership terms and conditions. It includes a number of
standard clauses, drawing on best practice and reflecting advice received from
relevant officers in both organisations. Key points of interest are highlighted below.
a) The Partnership Arrangements
The partnership arrangements comprise the establishment of an integrated
management and working alliance offering a space for integrated working with
joint structures, delivering integrated community and mental health services
for adults and older people across three place-based teams.
b) Delegation of functions
Each organisation (LB Bexley and Oxleas NHS FT) remains accountable for
their statutory duties but has committed to work in partnership to deliver their
obligations under the agreement. Bexley Care is not a separate organisation,
but the Partners have expressed their intention to create an integrated health
and social care team for the services specified in the agreement.
In the document, there is a limited delegation of functions. In matrix
management structures health managers may be discharging the operational
budget on behalf of the Council (and vice versa) including delegations in
relation to management of staff by the other Party, and functions could
increase over time subject to agreement between the Partners.
c) Schedules to the agreement
The agreement includes a set of six schedules covering:
• Aims and outcomes
• The services in scope
• Financial obligations and risk share
• Governance structure
• Management and delivery
• Exit strategy.
d) Separate Partnership Agreement
A separate Bexley Care partnership agreement contains the general
arrangements for the establishment of an integrated health and social care
service. This agreement has been reviewed and the main section 75
agreement refers to relevant sections of the partnership agreement. In
particular, the services and governance arrangements set out in Schedule 2
of the Bexley Care partnership agreement apply equally to the main section
75 agreement.
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e) Services
The section 75 agreement permits the delegation of authority to operationally
manage services and staff included in the services schedule (Schedule 2 of
the section 75 agreement). This describes the arrangements relating to the
Single Point of Contact, Integrated Triage Service and Matrix Management,
including further details about the management structure, and the
responsibilities and accountabilities of key staff roles.
f) Governance arrangements
The Partners jointly agree how the Bexley Care partnership is governed and
operates to deliver on their shared aims and outcomes in accordance with the
formal legal framework. The Bexley Care Partnership will report through the
formal governance structures of the Partners, accountable to the Council’s
Corporate Leadership Team and the Cabinet of LB Bexley and the Oxleas
Executive Group and Board respectively.
In order to support the shared aims of the Partners, it is proposed that the
Bexley Care Section 75 Board will be established. The Board will meet
quarterly to monitor the Bexley Care partnership and support joint decisionmaking between the Partners. It will be accountable to the Trust and the
Council for the production and implementation of the agreement, ensuring that
this is endorsed by the Trust and the Council through their respective
executive teams and membership.
As well as being accountable through the structures of both organisations, the
Bexley Care partnership has representation and accountability through our
wider system of governance, including the Bexley Health and Wellbeing
Board and the Local Care Partnership Forum.
The Section 75 and Partnership Agreement also include relevant clauses
covering delegation of functions, staffing, health and safety, liabilities and
indemnities, and dispute resolution, which prevents ambiguity and provides a
reference point for problem-solving.
These governance arrangements may need to evolve in the future to reflect
further system reform, not least to take account of the Health and Care Bill
and related ICS developments. There are provisions in the agreement
covering annual review and variations, which will enable the Partners to
respond to any changes in policy or legislation applicable to the services or
the partnership arrangements.
g) Management and delivery arrangements
The agreement describes the management and delivery arrangements for the
Bexley Care partnership, which seek to provide integrated community and
mental health services for adults and older people through one management
structure and across three place-based teams. These arrangements
contribute to Local Care Networks / Primary Care Networks comprising local
4
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primary care and community health services, ASC services, the third sector
and care providers.
Delivery of the integrated services under the section 75 agreement will be
overseen by the Service Director for Community Services (Oxleas NHS FT)
and Deputy Director for Adult Social Care (LB Bexley). Joint operational and
departmental meetings are already in place and feed into the existing
governance structures of the two organisations.
Further details are set out in Schedule 5 of the section 75 agreement,
including the LCN matrix management structure, which shows the key roles
that are responsible for the management of staff and health and social care
services within the scope of the agreement.
h) Performance and review
The Partners have developed an Integrated Dashboard, which includes a
range of key social care and health indicators. Although the indicators are
routinely monitored by the Partners, this dashboard is reported biannually
through the governance arrangements. The expected performance indicators
and timing of reporting will be reflected in a schedule to the section 75
agreement. The Partners will review the partnership arrangements biennially
(once every two years).
i) Variations, termination provisions and exit strategy
The agreement may be varied by the Partners at any time by agreement in
writing in accordance with the Partner's internal decision-making processes.
Clauses also provide the arrangements for termination (e.g., financial
obligations can no longer be met, insufficient resources, the arrangements are
no longer viable, change in law, material breach of the agreement or the
failure to resolve a dispute). Schedule 6 sets out the arrangements for
preparing an exit strategy upon termination of the agreement, which ensures
appropriate service continuity and safe service delivery.
Next steps
Subject to agreement by the Parties, the formal sign-off and sealing process is
scheduled to be completed by end of November 2021. An update will be provided to
the Bexley Health and Wellbeing Board in December 2021.A timeline is outlined in
section 6 of this document.
Legal Implications
a)

Summary of Legal Implications

There is an existing outline of a partnership agreement between the London Borough
of Bexley and Oxleas NHS Foundation Trust, which has been in place since March
5
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2017. This sets out the operational governance and lines of accountability to establish
Bexley Care and support the delivery of health and social care services in an
integrated way for the benefit of the residents of Bexley. This has been reviewed as
outlined in the report and the revised version will be signed by both parties once it is
finalised. Section 113 of the Local Government Act 1972 enables the Council to make
available its staff to the Trust for the purposes of assisting with their functions and vice
versa on such terms as may be provided by the Bexley Care partnership agreement.
In addition, it is proposed that the integrated provision of staff, goods, services or
accommodation together with the formal governance arrangements of the Bexley Care
partnership will be governed by an agreement between LB Bexley and Oxleas NHS
FT pursuant to section 75 of the National Health Service Act 2006 and the NHS Bodies
and Local Authorities Partnership Arrangements Regulations 2000. The powers under
the Act and Regulations permit arrangements for pooling resources and delegating
certain NHS and local authority health-related functions to the other partner(s) if it
would lead to an improvement in the way those functions are exercised. The Act and
Regulations also permit the provision of staff, goods or services or the making of
payments between the local authority and the NHS body. Under the draft section 75
agreement, the Partners propose to formally delegate limited functions of one Partner
to the other Partner and have set out their intention to create an integrated health and
social care service as specified in the agreement. The new section 75 agreement will
also be signed by the Parties once it is finalised.
An Officer from Legal Services at the London Borough of Bexley has supported the
drafting of the agreement and has provided advice as part of the Task and Finish
Group. Legal Advisers (Capsticks LLP) have also reviewed the draft agreement on
behalf of Oxleas NHS FT and their feedback has been received and relevant
amendments incorporated.
Financial Implications
Summary of Financial Implications
The draft section 75 agreement sets out the financial obligations of the Partners in
clause 8 and Schedule 3. Each Partner remains financially accountable and
responsible for performance and all costs relating to the provision of the services and
the functions that it is responsible for delivering. All payments relating to the staff
employed by a Partner and the costs of the provision of IT and other equipment to staff
will be met by the Partner who employs the member of staff. The Partners agree to
share financial risks and rewards in accordance with the arrangements set out in
Schedule 3. This is limited to sharing equally the financial benefit of the savings
achieved on joint management costs.
The financial obligations of the Partners are as set out in the draft Section 75 and
Partnership Agreement (summarised in Section 6a above).
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Risks and Mitigation Measures
A separate Bexley Care Risk Register (Appendix B) sets out further details about
risks. This is a live document and will be regularly reviewed currently by the
Programme Board and in future by the Bexley Care Section 75 Board. The Table
below highlights some of the high-level risks and mitigation measures, which have
been considered.
Risk

Mitigation Measure

Covid-19 and other system pressures
impact on delivery of the project or service
delivery.

Monitoring staffing resources and time
allocation to priority service delivery.
Oversee progress via the programme
board.

Integrated Care System development and
South East London core offer development
impacting on Bexley Care arrangements or
prescribing operating models not consistent
with Bexley Care model.

Engage with core offer development and
ICS development to influence a ‘Bexley fit’.
To review operating models fit with national
requirements and priorities in an ICS.

Scale of financial savings and budget
pressures adversely impact one partner.

Establish process for agreeing risk / benefit
share related to joint working.
Develop governance and legal agreement
across Oxleas NHS FT and LB Bexley.

Organisational changes to services
structures to deliver savings or quality
improvements across LB Bexley and
Oxleas NHS FT impacts on delivery of
matrix management of integrated services.

Oversee developments and plans for each
organisation and potential impacts on
delivery of Bexley Care model and
outcomes at the programme board.
Section 75 agreement to formalise the
arrangements.

Summary of Other Implications
Equal Opportunities

The section 75 agreement includes a section on Equalities that commits LB Bexley
and Oxleas NHS FT to comply with their respective duties under equalities
legislation when they carry out their functions or services.
HR Implications

The agreement describes the staffing arrangements, including the roles and
accountabilities of post holders. The agreement does not cause a relevant transfer
for the purposes of TUPE at the outset or intend to do so on termination but
recognises that this will be determined by law at the relevant time.
Staff will remain bound by the terms and conditions of their employing organisation
and will be subject to their respective employer policies. The Matrix Management
structure sits as one of the core elements of this agreement with many of the
considered clauses acting as enablers for this to work smoothly and efficiently.
Under this structure, health employees may have some responsibility for managing
7

148

Council staff and more broadly for making sure that Council duties under the Care
Act 2014 are discharged. Council employees may have some responsibility for
managing health staff and making sure that Oxleas NHS FT duties are discharged.
The Partners agree that HR staff shall provide support and guidance as necessary to
managers of the other Partner who manage one or more of their staff. Arrangements
will also be made to ensure appropriate professional accountability, support, training
and supervision.
The management arrangements, where we have an accountable Service Director for
Bexley Care (Oxleas NHS FT) and an accountable Deputy Director for Adult Social
Care (LB Bexley), mean that there is a responsible individual with a direct line of
accountability to each organisation for the delivery of each organisation’s statutory
duties.
Health and Well-Being of the Borough
Through the section 75 and Bexley Care partnership agreement, LB Bexley and
Oxleas NHS FT aim to have a positive impact on the health and well-being of the
Borough. The arrangements will support the establishment of an integrated
management and working alliance to deliver integrated community and mental health
services for adults and older people across three placed based teams with the ability
to use our broader partnerships with primary care, the third sector and care providers
to improve the lives of residents and their health and wellbeing.
Asset Management
Clauses 7 and 8 of the Bexley Care partnership agreement apply to the provision of
premises and assets for the purposes of the draft section 75 Agreement. Both LB
Bexley and Oxleas NHS FT own properties across the borough, which are used to
provide current services. The Bexley Care service model may help both Partners to
manage their combined estate more effectively, providing opportunities for staff to be
co-located, improving the accessibility of services and ensuring these are delivered
in a safe and appropriate environment.
Data Privacy
Each Party must comply with any notification requirements and obligations under
Data Protection legislation, which arise in connection with the Section 75 and
Partnership Agreement. The Partners shall adhere to a Data Sharing Agreement
(Appendix C) when sharing information under the agreement and the data
protection impact assessment (Appendix D) has been updated.
The Health and Social Care (Safety and Quality) Act 2015 sets a duty for information
to be shared where it facilitates care for an individual and it is legal to do so. The
seventh Caldicott principle stipulates that the duty to share information can be as
important as the duty to protect patient confidentiality. The Partners will ensure that
staff are aware of their responsibilities and obligations to respect the confidentiality of
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patients and service users and to ensure that their use of and access to that
information complies with legal requirements.

6.

TIMELINES

A final report with recommendations to negotiate and finalise the Bexley Care Section
75 and Partnership Agreement is making its way through the governance processes
of both LB Bexley and Oxleas NHS FT.
Subject to agreement by the Parties, the formal sign-off and sealing process is
scheduled to be completed by end of November 2021. Officers also propose to give
an update to the Bexley Health and Wellbeing Board at their next meeting in December
2021 and develop a communication plan for wider stakeholders once completed.
The below highlights the processes that have been gone through to authorise the
documents in both organisations. LB Bexley agreed all the comments changes made
by Capsticks during their review.
Key Milestone
LB Bexley sign-off
Joint DLT
CLT
Cabinet Member decision published subject to call-in
Call-in expires
Oxleas sign-off
Executive Committee
Partnership Committee
Financial Sustainability Group
Oxleas Executive Board
Bexley Health and Wellbeing Board
Update to Bexley Health and Wellbeing Board

Date
11 October 2021
4 November 2021
12 November 2021
19 November 2021
12 October 2021
12 October 2021
28 October 2021
4 November 2021
13 December 2021

Attachments:
Appendices:
Appendix A (i) & (ii) – Draft Section 75 and Partnership Agreement
Appendix B – Bexley Care Risk Register
Appendix C – Data Sharing Agreement
Appendix D – Data Protection Impact Assessment
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DATED

xx November 2021

THE MAYOR AND BURGESSES OF THE
LONDON BOROUGH OF BEXLEY

and

OXLEAS NHS FOUNDATION TRUST

-------------------------------------------------------------------------------------------------------------------------------
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This deed is dated

x x November 2021

Parties
(1)

THE MAYOR AND BURGESSES OF THE LONDON BOROUGH OF BEXLEY of Civic Offices, 2
Watling Street, Bexleyheath, Kent DA6 7AT (the “Council"); and

(2)

OXLEAS NHS FOUNDATION TRUST of Pinewood House, Pinewood Place, Dartford, Kent DA2
7WG (“Trust”)

BACKGROUND
(A)

Section 75 of the National Health Service Act 2006 contains powers enabling NHS
bodies (as defined in section 275 of the NHS Act 2006) to exercise certain local authority
functions and for local authorities to exercise various NHS functions. The Act also allows
the integrated provision of staff, goods, services or accommodation between the
Partners. The Partners are entering into this Agreement in exercise of those powers
under and pursuant to the NHS Regulations 2000.

(B)

The Partners are committed to better integration of the NHS Functions and the Council
Health-Related Functions, and therefore wish to enter into the arrangements under this
Agreement.

(C)

This Agreement provides the framework within which the Partners will work together to
achieve the Aims and Outcomes.

(D)

The Partners have entered into a separate Partnership Agreement which contains the
general arrangements for the establishment of integrated health and social care
arrangements for Bexley Care.

Agreed terms
1.

DEFINITION AND INTERPRETATION

1.1

The definitions and rules of interpretation in this clause apply in this Agreement.
Agreement: this Agreement between the Trust and the Council comprising these terms
and conditions together with all schedules attached to it.
Aims and Outcomes: the objectives of the Partners, setting out how the Partnership
Arrangements are likely to lead to an improvement in the way the Functions are
exercised, as described in Schedule 1.
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Change in Law: a change in Law that impacts on the Partnership Arrangements, which
comes into force after the Commencement Date.
Commencement Date: xx November 2021
Council Health-Related Functions: shall have the same meaning as set out in
Regulation 6 o the NHS Regulations 2000
Data Protection Legislation: means: the UK Data Protection Legislation and (for so
long as and to the extent that the law of the European Union has legal effect in the UK)
the General Data Protection Regulation ((EU) 2016/679) and any other directly
applicable European Union regulation relating to privacy.
UK Data Protection Legislation: any data protection legislation from time to time in
force in the UK including the Data Protection Act 2018 (DPA 2018) or any successor
legislation.
Dispute Resolution Procedure: the procedure set out in clause 24.
Financial Year: 1 April to 31 March.
First Financial Year: 2021/22
FOIA: the Freedom of Information Act 2000 and any subordinate legislation made under
it from time to time, together with any guidance or codes of practice issued by the
Information Commissioner or relevant government department concerning this
legislation.
Functions: the NHS Functions and the Council's Health-Related Functions.
Information: has the meaning given under section 84 of FOIA.
Information Sharing Agreement: the agreement between the parties dated [insert
date] describing how the Partners will share Information.
Initial Term: the period commencing on the Commencement Date and ending on the
fifth anniversary of the Commencement Date.
Law: any applicable law, statute, bye-law, regulation, order, regulatory policy, guidance
or industry code, rule of court, directives or requirements of any Regulatory Body,
delegated or subordinate legislation, or notice of any Regulatory Body.
Loss: all losses, damages, liabilities, expenses, costs and claims whether arising in
contract, tort (including negligence), under statute or common law excluding any loss of
profit, loss of use or any other special, consequential or indirect loss, costs or damages
whether arising in contract, tort (including negligence), under statute or on any other
basis.
NHS Act 2006: National Health Service Act 2006.
NHS Functions: shall have the meaning set out in regulation 5 of the NHS Regulations
2000.
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NHS Regulations 2000: the NHS Bodies and Local Authorities Partnership
Arrangements Regulations 2000 (SI 2000/617).
Partner: either the Trust or the Council, and "Partners" shall be construed accordingly.
Partnership Agreement: the Bexley Care Partnership Agreement made between the
Partners [xx the November 2021].
Partnership Arrangements: the arrangements made between the Partners under this
Agreement.
Personal Data: shall have the same meaning as set out in the DPA 2018.
Regulatory Body: those government departments and regulatory, statutory and other
entities, committees and bodies that, whether under statute, rules, regulations, codes of
practice or otherwise, are entitled to regulate, investigate or influence the matters dealt
with in this Agreement, or any other affairs of the Council.
Representative: a Partner's employee, agent or subcontractor and any employee of the
other Partner who is seconded to the Partner and is acting in accordance with the
Partner's instructions.
Request for Information: a request for Information or an apparent request under the
Code of Practice on Access to Government Information, FOIA or the Environmental
Information Regulations 2004 (SI 2004/3391) (EIR:).
Service Provider: a third-party provider of any of the Services, as commissioned by the
Trust or the Council before the Commencement Date or the Council from the
Commencement Date.
Service Users: individuals who are eligible to receive the Services, as more particularly
described in Schedule 2.
Services: the services to be delivered by or on behalf of the Partners under this
Agreement, as more particularly described in Schedule 2.
Staff: employees or agency staff employed or engaged by either Partner
Term: the period of the Initial Term as may be varied by:
a)

any extensions to this Agreement that are agreed under clause 3; or

b)

the earlier termination of this Agreement in accordance with its terms.

TUPE: the Transfer of Undertakings (Protection of Employment) Regulations 2006 (SI
2006/246).
Working Day: any day other than Saturday, Sunday, a public or bank holiday in
England.
1.2

Clause, Schedule and paragraph headings shall not affect the interpretation of this
Agreement.
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1.3

The Schedules form part of this Agreement and shall have effect as if set out in full in the
body of this Agreement. Any reference to this Agreement includes the Schedules.

1.4

Words in the singular include the plural and vice versa.

1.5

A reference to one gender includes a reference to the other genders.

1.6

A reference to a statute or statutory provision is a reference to it as it is in force for the
time being, taking account of any amendment, extension or re-enactment and includes
any subordinate legislation for the time being in force made under it.

1.7

A reference to writing or written includes e-mail.

1.8

Any obligation in this Agreement on a person not to do something includes an obligation
not to agree or allow that thing to be done.

1.9

A reference to a document is a reference to that document as varied or novated (in each
case, other than in breach of the provisions of this Agreement) at any time.

1.10

References to clauses and Schedules are to the clauses and Schedules of this
Agreement. References to paragraphs are to paragraphs of the relevant Schedule.

2.

COMMENCEMENT AND DURATION
This Agreement shall take effect on the Commencement Date and shall continue for the
Term.

3.

EXTENDING THE INITIAL TERM
The Partners may extend this Agreement for a period and on varied terms as they
agree, beyond the Initial Term, subject to approval of the Partners' boards.

4.

PARTNERSHIP ARRANGEMENTS

4.1

The Partners enter these Partnership Arrangements under section 75 of the NHS Act
2006 to provide integrated health and social care services to better meet the needs of
the Service Users of the London Borough of Bexley than if the Partners were operating
independently.

4.2

The specific Aims and Outcomes of the Partnership Arrangements are described in
Schedule 1.

4.3

The Governance arrangements for the Partnership Arrangements are described or
referred to in Schedule 4
7
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4.4

The Partnership Arrangements shall comprise:
(a)

the establishment of an integrated management and working alliance offering a
space for integrated working with joint structures, delivering community
integrated adult social care, physical health and mental health services for
adults and older people across three placed based teams.

4.5

In accordance with Regulation 4(2) of the NHS Regulations 2000, the Partners have
carried out joint consultation on the proposed Partnership Arrangements with Service
Users, and other individuals and groups who appear to them to be affected by the
Partnership Arrangements.

4.6

Nothing in this Agreement shall prejudice or affect:
(a)

the rights and powers, duties, and obligations of the Partners in the exercise of
their functions as public bodies or in any other capacity.

(b)

the powers of the Council to set, administer and collect charges for any Council
Health-Related Function; or

(c)

the Council 's power to determine and apply eligibility criteria for the purposes of
assessment under the Community Care Act 1990.

5.

DELEGATION OF FUNCTIONS

5.1

For the purposes of the implementation of the Partnership Arrangements, the Council
delegates to the Trust the exercise of the Council’s Health Related Functions in respect
of the allocation of funds for the Services (as further described in Schedule 2) to enable
the Partners to provide the Services in an integrated way and in the manner described in
Schedule 2.

5.2

Additional services may be brought within the scope of this Agreement during the Term
which may require the Partners to exercise additional Functions. The Section 75 Board
shall consider such services and Functions in accordance with the governance
provisions set out in Schedule 4.

6.

INTEGRATED MANAGEMENT AND WORKING ALLIANCE

6.1

The Partners have agreed to establish an integrated management and working alliance
to facilitate the aims and objectives and to provide the Services.

6.2

The Partners shall work together to ensure that the integrated management and working
alliance provides the Services or procures so that they are provided:
(a)

to ensure the proper discharge of the Partners' Functions.

(b)

with reasonable skill and care, and in accordance with best practice guidance;
8
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(c)

in all respects in accordance with the Aims and Outcomes, the performance
management framework, the provisions of this Agreement, and the applicable
policies set out in Schedule 2;

(d)

in accordance with its standing orders or other rules on contracting; and

(e)

in accordance with all applicable Law.

6.3

In the event that a Partner is considering making organisational or other changes which
may materially affect that Partner’s obligations in respect of the Services, that Partner
shall give three months’ notice of its intention to do so to the other Partner. The Partner
shall not make such changes until the impact of those changes has been discussed with
the other Partner and, if the other Partner requires, reported to the Section 75 Board for
discussion and feedback.

6.4

The Partners shall adhere to the management and delivery framework set out in
Schedule 5.

7.

STAFFING AND TUPE

7.1

The Partners intend that the termination or expiry of this Agreement will not result in a
Relevant Transfer for the purposes of TUPE, however, this will be determined by law at
the relevant time.

7.2

Notwithstanding Clause 7.2 of this Agreement, if:

7.3

(a)

in the reasonable opinion of the employer of a Relevant Employee the
termination or expiry of this Agreement results in a relevant transfer for
purposes of TUPE of a Relevant Employee; and

(b)

the Partners agree (such agreement not to be unreasonably withheld or
delayed) that it is in the interests of the provision of the Services

(c)

the Partners shall procure where reasonably practicable that the Partnership
shall comply with its obligations under TUPE and under New Fair Deal or the
Best Value Authorities Staff Transfers (Pensions) Direction 2007 (as applicable)
in respect of any Relevant Employee.

The Partners acknowledge that there are three Local Care Networks established for the
provision of the Services. Each Local Care Network (LCN) is led by and Associate
Director and supported by a Service Manager, Operational lead and a Clinical and
Quality lead. The LCN will operate in virtual form until three suitable premises are
identified.
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7.4

Staff will continue to be contracted to the Partner by whom they are employed on the
same terms and conditions provided under the respective individual and employing
Partner’s contract of employment. The Partners will work together to minimise the effect
of Staff of one Partner having different terms and conditions of Staff in the same team
who are employed by the other Partner. Where practicable training opportunities will be
offered to all members of the same team.

7.5

It is recognised that some Staff may not be managed by a member of Staff of the
Partner they are employed by. Where the manager managing a member of Staff is
employed by the other Partner, the manager is authorised by this Agreement to give
instructions to the managed person and [to take all appropriate management action,
including the formal stages of any procedure, in relation to that person in accordance
with the policies and procedures of the Partner by whom the managed person is
employed. ] The manager is also authorised to complete authorisations, including but not
limited to expenses claims and leave arrangements, on the IT systems of the employing
Partner. Each Partner shall keep a list of Staff employed by the other Partner who are
authorised to use its IT system for this purpose and shall ensure that access is given to
authorised Staff and access is maintained for the period of the authorisation. The list of
Staff authorised shall be reviewed on a regular basis and at least annually.

7.6

The Partners shall co-operate to ensure the effective operation and/or enforcement of
policies and procedures applying to Teams and HR staff shall provide support and
guidance as necessary, in particular to managers of the other Partner who manage one
or more of their Staff.

7.7

Each Partner must ensure that its managers are aware of and familiar with the people
management policies and procedures of both Partners, including acting upon advice
from HR, Occupational Health, and other specialist advisers of the employing Partner.
Each Partner shall ensure that its managers take all management actions, including
management of absence, disciplinary action, or terminations, in accordance with the
employing Partner’s policies and procedures.

7.8

Notwithstanding the generality of Clause 7.6, there shall be arrangements for
professional accountability, support, training and supervision. Where appropriate the
Partners shall ensure that Staff retain direct access to the relevant head of service and
the legal department of the employing Partner.

8.

FINANCIAL OBLIGATIONS AND RISK AND REWARD

8.1

Subject to Clause 8.2 the Partners shall comply with the irrespective obligations set out
in Schedule 3.
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8.2

The Partners shall each remain financially accountable and responsible for performance
and all costs relating to the provision of the Services and the functions that they are
responsible for delivering.

8.3

Each Partner is responsible for paying its own costs and expenses incurred in
connection with the preparation and execution of this Agreement.

8.4

The Partners agree to share financial risks and rewards in accordance with the
arrangements set out in Schedule 3

9.

SET UP COSTS
Each Partner shall bear its own costs of the establishment of the Partnership
Arrangements under this Agreement.

10.

PREMISES

10.1

The provisions of Clause 7 of the Partnership Agreement shall apply to the provision of
premises for the purposes of this Agreement.

11.

ASSETS

11.1

The provisions of Clause 8 of the Partnership Agreement shall apply to the provision of
assets for the purposes of this Agreement.

12.

SAFEGUARDING

12.1

The Partners will make arrangements to ensure that all users of the Services are
safeguarded, and their welfare is promoted and that processes are in place to enable
reporting and recording of concerns. They will ensure that all Services provided are in
accordance with the safeguarding policies adopted by each of the Partners. The
Partners will provide supervision and training to all staff falling within this Agreement at
regular intervals on the safeguarding policies.

13.

ANNUAL REVIEW

13.1

The Partners agree to carry out a bi-annual review of the Partnership Arrangements
within three months of the end of each appropriate Financial Year (Bi-Annual Review),
including:
(a)

the performance of the Partnership Arrangements against the Aims and
Outcomes;

(b)

review of plans and performance levels for the following year;
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(c)

plans to respond to any changes in policy or legislation applicable to the
Services or the Partnership Arrangements;

13.2

The Partners shall prepare a report following the Bi-Annual Review containing the
outcome of the review.

14.

VARIATIONS
This Agreement may be varied by the Partners at any time by agreement in writing in
accordance with the Partners' internal decision-making processes.

15.

HEALTH AND SAFETY

15.1

Both Partners shall (and shall use reasonable endeavours to ensure its Representatives)
comply with the requirements of the Health and Safety at Work etc Act 1974 and any
other acts, orders, regulations, and codes of practice relating to health and safety, which
may apply to the Services and persons working on the Services.

15.2

Both Partners shall ensure that its health and safety policy statement (as required by the
Health and Safety at Work etc Act 1974), together with related policies and procedures,
are made available to the other Partner prior to the Commencement Date and on
request throughout the Term of this Agreement

15.3

Should the Partners propose to adopt or revise policies and procedures which are
specific to the Services covered by this Agreement the Partners shall liaise with a view
to aligning those policies and procedures as far as possible before they are adopted or
revised. The Partners agree that all Staff shall receive regular training on the policies
and procedures.

15.4

Where Staff of one Partner are occupying premises owned by the other Partner, the
Partners agree that the health and safety policies and procedures adopted by the
Partner which owns the premises shall be followed. The Partners agree that all staff
occupying the premises shall be aware of, and receive training on, such policies. The
training shall be carried out at such frequency as may be specified in the policies and in
any event no later than every two years.

15.5

Each Partner shall notify the other Partner if any incident occurs in the performance of
the Services, where that incident causes any personal injury or damage to property that
could give rise to personal injury. Where any incident occurs, which needs to be reported
or investigated, the Partners shall ensure that this is carried out initially by the manager
of the relevant Service and reported to both Partners. This is without prejudice to either
Partner to carry out its own investigation if deemed necessary.
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15.6

Each Partner, in carrying out its functions shall not act in a way which would cause the
other Party to be in breach of its obligations in relation to the Health and Safety at Work
etc Act 1974 and any other Law, orders, regulations and codes of practice relating to
health and safety, which may apply to the Services.

16.

EQUALITY DUTIES

16.1

The Partners acknowledge their respective duties under equality legislation to eliminate
unlawful discrimination, harassment and victimisation, and to advance equality of
opportunity and foster good relations between different groups.

16.2

The Partners agree to adopt and apply policies in performing the Services to ensure
compliance with their equality duties.

16.3

The Partners shall take all reasonable steps to secure the observance of clause 16 by all
Staff of the Partners and all Service Providers employed in delivering the Services
described in this Agreement.

17.

FREEDOM OF INFORMATION
The Partners acknowledge that each is subject to the requirements of FOIA and the EIR
and shall assist and co-operate with one another to enable each Partner to comply with
these information disclosure requirements, where necessary.

18.

DATA PROTECTION AND INFORMATION SHARING

18.1

Each Partner shall (and shall procure that any of its Representatives involved in the
provision of the Services shall) comply with any notification requirements under Data
Protection Legislation. Both Partners shall duly observe all their obligations under Data
Protection Legislation, which arise in connection with this Agreement.

18.2

The Partners shall share information about Service Users to improve the quality of care
and enable integrated working. The Partners shall adhere to the Information Sharing
Agreement when sharing information under this Agreement.

19.

HEALTH AND SOCIAL CARE RECORDS

19.1

Both Partners shall make available to the other Partner access to its IT systems
containing current and archived Service User files from the Commencement Date. The
Partner accessing the IT systems shall hold and be responsible for maintaining and the
safekeeping of the Service User files for the Term, in accordance with Data Protection
Legislation and any policy or guidance issued by the Partner which has allowed access
to its IT system.
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19.2

For the avoidance of doubt the Partners envisage that the Staff in integrated teams and
the Staff within the Single Point of Contact team described in Schedule 2 shall have
access to the IT systems of both Partners.

20.

CONFIDENTIALITY

20.1

The Partners agree to keep confidential all documents relating to or received from the
other Partner under this Agreement that are labelled as confidential.

20.2

Where a Partner receives a request to disclose Information that the other Partner has
designated as confidential, the receiving Partner shall consult with the other Partner
before deciding whether the Information is subject to disclosure.

21.

INSURANCE

21.1

The Partners shall obtain and maintain in force throughout the Term of this Agreement:
(a)

a policy or policies of insurance:

(b)

an arrangement made for the purposes of indemnifying a person or
organisation; or

(c)

a combination of the arrangements referred to in Clause (a) and (b) above

providing an adequate level of cover for liabilities arising under any indemnity in this
Agreement.

22.

LIABILITIES AND INDEMNITIES

22.1

Subject to Clause 22.2, if a Partner (“First Partner”) incurs a Loss arising out of or in
connection with this Agreement as a consequence of any act or omission of the other
Partner (“Other Partner”) which constitutes negligence, fraud or a breach of contract in
relation to this Agreement including the provision of the integrated Service then the
Other Partner shall be liable to the First Partner for that Loss and shall indemnify the
First Partner against such Loss.

22.2

Clause 22.1 shall not apply if:
(a)

such act or omission occurred as a consequence of the Other Partner acting in
accordance with the instructions or requests of the First Partner; or

(b)

such Loss is directly caused by or directly arises from the negligence, fraud or
breach of this Agreement, or applicable Law by the First Partner or its
representatives
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22.3

If any third party makes a claim or intimates an intention to make a claim against a
Partner, which may reasonably be considered as likely to give rise to liability under this
Clause 22 the Partner that may claim against the other indemnifying Partner will:
(a)

as soon as reasonably practicable give written notice of that matter to the Other
Partner specifying in reasonable detail the nature of the relevant claim;

(b)

not make any admission of liability, agreement, or compromise in relation to the
relevant claim without the prior written consent of the Other Partner (such
consent not to be unreasonably conditioned, withheld or delayed);

(c)

give the Other Partner and its professional advisers reasonable access to its
premises and personnel and to any relevant assets, accounts, documents and
records within its power or control so as to enable the Indemnifying Partner and
its professional advisers to examine such premises, assets, accounts,
documents and records and to take copies at their own expense for the purpose
of assessing the merits of, and if necessary, defending the relevant claim.

22.4

Subject to Clause 22.1 both Partners shall remain liable for any Losses incurred due to
their own actions or the actions of its Staff unless the actions of its Staff were as a direct
result of the instructions or direction of a manager or supervisor employed by the other
Partner in which case liability for the Losses shall rest with the other Partner.

22.5

Neither Partner to this Agreement limits its liability for:
(a)

death or personal injury caused by its negligence, or that of its Staff, agents, or
contractors; or

(b)

fraud by it or its Staff; or

(c)

breach of any obligation as to title implied by statute; or

(d)

any other act or omission, liability for which may not be limited under Law.

22.6

Neither Partner shall be liable to the other Party for claims by third parties arising from
any acts or omissions of the other Partner in connection with the Services prior to the
Commencement Date.

22.7

Each Partner shall, at all times, take all reasonable steps to minimise and mitigate any
Losses for which the relevant Partner is entitled to bring a claim against the other
Partner under this Agreement.

23.

COMPLAINTS AND INVESTIGATIONS

23.1

The Partners agree that the provisions in Clause 22 of the Partnership Agreement
relating to Audit and Complaints shall apply equally to this Agreement.
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24.

DISPUTE RESOLUTION

24.1

The Partners agree that the provisions in Clause 23 of the Partnership Agreement
relating to Dispute Resolution shall apply equally to this Agreement.

25.

TERMINATION

25.1

Without prejudice to other rights and remedies at law, and unless terminated under
clause 25.2 or 25.3, either Partner may terminate this Agreement at any time by giving
12 months' written notice to the other Partner.

25.2

Either Partner may terminate this Agreement at any time by giving 3 months' written
notice to the other Partner, if for budgetary reasons:

25.3

(a)

it is no longer able to meet its financial obligations in Schedule 3 or otherwise
contribute sufficient resources to the Partnership Arrangements (or any part of
them); or

(b)

it is of the reasonable opinion that in light of the value of the other Partner’s
proposed financial obligations for the purposes of Schedule 3 or provision of
Staff to the integrated team the Partnership Arrangements (or any part of them)
are no longer viable.

Either Partner (for the purposes of this clause 25.3, the First Partner) may terminate
this Agreement in whole or part with immediate effect by the service of written notice on
the other Partner (for the purposes of this clause 25.3, the Second Partner) in the
following circumstances:
(a)

if the Second Partner is in breach of any material obligation under this
Agreement, provided that, if the breach is capable of remedy, the First Partner
may only terminate this Agreement under clause 25.3, if the Second Partner
has failed to remedy the breach within 28 days of receipt of notice from the First
Partner (Remediation Notice) to do so;

(b)

there is a Change in Law that prevents either Partner from complying with its
obligations under this Agreement; or

(c)

following a failure to resolve a dispute under clause 24

(d)

following the termination of the Partnership Agreement.

25.4

The provisions of clause 26 shall apply on termination of this Agreement.

26.

CONSEQUENCES OF TERMINATION

26.1

On the expiry of the Term, or if this Agreement is terminated in whole or in part for any
reason:
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(a)

[the Partners will comply with the exit strategy set out in Schedule 6;]

(b)

the integrated team management and working alliance shall cease and Staff will
only undertake duties for and be managed by their employing Partner.

(c)

The Partners shall prepare as at the date of expiry or termination an analysis of
the risk share savings for the current financial year in accordance with Schedule
3 and any payments due to be made by one Partner to the other shall be made
within 28 days of the date of expiry or termination.

26.2

The Partners shall not be liable to each other for the cost of any redundancies or
increase in staffing costs or other consequential costs that may arise to either Partner
following the discontinuance of the integrated team management and working alliance.

26.3

The provisions of the following clauses shall survive termination or expiry of this
Agreement:

27.

(a)

clause 17;

(b)

clause 18;

(c)

clause 19;

(d)

clause 22;

(e)

clause 24; and,

(f)

clause 26.

PUBLICITY
The Partners shall use reasonable endeavours to consult one another before making
any press announcements concerning the Services or the discharge of either Partner's
Functions under this Agreement.

28.

NO PARTNERSHIP
Nothing in this Agreement shall be construed as constituting a legal partnership between
the Partners or as constituting either Partner as the agent of the other for any purpose
whatsoever, except as specified by the terms of this Agreement.

29.

THIRD PARTY RIGHTS
No one other than a party to this agreement, their successors, and permitted assignees,
shall have any right to enforce any of its terms.
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30.

NOTICES

30.1

Notices shall be in writing and shall be sent to the other Partner marked for the attention
of the chief executive (or equivalent) or another person duly notified by the Partner for
the purposes of serving notices on that Partner, at the address set out for the Partner in
this Agreement.

30.2

Notices may be sent by first class mail or facsimile transmission, provided that facsimile
transmissions are confirmed within 24 hours by first class mailed confirmation of a copy.
Correctly addressed notices sent by first class mail shall be deemed to have been
delivered 72 hours after posting and correctly directed facsimile transmissions shall be
deemed to have been received instantaneously on transmission, provided that they are
confirmed as set out above and provided also that if the time of such deemed service is
either after 4pm on a Working Day or on a day other than a Working Day service shall
be deemed to occur instead at 10am on the next following Working Day.

31.

ASSIGNMENT AND SUBCONTRACTING
Neither party shall assign, transfer, mortgage, charge, subcontract, declare a trust over
or deal in any other manner with any or all of its rights and obligations under this
agreement without the prior written consent of the other party.

32.

SEVERABILITY
If any provision or part-provision of this Agreement is or becomes invalid, illegal, or
unenforceable, it shall be deemed modified to the minimum extent necessary to make it
valid, legal and enforceable. If such modification is not possible, the relevant provision or
part-provision shall be deemed deleted. Any modification to or deletion of a provision or
part-provision under this clause shall not affect the validity and enforceability of the rest
of this agreement.

33.

WAIVER

33.1

The failure of either Partner to enforce any of the provisions of this Agreement at any
time or for any period of time shall not be construed to be a waiver of any such provision
and shall in no matter affect the right of that Partner thereafter to enforce such provision.

33.2

No waiver in any one or more instances of a breach of any provision of this Agreement
shall be deemed to be a further or continuing waiver of such provision in other instances.

34.

ENTIRE AGREEMENT
This Agreement, the Schedules and the documents annexed to it or otherwise referred
to in it contain the whole agreement between the parties relating to the subject matter of
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it and supersede all prior agreements, arrangements and understandings between the
parties relating to that subject matter.
35.

GOVERNING LAW AND JURISDICTION
Subject to clause 24, this Agreement and any dispute or claim arising out of or in
connection with it or its subject matter shall be governed by and construed in
accordance with the law of England and Wales, and the Partners irrevocably agree that
the courts of England shall have exclusive jurisdiction to settle any dispute or claim that
arises out of or in connection with this Agreement.

36.

FAIR DEALINGS
The Partners recognise that it is impracticable to make provision for every contingency
which may arise during the life of this Agreement and they declare it to be their intention
that this Agreement shall operate between them with fairness and without detriment to
the interests of either of them and that if in the course of the performance of this
Agreement, unfairness to either of them does or may result then the other shall use its
reasonable endeavours to agree upon such action as may be necessary to remove the
cause or causes of such unfairness.

This document has been executed as a deed and is delivered and takes effect on the date
stated at the beginning of it.

The COMMON SEAL of the MAYOR AND )
BURGESSES OF THE LONDON BOROUGH )
OF BEXLEY was hereunto affixed as a deed )
in the presence of:-

)

Deputy Director

Deputy Director
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Insert execution block of OXLEAS NHS
FOUNDATION TRUST
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Schedule 1

Aims and Outcomes

Bexley Care Partnership is a partnership bringing together adult social care in the London
Borough of Bexley and adult community physical and mental health services in Oxleas into a
single management structure with the flexibility to use the combined health and social care
resources across both organisations to deliver more seamless and effective care and support
The bespoke Bexley service delivery model is contributing to the formation of a Local Care
System and is co-produced with residents, staff and communities and other professionals and
agencies. Resources have been aligned to achieve agreement of shared outcomes focusing on
prevention, early intervention and care close to home whilst delivering the best value for the
Bexley pound. Bexley Care will build on the strengths that people have, deliver services within
the Local Care Networks (LCNs) and use broader partnerships to improve the lives of residents
and their health and wellbeing.
Bexley Care will promote independence and self-care wherever possible. This will include
giving opportunities for rehabilitation and reablement, by taking a strength-based approach to
support people to live well despite difficulties. This will be achieved by developing local capacity
and utilisation of community assets within the voluntary community sector. Ultimately there will
be a wider system in which people are best empowered to take control of their lives.
The Bexley Care model provides staff an opportunity to work collaboratively with local partners,
dissolve barriers and duplication of work, and enhance professional development which
enriches the quality of care for the population of Bexley, as well as assisting recruitment and
retentions.
Strong collaborative relationships are being developed between leaders and professionals
delivering both Adult Health and Social Care who, by sharing their expertise, are collectively
developing integrated pathways that meets the specific needs of Bexley.
Shared Vision and Aims and Objectives
•

Aligned decision making in relation to the Services and associated budgets.

•

Care localised on a place, rather than centred on the organisations providing it.

•

Creative and flexible solutions which focus on promoting and maintaining independence
and in preventing crisis.

•

Single point of access, referral tool and single assessment process.

•

Integrated, person centred response across agencies with reduced number of handoffs
between teams and services - timely, coherent and streamlined access to support and a
return to independence.

•

People tell a story only once.

•

One shared care plan for service users.

•

Easy access to specialist support and planned care when needed.

•

A step on the journey to wider integration.
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•

Offer teams without walls.
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Schedule 2

Services in scope

Overview
1. Bexley Care is the adult community physical and mental health and social care
partnership delivering services to local people as an alliance. Bexley Care offers a space
for integrated working with joint structures, delivering integrated adult social care
community physical and mental health services for adults and older people across
Bexley.
2. The unique Bexley Care service delivery model which brings together community health
and social care professionals within one management structure focused on a locality is
contributing to the formation of three Local Care Networks (LCN)/ Primary Care
Networks, which are a partnership of local health (General Practice and community
Health services), adult Social Care services and the voluntary and faith sectors and care
providers.
3. The following adult community physical and mental health and adult social care services
form part of this Agreement: Health services
a) Older Person’s Community Mental Health Services (OPMH)
b) Adult community health services:
•
District nursing
•
Wound Care and Lymphoedema
•
Continence service
•
Cardiac Rehabilitation and Heart Failure
•
Respiratory
•
Diabetes
•
MSK
•
Podiatry
•
Neuro Rehabilitation
•
Community Geriatric Service
•
Integrated Complex Case Management Team
Social Care Services
a) Assessment and Care Management Teams for people aged 65+, people with physical
disabilities, learning disabilities and their carers
b) Complex Care Team
c) Community Care purchasing budget
d) Residential purchasing budget
e) Emergency Duty cover for adults
f) Hospital Assessment and Rehabilitation Team
g) Preparing for Adulthood Team
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Current Integrated Services
a)
b)
c)
d)
e)
f)

Adult Community Mental Health Team
Rapid Response Team
Community Rehabilitation Team
Intermediate Care
Single Point of Contact
Triage
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Integrated Services: Single Point of Contact (“SPC”)
The SPC will provide a first point of contact for professionals and the public wanting to refer
new people to services that Bexley Care provide:
• adult community mental health;
• older people’s community mental health;
• adult community physical health; and
• adult social care.
As well as taking new referrals it will also be used for general queries from people who are not
in regular or direct contact with services, such as carers, relatives, or members of the public.
The SPC will be operational 7 days per week, 365 days a year and operate between the hours
of 8 am - 6 pm (Monday to Friday) and 8am – 4 pm (Saturday, Sunday, and Bank Holidays)
and will be based at the Civic Offices in Bexleyheath co-located with the LBB contact Centre.
The care navigators working in the SPC will be expected to;
• receive all new referrals either electronically on a generic referral form, through
telephone calls, self-referrals, or from other agencies,
• keep accurate up-to-date records which involves uploading demographic and
clinicalinformation onto Liquid Logic and RiO,
• help with advice and signpost people to a more appropriate service or the
person tobest help themselves,
• create and maintain a database of local services
• work alongside the multidisciplinary triage team to support clinicians to provide
timelyassessments, support and interventions.
The care navigators will screen and identify risk using algorithms for all new people not
currently receiving services from Bexley Care teams (known users of services will contact their
team other than district nursing). As the new referral comes into the SPC the information will
be recorded on Liquid Logic or RiO using algorithms. Each new referral will be coded GREEN
(Routine, and directed to Team/LCN) AMBER (Needs some clinical oversight by the Triage
Team) or RED (Requires an immediate response by a health or social care professional in
triage). The care navigators will also be skilled to sign post to other support networks available
in Bexley.
The single point of contact (SPC) provides a central contact point to enable people to access
health and adult social care. The SPC will provide a telephone and referral contact point for
local people seeking guidance and advice. The contact centre within the SPC will discuss the
information and advice required over the telephone. If further guidance is required, the SPC
will sign post the person to a community drop in, a trusted partner or the Bexley Care Triage
team if they require a health and social care assessment.
The Single Point of Contact (SPC) will be core to the successful operation of services across
the three Local Care Networks. The single-entry point into Bexley Care services will gather and
input essential core information and effectively direct people to services including social
prescribing, the voluntary sector and where appropriate refer to the relevant health and social
care services within the relevant LCN Team.
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Aims and Outcomes
The SPC will reduce multiple referral points that currently exist for all our adult physical, mental
health and social care teams thus reducing the impact on referrers and will be a “one stop shop”
that avoids multiple hand-offs between teams. The SPC will be designed so that other services
that are not part of Bexley Care could have referrals managed through them in the future.
The key aims and outcomes of the SPC are:
• To provide a single signposting route to voluntary and community sector partners/
organisations;
• To provide a single referral route to Bexley Care services;
• To triangulate the various case management systems (Liquid Logic and RiO);
• To provide an integrated approach to call handling by combining knowledge and
skills from Health and Social Care screeners;
• To reduce the number of contacts required for Bexley residents to receive the
services they need;
• To reduce duplicate records and pressure on services; and
• To gain an improved understanding of the Health and Social Care needs of the
Bexley population, through integrated reporting, in order to focus use of resources
and maximise value of the ‘Bexley Pound’.
Resources and Placement
•

Both Partners have contributed a number of posts to form the Single Point of Contact,
including an Administration Manager from the Trust to manage the team. This team has
been designated to the London Borough of Bexley Corporate Services directorate to
align standards and utilise ongoing communication technology developments alongside
the Council’s established Contact Centre. The Manager of the Contact Centre
(Operations Manager) provides day to day management of the Administrative Manager
with a dotted line to the Triage Team Manager.
Post
LBB
Administration Manager Leader (Oxleas)
Permanent (Oxleas)
Fixed Term (Oxleas)

WTE
5.6
1
5.2
3

TOTAL
NB Oxleas WTE is 37.5 hours. LBB is
36

14.8

Premises
The primary location base for the SPC will be the Council Civic Offices.
• Staff will be treated in line with the clauses in the Bexley Care Section 75 and
Partnership Agreement that apply to matrix management and use of appropriate
corporate policies and procedures.
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Systems and Access
•
•

Staff will be provided with training and access to both Health and Social Care electronic
records systems.
The Administration Manager and Operations Manager will be provided access to both
HR records systems for the purposes of managing all the staff allocated to the team.

Training and Induction
•
•

A joint induction programme incorporating all the team specific training and competency
requirements is in place.
Whilst the team’s primary base is the Council Civic Offices, the London Borough of
Bexley Facilities Management and Health & Safety policies and procedures and training
will be provided to all team members.

Business Continuity Plan
Due to the integral nature of the single point of contact business continuity plans are aligned to
each organisation’s policies and priorities and escalation routes to mitigate and guarantee
service standards and residents safety are assured.
Performance Monitoring and Reporting
Regular reporting of performance data will be provided to the Bexley Care Associate Directors
to monitor demand and resource levels.
The SPC will be accountable to:
• Corporate Services Directorate for meeting internal standards for customer services and
operations;
• Bexley Care Associate Directors and Section 75 Board in relation to overall performance
linked to Bexley Care.
• Oxleas Service Director with responsibility for Bexley for meeting statutory duties related
to Health Care;
• Deputy Director of ASC (LBB) for meeting statutory duties related to Social Care.
A quarterly performance meeting will be used to discuss performance trends, review key
performance indicators and standards, escalate issues to ADs, identify resource levels and
requirements, highlight any potential risks to health provision through changes in LBB
governance, be responsible for monitoring Business Continuity Plans and budget.
During periods of increased pressure, this meeting will be re-scheduled to a monthly basis for
monitoring of demand, resources and risks with the intention to provide support, find solutions
and escalate issues.
Minimum required attendance for this meeting will include:
• Bexley Care AD (Chair);
• Head of Business Support and Customer Services or Service Manager;
• SPC Administration Manager; and
• Triage Service Manager.
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Key Performance Indicators will be discussed and monitored by this group; any revisions to the
indicators and benchmarks will be proposed to the Joint Adult Social Care & Health SLT for
approval.
The performance indicators and measures include:
• Call abandoned rate
• Call handling time
• Call waiting time before accepted
• Total calls received and processed
• Total email received and processed
The above are monitored for the following teams/services: ASC, CAT Team,
Community Health, District Nursing, Mental Health Care. Screeners, Neuro
• Supply vs Demand. Highlighting total staffing capacity and variances in resources.
Emerging issues or changes in roles or responsibilities will be escalated to AD for
further consideration

Governance and Management Structure
The performance meeting will follow the Bexley Care governance and escalation
structure in Schedule 2
[Performance Meeting > Joint ASCH SLT > S75 Board]
The Single Point of Contact will aim to follow the strategic direction of Bexley Care, as
set out and revised by the S75 Board.
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Role
Bexley Care Associate Directors

Head of Customer Service and
Business Support

Responsibilities and Accountabilities
•
•
•
•
•
•

•
•
•

Operations Manager

•
•
•
•

Provide strategic oversight
Link to Bexley Care vision and values
Report to Deputy Director Adult Social Care and Oxleas
Service Director responsible for Bexley on overall performance
and direction of travel
Chair performance meeting
Support SPC in problem solving and escalations
Accountable for overall performance of the service (including
training, development, competency framework of staffing) to
meet the expectations laid out by Bexley Care to provider safe
service delivery.
Maintain oversight of the service and link to corporate vision
Accountable to LBB Corporate Services Director for overall
service management
Accountable to Bexley Care Associate Directors for
performance related to Health and Social Care statutory
duties, and performance indicators set by the S75 Board
Manages day to day performance of the service
Responds to issues and escalates to management in Bexley
Care
Manages the staffing levels responding to the Administration
Manager
Follows BCP planning
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Triage Service Manager

•

Manages demand and capacity

•
•

Provide support to the SPC for more complex cases
Advise on practice development and quality improvement of
case work
Provider support to the operational manager for any Health
and Adult Social Care (H&ASC) queries
Day to day management of the SPC
Operational staff supervision
Ensure the team is appropriately staffed and covered
Escalation of issues to the Operations Manager and relevant
team managers across H&ASC to resolve localised issues.
Ensure minimum practice and policy standards are met.

•
Administration Manager

•
•
•
•
•

Where the Council Corporate Services management priorities or opinions differ to Bexley Care
Directors, the Dispute Resolution process set out in Clause 23 of the Partnership Agreement will
be followed.
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Integrated Services: Integrated Triage Hub
The Bexley Care Triage service is a multi-disciplinary integrated Health and Social Care Team
that utilises a person-centred approach to provide a screening and assessment service.
This Team is managed by the Triage Manager (Band 8a/Bexley 18). The Triage Team
provides a multi-disciplinary screening and assessment service for referrals (urgent and
complex) received through the Bexley Care Single Point of Contact that are assessed as
‘Amber or Red’. This is a process for assessing the needs of individuals based on severity
and/or urgency of need and is based on a ‘see and sort’ solution focused/strengths-based
model of intervention. This model ensures early identification of need and reduces the number
of people waiting to be seen by managing interventions that can be completed without a
caseworker needing to become engaged, such as providing pieces of equipment. The team
responds to emergencies as they arise, in particular, they identify and make preliminary
enquiries into safeguarding concerns where a person is at risk of abuse and/or neglect and
complete telephone assessments to input social care service immediately to support an
adequate response rate to need.
The current Triage Team includes health staff with skills and expertise to assess, treat and
advise on prevention of falls and reduced mobility, acute exacerbation of chronic health issues
such as COPD, mental health conditions and dementia, simple chest infections and UTIs (not
requiring IVs), acute wound care (not requiring stitching) and urgent equipment needs.
The service operates Monday to Friday 9-5pm with the rapid response teams and the mental
health home treatment teams providing support to SPC team and triage team with urgent
referrals and issues relating to risk.

Post
Manager (LBB)
Senior Practitioner (LBB)
Social Worker (LBB)
Social Care Assistants (LBB)

WTE
1.0
1.0
2.00
5.1
Reducing to 4 before March 2022

Senior Occupational Therapist (LBB)
Occupational Therapist (LBB)
Rehab Assistant (LBB)
Care Management Assistant (LBB)
Physiotherapist (Oxleas)
Mental Health Practitioner (Oxleas)
Older People Practitioner (Oxleas)
Adult Nurse Practitioner (Oxleas)
Total WTE
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1.0
1.0
1.0
17.1
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Aims and outcomes
• Identification of the urgency and the right agency responds to the right need
• Utilise single assessment process
• Provide urgent or temporary support
• Provide equipment
• Provide support and guidance to the Single Point of Contact
• Reduce pressure on long term teams
• Streamline processes
• Improve access to professionals
Management and structure
The team will be resourced with staff across multiple disciplines from both Oxleas NHS FT and
London Borough of Bexley. The operational management of these staff will be delegated to the
Triage Service Manager in accordance with clauses outlined in this schedule.
The Triage service is placed under the Bexley Care LCN matrix management structure (set out
in Schedule 4 of this Agreement) and the performance will be overseen by a Bexley Care
Associate Director.
The Triage Service Manager will provide advice, guidance, and support to the Single Point of
Contact Administration Manager.
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Schedule 3

Financial Obligations and Risk Share

Financial Obligations
1. All payments relating to the staff employed by a Partner will be met by the Partner who
employs the member of staff. This will include all travel and other expenses incurred by
the member of staff in question even if the member of staff was working for the other
Partner as part of the integrated team.
2. The costs of the provision of IT and other equipment to staff will be met by the Partner
who employs the member of staff even if that equipment is to be used in relation to work
carried out for the other Partner as part of the integrated team.
3. All other financial obligations are set out in the Partnership Agreement.

Risk Share – Joint Management Costs
1

The Partners have agreed savings in their joint management costs through a net
reduction of 6.8 full-time equivalent management posts which were made possible
through integration and joint working.

2

Each Partner will implement the agreed changes to its own establishment to achieve the
savings in a timely way.

3

Since the savings are only possible as a result of joint working and integration the
Partners agree to share equally the financial benefit of the savings achieved.

4

In March of every year a calculation will be made in respect of the financial year
concluding of the actual saving achieved by each Partner through reduced management
costs and the total saving across the integrated service. The Partner who has made the
greater actual saving during the financial year will make a payment to the other Partner
by the end of the financial year (or such later date as the Partners may agree) in order to
ensure that the total saving across the integrated service is evenly shared.

5.

There are no other areas where the Partners have agreed to share risks or rewards.
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Schedule 4

Governance Structure

RESPONSIBILITIES AND DECISION MAKING

Responsibilities and decision-making level
Section 75 Board
•
•
•
•
•
•

Overall responsibility for strategic decision making.
Performance and finance integrated reporting.
Review partnership arrangements.
Report to LBB Management Board and Oxleas Exec/Partnership Committee
Maintain oversight
Monitor partnership risk register, delegating resolutions to SLT.

The Section 75 Board Terms of References are set out in Annex 1 of this Schedule 4.
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Joint ASC & Health SLT
•
•
•
•
•
•

Resolve joint operational issues escalated from working groups.
Monitor performance data relating to the partnership
Monitor project, improvement and development progress.
Discuss and approve proposals for operational integration development.
Delegate actions to appropriate groups.
Present and link up Health or Social Care initiatives that may affect the integrated teams;
monitor potential impacts, risks and mitigations.

Working Groups
•
•
•
•

Develop operational practice.
Discuss staff and customer experience, highlight positive stories and consider
opportunities for improvement.
Recommend policy improvements to SLT.
Escalate any change of practice proposals that may affect services under the
partnership, to SLT.

Task and finish / Project Groups
•
•

Complete set tasks.
Create business or project cases/documents.
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Annex 1 to Schedule 4 (Governance)
Section 75 Board Terms of Reference
1

Purpose
1.1

2

3

The Section 75 Board will be responsible for the production and implementation
of this Agreement in order to support the Aims. The funding for these services is
located with existing services.

Accountability
2.1

The Section 75 Board will be accountable to the Trust and the Council for the
production and implementation of this Agreement and to ensure that it is
endorsed by the Trust and the Council through their respective executive teams
and membership.

2.2

The Section 75 Board will be operationally accountable jointly to the Trust and
Council as demonstrated in the diagram below.

2.3

The action notes and minutes of the meetings of the Section 75 Board will be
made available as appropriate to the Oxleas Board and the Council's Cabinet.

Membership
3.1

The Section 75 Board will consist of 6 members.

3.2

The following shall be members of the Section 75 Board:

The Council

The Trust

Chief Executive

Chief Executive

Director of Adult Social Care

Chief Operating Officer

Finance Director

Finance Director

Deputy Director ASC and Oxleas Service Director Responsible for Bexley (in
attendance only)

3.3

In their absence members may send deputies who will be senior managers. Only
members or their deputies have a right to attend meetings.
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4

5

6

3.4

Other attendees will be invited as appropriate eg Primary Care

3.5

The Chief Executive of each Party will share responsibility for chairing meetings
of the Section 75 Board on a six (6) month rotational basis.

Quorum
4.1

The quorum necessary for the transaction of business by the Section 75 Board
will be at least [three (3) members] from each organisation (not including the
Service Director). Deputies should have appropriate senior level authority and be
able to make decisions regarding their organisation's resources.

4.2

Declaration of interests should be undertaken at the beginning of each meeting of
the Section 75 Board as a standard agenda item. If a conflict of interest is
declared, the member concerned should withdraw from the meeting of the
Section 75 Board and play no part in the relevant discussion or decision. The
declared conflict of interest should be recorded in the minutes of the meeting.

4.3

If a meeting of the Section 75 Board is not quorate no business shall be
transacted, and the meeting will be cancelled. Another meeting of the Section 75
Board shall be convened within 5 Working Days and the members in attendance
at this meeting shall constitute the quorum. All decisions of the Section 75 Board
shall be transparent and agreed.

4.4

Urgent matters may be dealt with by exception to be agreed by the co-chairs
outside of the meeting and ratified at the following meeting of the Section 75
Board.

4.5

Operational issues would not be expected to be discussed at the Section 75
Board unless they are of a strategic significance. In most situations operational
issues will be dealt with by senior managers of the Trust and the Council
including decision making between organisations.

Voting
5.1

Each member attending a meeting of the Section 75 Board shall have one (1)
vote at a meeting of the Section 75 Board. For the avoidance of doubt, the
Service Director shall have no voting rights at a meeting of the Section 75 Board.

5.2

It is the intention that the Section 75 Board will arrive at a consensus regarding
the decisions and/or recommendations to be made to the Parties concerning any
matter under or in connection with this Agreement.

5.3

Where a consensus is not reached regarding a decision and/or a
recommendation, the Parties shall maintain the status quo until such time a
consensus is reached, an alternative motion is proposed and/or the motion in
question has been withdrawn.

Frequency of Meetings
6.1

There will be a minimum of two meetings per year.
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7

8

9

6.2

The Section 75 Board shall agree a schedule of dates for meetings during each
year from the Commencement Date and each anniversary thereof.

6.3

The Section 75 Board shall review the governance and business processes biannually.

Secretariat
7.1

The chair of the Section 75 Board will ensure the secretarial support for the
meeting it is chairing e.g., 6 months Trust followed by 6 months Council.

7.2

The secretary will:
7.2.1

Obtain agreement of the agenda and collation and circulation of papers.

7.2.2

Note and circulate actions and matters arising from the decisions taken at
meetings.

7.2.3

Follow up actions with relevant people.

7.3

Papers will be distributed one week prior to a meeting and minutes distributed
within a week, in order to provide 3 weeks to complete actions arising from the
meeting of the Section 75 Board.

7.4

The Section 75 Board is not a public meeting, the Council and the Trust may
authorise publication of papers and decisions, subject to confidentiality
obligations and prior approval from the other Party.

Roles and Responsibilities
8.1

The responsibility of the Section 75 Board will be to develop long term
performance and financial arrangements and agreements between the Council
and the Trust that will the support shared aims and objectives set out in this
Agreement.

8.2

The Section 75 Board will work to resolve disputes amongst the member
organisations.

8.3

The Section 75 Board will provide direction and support to the Service Director,
with clear expectations of outcomes.

Review

These terms of reference will be reviewed regularly to ensure effectiveness.
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Schedule 5

MANAGEMENT AND DELIVERY

The Associate Directors will be responsible for managing staff resources for their allocated
Teams/Local Care Network to meet the needs of their population base. They will maintain
strategic oversight for their service areas from a whole borough point of view.
Associate Directors and Senior Managers in the Bexley Care structure will be approved by both
Partners to authorise care plans and associated costs for their Locality and responsible areas.
This approval is subject to conformity with each individual organisation’s strategy, policies and
approach to financial decision making.
They will be entrusted with the monitoring and management of their budgets, which will be set
based on population demand forecasts.
Careful consideration will be taken with the use of resources allocated by the other Partner.
Use of resources will fundamentally be for meeting the needs of the residents in a
Borough/Locality. The resources are expected to be prioritised based on their primary purpose
and financial streams / sources.
To meet the needs and best interests of the Bexley population, Associate Directors will be able
to propose options for a change in spend or resource allocation for their responsible areas,
where there is an opportunity for a larger benefit to the residents. Any deviations from the
primary funding purpose will be subject to agreement via Bexley Care Directors or the Section
75 Board if applicable.
Senior management delivering in integrated teams and signing off work on behalf of the
partners within their responsible areas will be accountable to the host organisation.
The Associate Directors will be accountable to the respective Bexley Care Director (Oxleas
Service Directors or Deputy Director of ASC) in relation to budgetary spends. Inappropriate use
of budgets and approvals will be subject to performance management policies.
The Bexley Care Directors (Oxleas Service Directors or Deputy Director of ASC) will be jointly
accountable to the Oxleas Chief Operating Officer and LBB Director of ASC in relation to all
duties and functions in the scope of the partnership. Either Bexley Care Director will be
accountable to the respective partner’ Board and/or LBB Cabinet.
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STRUCTURE - LCN MATRIX MANAGEMENT
Until 3 LCN premises for the Teams are located the below structure remains virtual and
supports the clinical model of Integrated Case Management meetings in each locality.

Roles and Accountabilities
Director of ASC
Oxleas
COO
Deputy Director of
ASC & Oxleas Service
Director Responsible
for Bexley/Oxleas
Community MH
Service Director

•
•
•
•
•
•
•
•
•
•
•
•

Accountable to LBB Cabinet
Lead the strategic development of Bexley Care
Accountable to Oxleas Board
Lead the strategic development of Bexley Care
Partnership leadership
Responsible for fulfilling the KPIs for Bexley Care
Responsible for ensuring fulfilment of statutory duties for both organisations within
the Partnership
Able to agree allocation of resources across Bexley Care
Oversight budget responsibility for Bexley Care
Joint accountability to oversee budget for ASC and Oxleas including Commissioned
services and operational teams.
Maintain oversight and provide strategic support to the delivery of services within
budget to meet MTFS savings as defined by corporate leadership.
Accountable to S75 Board from a BC point of view
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Associate Directors

•
•
•
•
•
•
•

Service Managers

•
•
•
•
•

Operational Managers

•
•
•
•
•
•
•

Clinical Leads

Professional Leads

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Responsible for the staffing across their Teams and contribution to/within LCN
Responsible for staff adhering to standards of practice defined by professional leads
and corporate standards of practice.
Responsible for ensuring Teams//LCNs work within allocated budgets for staffing,
care and support.
Responsible for safe and supportive working environment for staff within LCN
Adhere to HR guidance and policy across each organisation.
Adhere to the corporate vision for Oxleas and LBB
Accountability to deliver services within budget and to support the delivery of MTFS
savings as defined by corporate leadership
Responsible for day-to-day management of staff
Ensure staff adherence to appropriate practice
Complete staff supervision and performance management processes
Responsible for staff rotas and coverage of service hours
Oversight of operational management items

Responsible for the operational management of services
Management of support functions to Team and Local Care Networks
Responsible for delivering effective services across locality
Responsible for ensuring safe standards are maintained
Ensure service delivery takes into account integrity
Works with clinical and quality lead to ensure quality
Responsible for quality outcomes for health and care services including standards
for:
Clinical effectiveness
Safe care
Person’s experience of care and support
Leads co-production with people with lived experience
Leads engagement with local people
Leads embedding learning and implementing best practice
Defines standards of practice in partnership professional leads
Link with corporate professional leads or national leads in defining best practice
Oversee standards of practice,
support service transformation with operational teams
Work with professional standards academy/training departments to support CPD
Support development of professional competency standards
support promotion of profession
Support training and development of staff and students.
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Schedule 6

Exit Strategy

1.

In the event that either Partner is intending to give notice to terminate this Agreement, that
Partner may (but is not obliged to) report the intention to the Section 75 Board. Should a
report be made, the Section 75 Board will discuss the merits of continuing or
discontinuing the Agreement with relevant authorised officers of each Partner. The
Section 75 Board may invite the authorised officers of the Trust and the Council to the
Section 75 Board meeting to discuss options if required. The Section 75 Board will make
a recommendation to the respective decision-making bodies of the Parties, who will make
the final decision.

2.

In the event that this Agreement is terminated the Partner agree to co-operate to ensure
an orderly wind down of their integrated activities as set out in this Agreement.

3.

Should either Party give notice to terminate this Agreement, the Section 75 Board will
consider the withdrawing Party’s reasons for the withdrawal and determine any necessary
arrangements. The Section 75 Board will make a recommendation to the respective
decision-making bodies of the Parties, who will make the final decision.

4.

The Parties shall prepare a report for consideration by the Section 75 Board when there is
less than 12 months to the expiry of the Agreement

5.

The Section 75 Board will agree and recommend to the Parties an exit strategy for the
Agreement which ensures appropriate service continuity and safe service delivery to the
Service Users of contracted Services both before and after the notice is effective. Matters
to be taken into account shall include:

6.

(1)

appropriate mechanisms for maintaining service provision;

(2)

allocation and/or disposal of equipment;

(3)

responsibilities for debts and ongoing service contracts;

(4)

responsibility for any liabilities which have been accrued by the Parties;

(5)

premises arrangements;

(6)

record keeping arrangements;

(7)

information sharing arrangements and requirements (including return of
information and information security);

(8)

staffing arrangements including the impact of removing the matrix
management structure; and single point of contact arrangements; and

(9)

other appropriate processes to be initiated in the run up to and following the
end of the Agreement.

The Partners will not, following service or receipt of a valid notice to terminate this
Agreement :
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a) increase the number of persons employed or engaged by in connection with the
provision of the Services without obtaining the consent of the other (such consent not to
be unreasonably withheld); or
b) significantly alter the terms and conditions of employment of persons employed or
engaged in connection with the provision of the Services without obtaining the consent
of the other (such consent not to be unreasonably withheld).]
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DATED

2021

BEXLEY INTEGRATED CARE
PARTNERSHIP AGREEMENT
between
THE MAYOR AND BURGESSES OF THE
LONDON BOROUGH OF BEXLEY
and
OXLEAS NHS FOUNDATION TRUST
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THIS PARTNERSHIP AGREEMENT IS DATED

2021

Parties
1,

THE MAYOR AND BURGESSES OF THE LONDON BOROUGH OF BEXLEY of Civic Offices, 2
Watling Street, Bexleyheath, Kent DA6 7AT (“the Council"); and

2,

OXLEAS NHS FOUNDATION TRUST of Pinewood House, Pinewood Place, Dartford, Kent DA2 7WG
(“the Trust”)

BACKGROUND
(A)

The purpose of this Agreement is to set out the terms on which the Parties have agreed to collaborate
and to establish a framework through which the Parties can deliver a range of health and social care
services in an integrated way for the benefit of residents of Bexley (Bexley Care Partnership or
"BCP"). Both Parties will retain their own political and general authority, autonomy and accountability.

(B)

The Care Act 2014 and the statutory guidance issued in relation to it provides that local authorities
must carry out their care and support responsibilities with the aim of integrating services provided by
the NHS and other health-related services. This general requirement applies to all the local authority’s
care and support functions for adults with care, support and carer needs. This duty applies where a
local authority considers that the integration of services will:
•

promote the wellbeing
in the local authority's area;

•

contribute to the prevention or delay of the development of needs for care and support adults
in its area or the development by carers in its area of needs for support; or

•

improve the quality of care and support for adults, and support for carers, in the local
authority’s area.

of

adults

with

care,

support

and

carer

needs

Similar duties to promote integration with care and support are placed on NHS England and Clinical
Commissioning Groups. In addition, it is intended that the BCP will support the work undertaken in
relation to the Sustainability and Transformation Plan across the whole of south east London.
(C)

The Trust and the Council have both committed to create an integrated health and social care
partnership to align adult community and metal health and social care services. This Agreement sets
out how the Parties will collaborate in respect of the provision of the adult community and metal health
and social care services.

(D)

The Trust and the Council have also entered into an agreement under section 75 of the National Health
Service Act 2006 to further facilitate their aims.

AGREED TERMS
1

DEFINITION AND INTERPRETATION

1.1

The definitions and rules of interpretation in this clause apply in this Agreement.
Agreement: means this Agreement between the Council and the Trust comprising these terms and
conditions together with the Schedules.
Aims: means the aims, purpose and outcomes of the BCP more particularly described in Schedule 1
of this Agreement.
BCP: has the meaning ascribed to it in Recital A.
Commencement Date: [the date of this Agreement] [INSERT DATE]
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Confidential Information: means all data, documents, material or information (however recorded or
preserved), which by its nature is confidential, which is disclosed by one Party to the other Party in
connection with this Agreement or otherwise relating in any way to the business, operations and
activities of that Party or its employees, where or not such data, documents, material or information is
labelled/marked confidential or sensitive.
Data Protection Legislation: includes:
▪

the Data Protection Act 2018 (DPA 2018);

▪

General Data Protection Regulation (Regulation (EU) 2016/679);

▪

the Law Enforcement Directive (Directive (EU) 2016/680); and

▪

all applicable laws and regulations relating to processing personal data and privacy, including
the guidance and codes of practice issued by the Information Commissioner, where
applicable.

Dispute Resolution Procedure: means the dispute resolution procedure set out in Clause 23 of this
Agreement.
FOIA: means the Freedom of Information Act 2000 and any subordinate legislation made under it from
time to time, together with any guidance or codes of practice issued by the Information Commissioner
or relevant government department concerning this legislation.
Indirect Losses: means loss of profits, loss of use, loss of production, increased operating costs, loss
of business, loss of business opportunity, loss of reputation or goodwill or any other consequential or
indirect loss of any nature, whether arising in tort or on any other basis.
Information: has the meaning given under section 84 of FOIA.
Intellectual Property Rights (IPR): means all patents, trademarks, registered designs, copy right,
data base rights, unregistered design rights, rights in and to trade names, business names, domain
names and addresses, product names and logos, databases, inventions, trade secrets, moral rights
and other similar rights and obligations
Law: any applicable law, statute, byelaw, regulation, order, regulatory policy, guidance or industry
code, rule of court, directives or requirements of any Regulatory Body, delegated or subordinate
legislation, or notice of any Regulatory Body.
Losses: means all damage, loss, liabilities, claims, actions, costs, expenses (including the cost of
legal and/or professional services), proceedings, demands and charges whether arising under statute,
contract or at common law but excluding Indirect Losses and 'Loss' shall be interpreted accordingly;
Material Commissioning Contract: means a contract between either Party and a commissioner of
the Services for the provision of any of the Services.
New Fair Deal: means HM Treasury Fair Deal for Staff Pensions: transfers from central government
published in October 2013.
Parties: means the Council and the Trust and 'Party'' means either one of them
Regulatory Body: means those government departments and regulatory, statutory and other entities,
committees and bodies that, whether under statute, rules, regulations, codes of practice or otherwise,
are entitled to regulate, investigate or influence the matters dealt with in this Agreement, or any other
affairs of the Council or the Trust.
Relevant Employee: means a person jointly employed by the Parties.
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Relevant Transfer: means a relevant transfer under TUPE.
Representative: means a Party's officer, employee, agent or subcontractor.
Section 75 agreement: means an agreement under section 75 of the National Health Service Act
2006 entered into by the Parties on [xxxx]
Section 75 Board: means the board set up between the Parties under the section 75 agreement.
Services: means the adult community and mental health and social care services as set out in
Schedule 33 of this Agreement and such other health and social care services as agreed from time to
time by the Parties which fall within the remit of the BCP.
Staff: means employees or agency staff employed or engaged by either Party.
Sustainability and Transformation Plan: means the South East London Sustainability and
Transformation Plan dated 21 October 2016 (as amended from time to time).
Term: means the period from the Commencement Date until the termination of this Agreement in
accordance with its terms.
TUPE: means the Transfer of Undertakings (Protection of Employment) Regulations 2006 (SI
2006/246), as amended by Collective Redundancies and Transfer of Undertakings (Protection of
employment) (Amendment) Regulations 2014 (SI2014.16); and
Working Day: means any day other than a Saturday, Sunday or public holidays and bank holidays.
1.2

Clause, Schedule and paragraph headings shall not affect the interpretation of this Agreement.

1.3

The Schedules form part of this Agreement and shall have effect as if set out in full in the body of this
Agreement. Any reference to this Agreement includes the Schedules.

1.4

Words in the singular include the plural and vice versa.

1.5

The words ‘includes or including’ are to be construed without limitation.

1.6

A reference to one gender includes a reference to the other genders.

1.7

A reference to a statute or statutory provision is a reference to it as it is in force for the time being,
taking account of any amendment, extension or re-enactment and includes any subordinate legislation
for the time being in force made under it.

1.8

A reference to writing or written includes faxes and e-mail.

1.9

Any obligation in this Agreement on a person not to do something includes an obligation not to agree
or allow that thing to be done.

1.10

A reference to a document is a reference to that document as varied or novated (in each case, other
than in breach of the provisions of this Agreement) at any time.

1.11

References to clauses and Schedules are to the clauses and Schedules of this Agreement.
References to paragraphs are to paragraphs of the relevant Schedule.

1.12

If there is any conflict between any provision in the main body of this Agreement and any provision in
the Schedules and/or the Appendices, the order of priority for construction purpose shall be:
1.12.1

the provisions in the main body of this Agreement; and

1.12.2

the Schedules.
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1.13

Any references to the Agreement include (subject to all relevant approvals) a reference to the
Agreement as amended, supplemented, substituted, novated or assigned from time to time.

2

COMMENCEMENT AND DURATION

2.1

This Agreement shall commence on the Commencement Date and shall continue until terminated
accordance with the terms of this Agreement.

3

GENERAL PRINCIPLES

3.1

Nothing in this Agreement shall:

3.2

3.1.1

affect the liabilities of the Parties to each other or to any third parties for the exercise of
their respective statutory functions and legal or contractual obligations;

3.1.2

prejudice or affect the rights and powers, duties and obligations of the Parties in the
exercise of their statutory functions; or

3.1.3

affect any power or duty to recover charges for the provision of any services (including the
Services) in the exercise of any local authority function.

The Parties agree to:
3.2.1

act in such a way as to achieve the Aims taking account of the best interests of each Party
and their respective service users, statutory and legal requirements and service objectives;

3.2.2

treat each other with respect and an equality of esteem;

3.2.3

be open with information about the performance and financial status of each; and

3.2.4

provide early information and notice about relevant problems particularly if performance in
delivering in one area has an impact (adverse or beneficial) for one Party over the other.

4

PARTNERSHIP ARRANGEMENTS

4.1

The Parties agree to work together on a cooperative basis to perform the Services and meet the Aims
of the BCP. For the avoidance of doubt the arrangements described in this Agreement and the
collaboration between the Parties is not intended to be, nor should they be construed as, an agreement
under section 75 of the National Health Service Act 2006.

5

FINANCIAL ARRANGEMENTS

5.1

Subject to Clause 5.2, the Parties shall comply with their respective obligations as set out in 4.

5.2

The Parties shall each remain financially accountable and responsible for performance and all costs
relating to the provision of the Services and the functions that they are responsible for delivering.

5.3

Each Party is responsible for paying its own costs and expenses incurred in connection with the
preparation and execution of this Agreement.

6

INTELLECTUAL PROPERTY

6.1

Nothing in this Agreement affects either Party's rights in pre-existing Intellectual Property Rights (IPR)
(including pre-existing IPR of either Party contained in or relating to Confidential Information).

6.2

During the term of this Agreement, each Party shall grant a revocable, non-transferrable, nonexclusive, royalty-free, licence to the other Party to use its IPR solely for furthering the Aims of this
Agreement.
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6.3

The licence referred to in Clause 6.2 above shall be granted at no cost to the other Party.

6.4

The Parties agree that any use of either Party's IPR beyond the term of this Agreement shall be
incorporated in a separate agreement agreed by the Parties.

7

PREMISES

7.1

The Parties acknowledge that all premises owned/occupied by each Party at the Commencement
Date shall remain the property of that Party but may be accessed by the other Party in connection with
this Agreement.

7.2

The Parties note that they may require access/use of each other's premises in order to achieve the
Aims. In the event either Party proposes use of or access to the other Party's premises, the Section
75 Board will review the proposal, and (if approved) seek the consent of any relevant third parties and
record details of such access.

7.3

The Parties acknowledge that in some instances premises may be shared by the Parties for the
provision of the Services. In such instances, the Parties will need to consider and agree the
management of the premises and enter into separate arrangements as is appropriate.

8

ASSETS

8.1

Notwithstanding use by one Party of an asset owned by the other Party for the purposes of providing
the Services, all assets owned by each Party at the Commencement Date shall remain the property
of that Party. The Section 75 Board shall maintain a list of all assets that are owned by one Party but
used by both, and that list shall identify the extent of use of the asset by each Party and the Party
responsible for maintenance, replacement and disposal of that asset.

9

STAFFING (TUPE, SECONDMENT AND PENSIONS)

9.1

The Parties acknowledge that this Agreement does not cause a Relevant Transfer pursuant to TUPE
at the outset, however, this will be determined by law at the relevant time.

9.2

The Parties intend that the termination or expiry of this Agreement will not result in a Relevant Transfer
for the purposes of TUPE, however, this will be determined by law at the relevant time.

9.3

Notwithstanding Clause 9.2 of this Agreement, if:
9.3.1

in the reasonable opinion of the employer of a Relevant Employee the termination or expiry
of this Agreement results in a relevant transfer for purposes of TUPE of a Relevant
Employee; and

9.3.2

the Parties agree (such agreement not to be unreasonably withheld or delayed) that it is in
the interests of the provision of the Services,

the Parties shall procure where reasonably practicable that the New Provider shall comply with its
obligations under TUPE and under New Fair Deal or the Best Value Authorities Staff Transfers
(Pensions) Direction 2007 (as applicable) in respect of any Relevant Employee.
9.4

The Parties acknowledge that they have entered into a Section 75 agreement in relation to the
integrated provision of staff for the purposes of the arrangements described in this Agreement.

10

SECTION 75 BOARD

10.1

The Parties have established a Section 75 Board pursuant to the Section 75 Agreement and the
Section 75 Board shall also provide strategic oversight and the implementation of this Agreement in
order to deliver the Aims the outcome of which will be the alignment of selected health and social care
services.
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10.2

The governance structure for the Section 75 Board is set out in Schedule 2 of this Agreement.

10.3

The terms of reference of the Section 75 Board shall be as set out in the Section 75 agreement.

10.4

Each Party has secured internal reporting arrangements to ensure the standards of accountability and
probity required by each Party's own statutory duties and organisation are complied with.

11

REVIEW AND REPORTING

11.1

Save where the Section 75 Board agrees alternative arrangements (including alternative frequencies),
the Parties shall undertake a bi-annual review “Bexley Care Partnership Review") of the operation of
this Agreement and the provision of the Services [within 3 months of the end of the appropriate
financial year]

11.2

Subject to any variations to this process required by the Section 75 Board, Bexley Care Partnership
Reviews shall be conducted in good faith.

11.3

The Parties acknowledge a shared objective to integrate existing ICT systems to enable a single line
of reporting and the Parties have entered into a separate data sharing agreement to facilitate the
achievement of this objective.

11.4

The Section 75 Board shall from time to time determine all reporting requirements under this
Agreement.

12

VARIATIONS

12.1

Except as otherwise expressly provided in this Agreement, no amendment of or supplement to any of
the provisions of this Agreement shall be effective unless recorded in writing and duly executed by the
Parties.

13

WORKING IN PARTNERSHIP

13.1

Whilst there will be many challenges and risks to both Parties which will require careful consideration
and development of agreeable solutions, it is recognised by both Parties that this Agreement sets out
the partnership approach and that certain elements of this Agreement may need to be developed in
accordance with this Agreement.

14

HEALTH AND SAFETY

14.1

Both Parties shall (and shall use reasonable endeavours to ensure its Representatives) comply with
the requirements of the Health and Safety at Work etc Act 1974 and any other Law, orders, regulations
and codes of practice relating to health and safety, which may apply to the Services and persons
providing the Services.

14.2

Both Parties shall ensure that its health and safety policy statement (as required by the Health and
Safety at Work etc Act 1974), together with related policies and procedures, are made available to
each other prior to the Commencement Date and upon request during the term of this Agreement.

14.3

Each Party, in carrying out its functions shall not act in a way which would cause the other Party to be
in breach of its obligations in relation to the Health and Safety at Work etc Act 1974 and any other
Law, orders, regulations and codes of practice relating to health and safety, which may apply to the
Services.

15

EQUALITY DUTIES

15.1

The Parties acknowledge and shall at all times have regard to their respective duties under Law,
enactment, order, regulation or similar instrument relating to discrimination to eliminate unlawful
discrimination, harassment and victimisation, and to advance equality of opportunity and foster good
relations between different groups.
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15.2

Where, in relation to a change in the Services affecting the Council's Staff or the Trust's Staff, service
users, or both, both Parties shall have regard to any relevant Council or Trust policies, e.g., HR policies
of the employing Party, and processes, and in any event will comply with all legal requirements for
equality impact assessment of any such changes.

16

FREEDOM OF INFORMATION

16.1

The Parties acknowledge that each is subject to the requirements of FOIA and shall assist and cooperate with one another (in compliance with any protocol which the Parties may develop for this
purpose) to enable each Party to comply with its disclosure requirements under FOIA. In respect of a
joint FOIA request for information to the Parties, the Parties shall ensure full collaboration and cooperation with each other in order to ensure compliance with FOIA.

17

DATA PROTECTION

17.1

The Parties shall follow and ensure that the operation of this Agreement complies with the Data
Protection Legislation.

17.2

Each Party shall comply with any notification requirements under the Data Protection Legislation.

17.3

The Parties have entered into a separate data sharing agreement describing how the Parties will share
information and data.

18

CONFIDENTIALITY

18.1

Each Party shall at all times keep confidential and not disclose to any third party and shall not use for
any purpose (except to carry out their respective obligations under this Agreement) any Confidential
Information.

18.2

The provisions of Clause 18.1 above do not apply to Confidential Information which:
18.2.1

is in or enters the public domain other than by breach of this Agreement; or

18.2.2

is obtained from a third party who is lawfully authorised to disclose such information; or

18.2.3

which is in the possession of a Party prior to its receipt from the other Party, as evidenced
by written evidence, and is not subject to a duty of confidentiality; or

18.2.4

is authorised for release by the prior written consent of the Party who disclosed the
information.

18.3

Nothing in this Clause 18 shall prevent the recipient Party from disclosing Confidential Information
where it is required to do so by judicial, administrative, governmental or regulatory process in
connection with any action, suit, proceedings or claim or otherwise by applicable Law.

18.4

Where a Party receives a request to disclose Confidential Information, the receiving Party shall consult
with the other Party before deciding whether the Confidential Information is subject to disclosure.

18.5

Each Party:
18.5.1

may only disclose Confidential Information to its employees and professional advisors to
the extent strictly necessary for such employees to carry out their duties under the
Agreement; and

18.5.2

will ensure that, where Confidential Information is disclosed in accordance with Clause
18.5.1, the recipient(s) of that information is made subject to a duty of confidentiality
equivalent to that contained in this Clause 18;
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18.5.3

shall not use Confidential Information other than strictly for the performance of its
obligations under this Agreement.

18.6

For the avoidance of doubt, to ensure transparency in relation to the financial arrangements under this
Agreement and applicable to the Services, the Aims and the BCP, the payments shall not be subject
to this Clause 18.

19

INSURANCE

19.1

The Parties shall obtain and maintain in force throughout the Term of this Agreement:
19.1.1

a policy or policies of insurance:

19.1.2

an arrangement made for the purposes of indemnifying a person or organisation; or

19.1.3

a combination of the arrangements referred to in Clause 19.1.1 and 19.1.2 above

providing an adequate level of cover for liabilities arising under any indemnity in this Agreement.
20

LIABILITIES

20.1

Neither Party to this Agreement limits its liability for:
20.1.1

death or personal injury caused by its negligence, or that of its Staff, agents or contractors;
or

20.1.2

fraud by it or its Staff; or

20.1.3

breach of any obligation as to title implied by statute; or

20.1.4

any other act or omission, liability for which may not be limited under Law.

20.2

Neither Party shall be liable to the other Party for claims by third parties arising from any acts or
omissions of the other Party prior to the Commencement Date.

20.3

Each Party shall, at all times, take all reasonable steps to minimise and mitigate any loss or damage
for which the relevant Party is entitled to bring a claim against the other Party under this Agreement.

20.4

The Parties have entered into a separate Section 75 agreement which covers liability incurred due to
the actions of Staff in the integrated team. Where a claim arises in relation to employer’s liability for
Staff not covered by the Section 75 agreement, the Party who is the employer of the affected employee
shall be responsible for the liabilities arising.

20.5

The Parties shall review the liability provisions set out in this Agreement on the first anniversary of the
Agreement and each year thereafter, to reflect the fact that as the BCP develops the liability position
may alter. For the avoidance of doubt, any changes to this Agreement must be agreed between the
parties in accordance with Clause 12 (Variations).

21

INDEMNITIES

21.1

Each Party shall indemnify the other Party for Losses suffered by the other Party arising out of or in
connection with this Agreement as a consequence of any act or omission by that Party which
constitutes negligence, fraud or a breach of contract in relation to this Agreement.

22

AUDIT AND COMPLAINTS

22.1

All internal and external auditors and all other persons authorised by the Parties will be given the right
of access by them to any document, information or explanation they require from any employee,
member of the relevant Party in order to carry out their duties. This right is not limited to financial
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information or accounting records and applies equally to records of assessments and plans, records
of premises or records of equipment used in connection with this Agreement. Access may be at any
time without notice, provided there is good cause for access without notice.
22.2

The Parties shall comply with relevant Local Authority and NHS finance and accounting obligations as
required by relevant Law and/or National Guidance.

22.3

The Parties agree to assist each other in the management of complaints relating to or arising from this
Agreement.

22.4

The Parties agree that for the purposes of dealing with audit requirements of handling complaints, they
will co-operate with each other to facilitate these processes.

22.5

The Parties agree that all complaints received shall be referred to a single screening team to assess
the nature of the complaint and identify the Party who has the primary responsibility for the matter
which is the subject of the complaint.

22.6

Once the relevant Party has been identified that Party’s’ own complaints procedures shall apply to this
Agreement. The Parties agree to assist one another in the investigation and management of
complaints arising from this Agreement or the provision of the Services in particular where the subject
of the complaint relates to a matter which had the involvement of both Parties.

22.7

The application of the referral to the single screening team will be without prejudice to a complainant’s
right to use either of the Party's statutory complaints procedures where applicable.

23

DISPUTE RESOLUTION

23.1

The Parties will seek at all times to resolve any dispute informally, in the spirit of co-operation and
partnership.

23.2

Should informal resolution not prove to be possible in the first instance, with relevant line management
involvement as appropriate, the matter should be referred to the Council's Director of Adult Social Care
or the Trust's Deputy Chief Executive or equivalent of each Party. The Parties shall give notice to each
other in writing of such a referral.

23.3

If the Parties are unable to resolve the dispute or the dispute resolution process has been unduly
delayed, the Parties' respective chief executives or nominees shall meet and co-operate in good faith
to resolve the dispute within ten (10) Working Days of the relevant meeting.

23.4

The representative of each Party may, in their discretion, propose that the Lead Member for the
Council and the Chairman of the Trust (or their equivalent) should participate in the dispute resolution
process. Any such participation must be by mutual consent, and subject to mutually agreed
timeframes.

23.5

Where any dispute is not resolved under Clauses 23.1 or 23.3, then the Parties will attempt to settle
such dispute by mediation in accordance with the CEDR Model Mediation Procedure or any other
model mediation procedure as agreed by the Parties. To initiate a mediation, any Party may give
notice in writing (Mediation Notice) to the others requesting mediation of the dispute and shall send
a copy thereof to CEDR or an equivalent mediation organisation as agreed by the Parties asking them
to nominate a mediator. The mediation shall commence within twenty (20) Working Days of the
Mediation Notice being served. No Party will terminate such mediation until each of them has made
its opening presentation and the mediator has met each of them separately for at least one (1) hour.
Thereafter, paragraph 14 of the Model Mediation Procedure will apply (or the equivalent paragraph of
any other model mediation procedure agreed by the Parties). The Parties will co-operate with any
person appointed as mediator, providing him with such information and other assistance as he shall
require and will pay his costs as he shall determine or in the absence of such determination such costs
will be shared equally.

23.6

Nothing in the Dispute Resolution Procedure shall in any way affect any Parties right to terminate this
Agreement in accordance with any of its terms or take immediate legal action.
12
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23.7

The Parties may at any time mutually agree to vary the time limits set out in this Clause 23.

24

TERMINATION

24.1

Either Party may terminate this Agreement at any time by giving at least a years notice in writing to
the other Party. If either Party as a result of a particular change in circumstances wishes to give a
shorter period of notice, this shall be considered by the Section 75 Board who may or may not agree
such a request upon considering all the circumstances and the effect on both Parties.

24.2

Without prejudice to any other right or remedy it may possess, either Party shall be entitled to
immediately terminate this Agreement by written notice:
24.2.1

where a Material Commissioning Contract expires or terminates for any reason;

24.2.2

where the other Party is in material breach of this Agreement and (if such breach is
remediable) fails to remedy that breach within a period of ninety (90) days (or such longer
period as is agreed in writing) after receipt of notice in writing requiring it to do so and
specifying the said breach it being agreed that if such breach is not remediable;

24.2.3

where there is a change in the provider of any of the Services; and/or

24.2.4

the Section 75 agreement expires or is terminated.

24.3

The provisions of Clause 25 shall apply on termination of this Agreement.

25

CONSEQUENCES OF TERMINATION

25.1

Upon notice of termination by either Party to the other Party or upon expiry of this Agreement, the
Section 75 Board shall:
25.1.1

25.1.2

provide a time period within which the Parties shall deliver to each other (or upon
instructions from the other Party, destroy and provide certificate confirming that such
materials have been destroyed):
(a)

All or any records of the other Party and any records, documentation, drawing, data
or other information produced or received for the purpose of the BCP and stored on
whatever medium; and

(b)

All property issues or made available to one Party by the other (including, but not
limited to, materials, clothing, equipment, vehicles, document, information, access
keys) in its possession or under its control or in the possession or under the control
of any staff; and

Set out an exit protocol governing the de-alignment of the Services, assets and/or
premises.

25.2

The Section 75 Board shall also consider what (if any) decisions need to be taken in relation to staff
who may have been the subject of a relevant transfer pursuant to TUPE or otherwise to one of the
Parties and whether a further transfer is necessary.

25.3

Termination of this Agreement shall have no effect on the liability of any rights or remedies of either
Party already accrued, prior to the date upon which such termination takes effect.

25.4

The provisions of Clauses 17, 18, 19, 21, 20, 23, 25, 28 and 33 shall survive termination or expiry of
this Agreement.

26

PUBLICITY

13
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26.1

Communication officers from the Council and the Trust shall liaise with each other on all proactive and
reactive media and/or other communications in connection with this Agreement to ensure consistency
and the consistent communication of key messages.

26.2

The Parties shall establish a process for signing off communications, acknowledging that there should
be a number of officers and members involved depending on the urgency and profile in each individual
case, in order to enable the flexible and responsive approach.

27

NO PARTNERSHIP

27.1

Notwithstanding any use in this Agreement of the word "partnership" nothing contained in this
Agreement shall be construed to imply that there is any relationship between the Parties of partnership
or of principal/ agent or of employer/employee nor are the Parties hereby engaging in a joint venture
and accordingly neither of the Parties shall have any right or authority to act on behalf of the other nor
to bind the other by agreement or otherwise, unless expressly permitted by the terms of this
Agreement.

28

THIRD PARTY RIGHTS

28.1

No term of this Agreement is intended to confer a benefit on or to be enforceable by any person who
is not a party to this Agreement. No such person shall be entitled to object to or be required to consent
to any amendment to the provisions of this Agreement.

29

NOTICES

29.1

Any demand notice, or other communication given in connection with or required by this Agreement
shall be in writing and shall be marked for the attention of the Chief Executive (or equivalent) or another
person duly notified by the Parties and shall be sent to the recipient at its address stated in this
Agreement (or such other address as may be notified in writing from time to time).

29.2

Notices may be sent by first class mail or electronic/email, provided that such electronic/email notices
are confirmed within 24 hours by first class mailed confirmation of a copy.

29.3

Correctly addressed notices sent by first class mail shall be deemed to have been delivered 72 hours
after posting and correctly addressed email transmissions shall be deemed to have been received
instantaneously on transmission, provided that they are confirmed as set out in clause 29.2 and
provided that if the time of such deemed service is either after 4pm on a Working Day or on a day
other than a Working Day service shall be deemed to occur instead at 10am on the next following
Working Day.

30

SEVERABILITY

30.1

If any term, condition or provision contained in this Agreement shall be held to be invalid, unlawful or
unenforceable to any extent, such term, condition or provision shall not affect the validity, legality or
enforceability of the remaining parts of this Agreement. The Parties shall in good faith amend and, if
necessary, novate this Agreement to reflect as nearly as possible the spirit and intention behind the
illegal or invalid provision to the extent that such spirit and intention is consistent with the laws of the
jurisdiction and so that the amended clause complied with the laws of the jurisdiction.

31

WAIVER

31.1

The failure of either Party to enforce any of the provisions of this Agreement at any time or for any
period of time shall not be construed to be a waiver of any such provision and shall in no matter affect
the right of that Party thereafter to enforce such provision.

31.2

No waiver in any one or more instances of a breach of any provision of this Agreement shall be deemed
to be a further or continuing waiver of such provision in other instances.

32

ENTIRE AGREEMENT
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32.1

This Agreement, the schedules and the documents annexed to it or otherwise referred to in it contain
the whole agreement between the Parties relating to the subject matter of it and supersede all prior
agreements, arrangements and understandings between the Parties relating to that subject matter.

33

GOVERNING LAW AND JURISDICTION

33.1

This Agreement and any dispute or claim arising out of or in connection with it or its subject matter
shall be governed by and construed in accordance with the law of England and Wales, and the Parties
irrevocably agree that the courts of England shall have exclusive jurisdiction to settle any dispute or
claim that arises out of or in connection with this Agreement.

34

FAIR DEALINGS

34.1

The Parties recognise that it is impracticable to make provision for every contingency which may arise
during the life of this Agreement and they declare it to be their intention that this Agreement shall
operate between them with fairness and without detriment to the interests of either of them and that if
in the course of the performance of this Agreement, unfairness to either of them does or may result
then the other shall use its reasonable endeavours to agree upon such action as may be necessary
to remove the cause or causes of such unfairness.

35

COUNTERPARTS

35.1

This Agreement may be executed in one or more counterparts. Any single counterpart or a set of
counterparts executed, in either case, by all Parties shall constitute a full original of this Agreement for
all purposes.

IN WITNESS WHEREOF this Agreement has been executed as a deed by the Parties on the date of this
Agreement

The COMMON SEAL of the MAYOR AND
BURGESSES OF THE LONDON BOROUGH
OF BEXLEY was hereunto affixed as a deed in
the presence of:-

)
)
)
)

Deputy Director

Deputy Director

Signed as a deed for and on behalf of
OXLEAS NHS FOUNDATION TRUST
Signed (Authorised Signatory):
[Oxleas to confirm execution block]

15
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SCHEDULE 1 AIMS AND OBJECTIVES

Bexley Care Partnership is a partnership bringing together adult social care in the London Borough of Bexley
and adult community physical and mental health services in Oxleas into a single management structure with
the flexibility to use the combined health and social care resources across both organisations to deliver more
seamless and effective care and support
The bespoke Bexley service delivery model is contributing to the formation of a Local Care System and is coproduced with residents, staff and communities and other professionals and agencies. Resources have
been aligned to achieve agreement of shared outcomes focusing on prevention, early intervention and care
close to home whilst delivering the best value for the Bexley pound. Bexley Care will build on the strengths
that people have, deliver services within the Local Care Networks (LCNs) and use broader partnerships to
improve the lives of residents and their health and wellbeing.
Bexley Care will promote independence and self-care wherever possible. This will include giving
opportunities for rehabilitation and reablement, by taking a strength-based approach to support people to live
well despite difficulties. This will be achieved by developing local capacity and utilisation of community
assets within the voluntary community sector. Ultimately there will be a wider system in which people are
best empowered to take control of their lives.
The Bexley Care model provides staff an opportunity to work collaboratively with local partners, dissolve
barriers and duplication of work, and enhance professional development which enriches the quality of care
for the population of Bexley, as well as assisting recruitment and retentions.
Strong collaborative relationships are being developed between leaders and professionals delivering both
Adult Health and Social Care who, by sharing their expertise, are collectively developing integrated pathways
that meets the specific needs of Bexley.
Shared Vision of BCP
•

Aligned decision making in relation to the Services and associated budgets.

•

Care localised on a place, rather than centred on the organisations providing it.

•

Creative and flexible solutions which focus on promoting and maintaining independence and in
preventing crisis.

•

Single point of access, referral tool and single assessment process.

•

Integrated, person centred response across agencies with reduced number of handoffs between
teams and services - timely, coherent and streamlined access to support and a return to
independence.

•

People tell a story only once.

•

One shared care plan for service users.

•

Easy access to specialist support and planned care when needed.

•

A step on the journey to wider integration.

•

Offer teams without walls.

16
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SCHEDULE 2 GOVERNANCE STRUCTURE

GOVERNANCE STRUCTURE - RESPONSIBILITIES AND DECISION MAKING

17
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Responsibilities and decision-making level
Section 75 Board
•
•
•
•
•
•

Overall responsibility for strategic decision making.
Performance and finance integrated reporting.
Review partnership arrangements.
Report to LBB Management Board and Oxleas Exec/Partnership Committee
Maintain oversight
Monitor partnership risk register, delegating resolutions to SLT.

Joint ASC & Health SLT
•
•
•
•
•
•

Resolve joint operational issues escalated from working groups.
Monitor performance data relating to the partnership
Monitor project, improvement and development progress.
Discuss and approve proposals for operational integration development.
Delegate actions to appropriate groups.
Present and link up Health or Social Care initiatives that may affect the integrated teams; monitor potential impacts, risks and mitigations.

Working Groups
•
•
•
•

Develop operational practice.
Discuss staff and customer experience, highlight positive stories and consider opportunities for improvement.
Recommend policy improvements to SLT.
Escalate any change of practice proposals, that may affect services under the partnership, to SLT.

Task and finish / Project Groups
•
•

Complete set tasks.
Create business or project cases/documents.

18
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SCHEDULE 3 SERVICES

The following adult community physical and mental health and adult social care services form part of this
Agreement:
Health services
a) Older Person’s Community Mental Health Services (OPMH)
b) Adult community health services:
•

District nursing

•

Wound Care and Lymphoedema

•

Continence service

•

Cardiac Rehabilitation and Heart Failure

•

Respiratory

•

Diabetes

•

MSK

•

Podiatry

•

Neuro Rehabilitation

•

Community Geriatric Service

•

Integrated Complex Case Management Team

Social Care Services
a) Assessment and Care Management Teams for people aged 65+, people with physical disabilities,
learning disabilities and their carers
b) Complex Care Team
c) Community Care purchasing budget
d) Residential purchasing budget
e) Emergency Duty cover for adults
f)

Hospital Assessment and Rehabilitation Team

Current Integrated Services
a) Adult Community Mental Health Team
b) Rapid Response Team
c) Community Rehabilitation Team
d) Intermediate Care
e) Single Point of Contact
f)

Triage

g) Preparing for Adulthood Team

20
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SCHEDULE 4 FUNDING ARRANGEMENTS

1.

The Parties do not intend that there will be any aligned or pooled budgets, but financial budgets may
be reported together.

2.

Each Party will fund the provision of Services for which it is responsible and all payments due to Staff
employed or engaged by that Party

3.

Each Party will fund the IT and other equipment provided to its Staff

4.

The Parties agree to make available and fund the provision of premises in accordance with Clause 7
in proportion to the numbers of Staff provided by each Party to fulfil the Aims and objectives of this
Agreement

5.

Where Staff of one Party are occupying premises provided by the other Party those Staff may use the
resources provided at those premises (e.g., stationary, postage, printing, telephones) free of charge

21
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Bexley Care Programme Board
29th September 2021

Risk Register

1
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Agenda item

Risk Register

Item from

Yolanda Dennehy - Deputy Director of Adult Social Care
Sarah Burchell - Service Director

Attachments

None

The Bexley Care risk register accommodates the two different styles of reporting risk within the two organisations. Since the risk register was last presented
at the programme board there have been the following changes:
Closed Risks:

Mitigation
New service model does not meet
strategic direction of travel towards
an Integrated Care System
Delays beyond the project control
mean whole model is not
implemented on 1st December 19
Single Point of Contact not available
at Go Live date, therefore GP
engagement and confidence in the
new model will decrease
A risk of reduction of posts

Continue engagement of primary care,
voluntary sector, local residents and other
stakeholders through
Participate in the wider LCN programme
board led by CCG
Project plan and monitoring process to keep
on track
Potential delays escalated through the BC
development group
Project plan and monitoring process to keep
on track
Potential delays escalated through the BC
development group
Closely monitor vacancies to enable people
to be re-deployed
Re-training opportunities

Previous
Rating

Status

Comment

5
(1 x5)

CLOSED

Model has been launched, therefore impact
of wider system development will be
addressed under business as usual
processes

12
(3 x 4)

CLOSED

Model has been launched

12
(3 x 4)

CLOSED

SPC launched on 29th April 19

CLOSED

Closed as not moving to full colocation at
this time. Will be reviewed in business as
usual workforce meetings

8
(4 x 2)

2
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Failure to maximise benefits of an
efficient Single Point of Contact
Stakeholders not fully engaged with
Bexley Care new service delivery
model

Explore opportunities across two
organisations
To identify a software system that will allow a
fully coherent single point of contact suitable
for Bexley Care and potentially an Integrated
Care system
Events held with stakeholders for Bexley care
Develop further workshops

10
(2 x 5)
6
(2 x3)

CLOSED

Model has been launched. Staff have access
to Liquid Logic and RiO

CLOSED

Model has been launched

Current Open Risks:

Risk
Category

Risk Description

Project
related

Risk Mitigation

Score

Change

Oversight

Co designing the operational delivery with work force and
other stake holders
Benefits of integration
not realised

Loss of service continuity
for patients as teams
reorganised

Continual review and monitoring of proposed outcomes of
the project (reduce duplication, tell their story once,
streamlined access and referral route)
Detailed plan at each stage of development.
Minimise changes to care co-ordinators
Weekly review post implementation

6
(2x3)

Programme Board

8
(2x4)

Programme Board

During virtual phase start allocating according virtual team

3
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CQC Regulation remains
unchanged for new
service model
Unable to safely manage
complex mental health
cases due to reduction in
Band 7 posts

Legal and business issues
not adequately
addressed
Scale of financial savings
and budget pressures
adversely impact one
partner
Two separate
performance reporting
structures

Inability to find estates
premises for new LCN
teams

Revise registration of services for new model
Liaise with corporate Quality Team and CQC lead re new
service model and future inspections
Map management responsibilities for the new management
posts and Clinical Lead
Map supervision structures to ensure adequate professional
supervision
Ensure the management team has a senior leader with
mental health experience
Agreement from existing commissioners to proceed with new
model
Develop governance and legal agreement across Oxleas and
LBB
Establish process for agreeing risk / benefit share related to
joint working
Develop governance and legal agreement across Oxleas and
LBB
To map reporting processes
To identify a lean process with potential via a single
performance team
Agree key performance indicators
The Council and Oxleas have a number of established
properties that they own that can be utilised
Implement agile working policies to facilitate.

4
(2x2)

Programme Board

12
(3x4)

Programme Board

8
(2x4)

Programme Board

10
(2x5)

Programme Board

4
(2x2)

Programme Board

10
(5 x2)

Programme Board

Develop virtual working model for LCN structure, in line with
C19 restore plans.

4
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Impact of pandemic
impacting on delivery of
the project or service
delivery
Service
delivery

Demand for the services
increases beyond our
capacity

Monitoring staffing resources and time allocation to priority
service delivery
Oversee progress via the programme board
Closer working with primary care and the wider system and
community including the establishment of new ICMs and
locality meeting

NEW
12
(4x3)

Programme Board

6
(2x3)

Project Group

6
(3x2)

Project Group

6
(2 x3)

Project Group

Monitoring and reviewing demand (referrals and case load)
NHS services are free to
the patient, whilst local
authority social care is
means-tested. This can
produce conflict over
funding and funding
eligibility for patients
between the two
services
Currently two different
Governance processes

Clear mapping of access to services
Identification of when access is via GP or address
Information available to the public and other stakeholders

To map existing governance structures
To create a lean governance oversight structure

Lack of cultural
alignment between
professional groups
impede integrated
working

Clear organisational development plan pre and post
implementation

9
(3x3)

Project Group

Loss of key staff during
the reorganisation

Clear communication and engagement with staff to ensure
they are kept informed of developments
Trialling the new model virtually to allow culture change

6
(2x3)

Project Group

5
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The two organisations
use different care record
systems and will not be
able to utilise people
centred data
ICS development and SEL
core offer development
impacting on Bexley
Care arrangements or
prescribing operating
models not consistent
with Bexley Care model
Wider development in
PCN not aligning or
working with Bexley
Care LCN arrangements
Organisational changes
to services structures to
deliver savings or quality
improvements across
LBB and Oxleas impacts
on delivery of matrix
management of
integrated services

To clearly define recording expectation through a lean
process.
Provide teams with access to both systems
To create a shared platform through coherent IT strategy
Develop a data sharing agreement

6
(2x3)

Project Group

NEW
Engage with core offer development and ICS development to
influence a ‘Bexley fit’
To review operating models fits with national requirements
and priorities in a ICS
Engage with PCN leads as members of the LCP forum and
operational LCN development groups
Develop alternative models to accommodate PCN changes
whilst retaining and operating as LCNs

9
(3x3)

Project Group

NEW
9
(3x3)

Project group

NEW
Oversee developments and plans for each organisation and
potential impacts on delivery of Bexley Care model and
outcomes at the programme board
S75 agreement to formalise the arrangements

6
(2x3)

Programme Board

6
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Key:
We have developed a risk rating matrix that takes elements from both organisations existing processes to ensure it is meaningful to both audiences.
The table below helps us identify the likelihood and consequence of a risk
Score
Likelihood
Consequence

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Certain

Negligible

Minor

Moderate

Major

Critical

These two scores are mulitplied together to provide an overall score

Likelihood

1
Negligible

2
Minor

Consequence
3
Moderate

4
Major

5
Critical

1

Rare

LOW (1)

LOW (2)

LOW (3)

LOW (4)

MODERATE (5)

2

Unlikely

LOW (2)

LOW (4)

MODERATE (6)

MODERATE (8)

HIGH (10)

3

Possible

LOW (3)

MODERATE (6)

MODERATE (9)

HIGH (12)

SIGNIFICANT (15)

4

Likely

LOW (4)

MODERATE (8)

HIGH (12)

SIGNIFICANT (16)

SIGNIFICANT (20)

5

Certain

MODERATE (5)

HIGH (10)

SIGNIFICANT (15)

SIGNIFICANT (20)

SIGNIFICANT (25)

7
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BEXLEY CARE Data Sharing Agreement
This data sharing schedule is underpinned by the SE London data sharing framework and agreements signed off by all SE London partners. This schedule
specifically relates to Direct care.
This information sharing agreement is made between Oxleas NHS Foundation Trust and London Borough of Bexley (Adult Social Care).

Purpose of data sharing
The purpose of data sharing is to enable Health and Social Care staff to operate an integrated approach to personal care and support, where individuals will
have better access to a range of professionals.
The new working practice, as a result of this service integration, requires Health staff to access the Social Care records and Social Care staff to access Health
records. The rationale for this is to reduce duplication across the system, allow service users to tell their story once and ensure a simplified pathway into
services providing direct care, which will result in a smoother and more efficient experience for the individual.
By determining the best course of action and the most appropriate service to support, both organisations can better ensure that records are kept accurate and
up to date within the relevant system as per statutory duties.
Further information can be found in:
- Bexley Care business plan
- Section 75 and Partnership Agreement
Data to be shared:
The data to be shared is held on electronic record systems held by Adult Social Care, community physical health and mental health teams. This is for the
specific purpose of partnership working across Adult Social Care teams from the London Borough of Bexley and community physical health and mental health
teams from Oxleas NHS Foundation Trust. These records hold personal sensitive information and the processing of this information by both organisations is
necessary for a person-centred approach to providing direct care.
The records include personal and sensitive information such as: key demographics, assessments of individual circumstances (inc. outcomes, support plans,
referral and review data).

223

The allocation and assessment processes implemented jointly by both organisations ensure that there is a legitimate and appropriate relationship for those
staff accessing personal data on their own and each other’s electronic record systems.
Data and data flows:
The types of personal identifiable data include, but are not limited to:
• Demographics -such as full name, NHS number, date of birth, address, GP, gender, sexuality, ethnicity, religion.
• GP details and history
• Medication (current and historical)
• Presenting issues
• Needs assessments
• Support plans
The data can enter the service via a GP referral or a phone call from a resident or concerned individual (e.g. family, friend, or neighbour). The contact is
received by the Single Point of Contact and Triage, where the information will be proportionately assessed to rate the level of urgency and determine the most
appropriate pathway. Depending on the nature of the call or referral, the data will be input on either the Health or Social Care care records system (RiO or
Liquid Logic) and allocated to a suitable Bexley Care team for assessment.
Flowchart:
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Legal basis:
The legal basis that apply under the UK General Data Protection Regulations (GDPR) that permit the sharing of information are: Articles 6(1)(e) and 9(2)(h)
are applicable to the sharing of information by these teams. They encompass information sharing for the purpose of direct care.
In addition, there is the supplementary condition under Health or Social Care Purposes in Schedule 1 of Data Protection Act (2018) that is met on the basis
that the processing of this data is necessary for these purposes.
Data controller(s):
London Borough of Bexley and Oxleas NHS Foundation Trust are joint data controllers and data processors for Bexley Care:
• London Borough of Bexley has overall legal responsibility for Social Care records held on Liquid Logic.
• Oxleas NHS Foundation Trust has overall legal responsibility for Health Care records held on RiO.
Data processor(s):
Both organisations in this agreement are joint data processors, as outlined in the Section 75 agreement for Bexley Care.
Agreed information governance controls:
•
•
•

General Data Protection Regulations (GDPR)
Care Act (2014)
Data Protection Act (2018)

Both organisations have their own internal controls and policies for the handling of data security and data quality, which apply to all staff within the scope of
services under the Section 75 and be based on which care records system is being utilised for the case being worked on.
Assurances:
•

Compliance with the NHS Digital Data Security and Protection Toolkit (for health and social care)

•

Joint management of incidents and complaints

•

Regular proactive review of user activity reports and retrospective reviews in response to incidents and complaints.

Variation
This agreement may be varied by the partners by a document in writing signed by an authorised person of each of the partners.
Any future changes to the S75 agreement will require a review of the DSA
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DPIA assessment: Complete and attach a Data Protection Impact Assessment for this ISA and email to Julie Lucas, Head of Information Governance & Data Protection Officer, Oxleas
NHS Foundation Trust – Julie.lucas9@nhs.net
Agreement start date:

??/??/??

Review by date:

Version 1.7 – 03.08.21

??/??/??
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Agreement

A1

This agreement recognises that the duty to share information can be as important as the duty to protect patient confidentiality1 2 (a principle
recommendation of the Caldicott review of Information Governance across Health and social care).

A2

This agreement evidences the commitment of the named agencies to share information and personal data in a responsible, fair, and lawful manner
where it can be evidenced that there is a legitimate safeguarding or service need which is in the interest of individual concerned or the public interest.

A3

This agreement sets out the core requirements which each agency undertakes to comply with whenever the sharing of personal data between the
agencies is proposed, considered, or undertaken.

A4

This agreement does not provide detailed guidance which can be found in partner organisations information governance, data protection and health
records policies.

A5

This agreement does not constitute an overarching permission for the broad, comprehensive or unchallenged sharing of personal data. It provides a
framework for the sharing of information which aligns with the objectives set out below.

1
2

The Health and Social Care (Safety and Quality) Act 2015
Review of Data Security, Consent and Opt-Outs. National Data Guardian for Health and Care 2016
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Principles

P1

Personal data must only be shared to meet the stated objectives of the specific partnership outlined in this agreement.

P2

The sharing and use of any personal data will comply fully with the requirements of the Data Protection Act 2018 [DPA], the GDPR and all relevant
associated legislation3, and will follow relevant guidance issued by the Information Commissioner’s Office [ICO], NHS Digital and NHS England.

P3

The sharing and use of any personal data for safeguarding purposes which may be against the preferences and reasonable privacy expectations of
patients must always be supported by a written record of the reasons underlying the decision to share.

P4

Each partner health and care provider will remain the Data Controller for the information it provides to the virtual care record in SE London and all
partner health and care provider organisations are joint Data Controllers4 as defined under the GDPR/DPA.

P5

All partner health and care provider organisations have a legal basis under the GDPR/DPA for holding and processing personal data to fulfil its own
public duties as outlined in the SE London Data Sharing Principles and Statement of Compliance (Tier 1 of the SE London Data Sharing Framework).
Each signatory to this agreement must obtain its own assurances and be satisfied that the basis for sharing the information it holds remains lawful and
secure.

P6

The sharing and use of any personal data for reasons other than the agreed purpose will always be subject to a revised Data Protection Impact
Assessment [DPIA]5 undertaken by or on behalf of the Data Controller(s) of the information. The DPIAs will be filed as appendices to this Schedule6. In
addition to providing robust justification for the sharing of personal data for specified purposes, DPIAs will evidence compliance with the principles of
the DPA and the revised Caldicott Principles2.

P7

Each health and care provider organisation will be responsible for their own compliance with the GDPR/the DPA and all relevant associated legislation,
including ensuring that it has appropriate local policy and process frameworks in place to underpin best practice, be transparent on the processing of
data, safeguard personal data and protect the legal rights of Data Subjects (including the right to be informed, the right of access, the right to
rectification, the right to erasure, the right to restrict processing, the right to portability, the right to object, and rights in relation to automated decisionmaking profiling).

P8

Any partner agency may withdraw from this agreement on giving written notice to the other partners. Any information obtained whilst the agency was
partner to this agreement remains subject to the terms of the agreement.

3

The UK General Data Protection Regulation (GDPR).
Data controllers and data processors: what the difference is and what the governance implications are. The Information Commissioner’s Office 2014
5 The Data Protection Impact Assessments under the GDPR. The Information Commissioner’s Office 2017
6 The SE London STP IG Group has developed a joint format for Data Protection Impact Assessments under the GDPR.
Version 1.7 – 03.08.21
Page 6 of 8
4

228

Requirements
Each party to this agreement shall:

R1

Have organisational, procedural, physical, and technical safeguards in place to ensure its full compliance with the requirements of the GDPR/the DPA
in relation to the processing of any and all personal data shared through this agreement.

R2

Not knowingly or negligently process the personal data shared through this agreement in such a way that it places any party in breach, or potential
breach, of the GDPR/the DPA or any relevant associated legislation.

R3

Only use the information shared with it through this agreement for the purpose(s) agreed with the Data Controller(s) for that information.

R4

Comply with any specific requirements specified by the Data Controller(s) regarding the processing of personal information which the Data
Controller(s) share(s) through this agreement.

R5

Only disclose personal information shared with it through this agreement where permission for that disclosure has first been agreed by the Data
Controller(s) which provided the information unless the agency considers that there is a clear legal obligation for disclosure without the Data
Controller’s approval and/or information.

R6

Agree transfer / exchange, access, storage, retention and disposal arrangements which are appropriate to the data being shared and procedures for
rectification of any factually incorrect shared information.

R7

Immediately inform all relevant Data Controller(s) of any breach (or potential breach) of the DPA, or other relevant legislation, in relation to its
processing, using, handling of the information provided by the Data Controller(s).

R8

Indemnify the Data Controller(s) against any costs incurred as a result of the agency’s failure to comply with the requirements of the GDPR/the DPA
or any relevant associated legislation.

Version 1.7 – 03.08.21
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Agreement
On behalf of the agencies they represent, the parties named below agree to the sharing of personal data between their agencies only
where the requirements of this Information Sharing Agreement are fully met.
Agency/ Department/Organisation

Representative

Oxleas NHS Trust

Sarah Burchell

London Borough of Bexley

Yolanda
Dennehy

Position/ Title

Signature

Date

Service Director, Bexley Care

Deputy Director, Adult Social
Care

Project/ programme/ partnership:

Contact address:

Contact agency:

Contact email:

Contact name:

Contact telephone:

Contact job title:

Document reference:

Ensure a signed copy of this is emailed to Julie Lucas, Head of Information Governance & Data Protection Officer, Oxleas NHS FT – Julie.lucas9@nhs.net

Version 1.7 – 03.08.21
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DATA PROTECTION
AGREEMENTS

IMPACT

ASSESSMENT

FOR

INFORMATION

SHARING

A DPIA must be completed for all new information sharing agreements in order to identify any
potential data protection risks at an early stage.
The person leading on the information sharing agreement is expected to complete the DPIA
in collaboration with other stakeholders.
The completed DPIA should be submitted for review to the Head of Information Governance,
who can also be consulted outside the process if required.
1

What is the name of the ISA i.e. which
organisations is the ISA between?

2

What type of information are you
sharing?

3

Is it new information?

4

What is the purpose of sharing this
information?

5

Does the information sharing
introduce new or additional
technologies?

Bexley Care – partnership between NHS
Oxleas Foundation Trust and London
Borough of Bexley
Personal Confidential Information
The types of personal identifiable data
include, but are not limited to:
• Demographics -such as full name,
NHS number, date of birth, address,
GP, gender, sexuality, ethnicity,
religion.GP details and history
• Medication (current and historical)
• Presenting issues
• Needs assessments
• Support plans
No. This is information that we would
normally obtain, process and share.
To enable an integrated approach to
personal care and support, where
individuals will have better access to both
Health and Social Care professionals. This
will mean they only have to tell their story
once, resulting in a smoother and more
efficient experience, meanwhile avoiding
duplication/repetition across services.
There is no additional technology being
introduced as part of this. But the
partnership gives staff access to an existing
system that they didn’t have direct access
to prior to the Partnership.
Staff will be trained on systems and be
expected to complete specific mandatory
training before being granted access to one
another’s systems.

6

Does the information sharing about
the individual(s) raise any privacy
concerns?

Note: Review will be required during
system design for Integrated Care Systems
(ICS)
No
Existing data security protocols apply; both
organisations remain primarily responsible
Page 1
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for the security and quality of data in their
respective systems.

7

8

9

Does the information sharing involve
you using new technology which might
be perceived as being intrusive? For
example, the use of data to make a
decision about care that’s automated?
Will information about individuals be
disclosed to organisations or people
who have not previously had routine
access to the information?
Will the project require you to contact
individuals in ways which they may
find intrusive?

10

Will 3 or more organisations be
involved in sharing the information?

11

Will the information sharing involve
new or significantly changed
consolidation, inter-linking, cross
referencing or matching of personal
data from multiple sources?
Will adult or children information be
shared?

12

Both organisations are expected to
maintain compliance with the NHSD Data
Security and Protection Toolkit.
No

No
The Trusted Partners scheme falls under
ASC Pathways. This information is already
available to staff as appropriate via the
Connect Care information portal.
Yes, potentially.
Some people may find initial contact
intrusive, but in the same way as was
already happening.
However, the new process is designed to
limit this by having service users only tell
their story once instead of many times. So
the intrusion is reduced.
No. However information may be shared
as necessary with other organisations as
part of the Bexley Care partnership
commitment to direct care and
safeguarding commitments. This also
applies to Trusted Partner organisations.
Yes. Cross referencing between two
systems, potentially making reference to
each. For example, safeguarding needs to
be recorded on Liquid Logic but a note can
be entered on RiO too.
Both adult and children’s

If personal confidential information is being shared or the answer to any of the above
questions is ‘yes’ the following DPIA assessment below must be completed also:
13
14
15
16

Are there Privacy Notices to enable
information sharing?
Where are these Privacy Notices:

Yes

Do you have a defined subject access
request process?
What is the lawful basis for processing
information?

• On public display
• On each organisation’s website
Yes
Data Protection Act 2018: Articles 6(1)(e)
and 9(2)(h) are applicable to the sharing of
information by these teams. They

Page 2

232

encompass information sharing for the
purpose of direct care.

17

18

19
20

21

Are the new purposes for processing
information stated in the current ISA
likely to be identified in the future?
Have all the organisations sharing
information met the mandatory
compliance standards of the NHS
Digital Data Security and Protection
Toolkit?
Will any information stated in the ISA
be transferred outside of the EU?
If required, do you or any parties
subject to the ISA have the means to
make changes to the data?
Is there a section within the ISA that
covers data quality?

Data Protection Act 2018, Schedule 1. Part
1.2 health or social care purposes.
Yes – potentially as the service develops
Yes – for Oxleas
Yes - for Adult Social Care

No
Yes

Both organisations are responsible for
ensuring they have policies and procedures
in place to ensure that personal data is kept
up to date, is accurate and relevant in line
with GDPR and Data Protection legislation.

22

Does the organisation and agreement
comply with the records management
code of practice?

Both organisations have a responsibility to
comply with the Records Management
Code of Practice.

23

Is your information security adequate
for the sensitivity of the data being
transferred?

Yes

24

What is the data set that will be
shared?

The dataset that will be shared include, but
are not limited to:
· Demographics -such as full name,
NHS number, date of birth, address,
GP, gender, sexuality, ethnicity,
religion.
· GP details and history
· Medication (current and historical)
· Presenting issues
· Needs assessments
· Support plans

Completed by: Kerry Kear
Date: add date
Health and Social Care Info System Manager
Return to: Julie Lucas, Head of Information Governance & Data Protection Officer:
Julie.lucas9@nhs.net
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THE LAWFUL BASIS FOR PROCESSING PERSONAL INFORMATION

For the processing of personal information at least one clause in Article 6 must apply
unless the information is truly anonymised.

6(1)(a)
6(1)(b)
6(1)(c)
6(1)(d)
6(1)(e)
6(1)(f)

ARTICLE 6
Consent of the data subject
Necessary for the performance of a contract with the data subject or to take
steps preparatory to such a contract
Necessary for compliance with a legal obligation
Necessary to protect the vital interests of a data subject or another person
where the data subject is incapable of giving consent
Necessary for the performance of a task carried out in the public interest
or in the exercise of official authority vested in the controller
Necessary for the purpose of legitimate interests.

For the processing of sensitive data i.e. race and ethnicity, religion, political opinion,
health, sexual orientation, genetic and biometric data, you will also need to apply at
least one of the clauses basis below in Article 9.

9(2)(a)
9(2)(b)
9(2)(c)
9(2)(d)

9(2)(e)
9(2)(f)
9(2)(g)

9(2)(h)

9(2)(i)

9(2)(j)

ARTICLE 9
Explicit consent of the data subject, unless reliance on consent is prohibited
by EU or Member State law
Necessary for the carrying out of obligations under employment, social
security or social protection law, or a collective agreement
Necessary to protect the vital interests of a data subject who is physically
or legally incapable of giving consent
Processing carried out by a charity or ‘not-for-profit’ body with a political,
philosophical, religious or trade union aim provided the processing relates only
to members or former members and provided there is no disclosure to third
parties without their consent
Data manifestly made public by the data subject
Necessary for the establishment, exercise or defence of legal claims or
where courts are acting in their judicial capacity
Necessary for reasons of substantial public interest on the basis of Union or
Member State Law which is proportionate to the aim pursued and which
contains appropriate safeguarding measures
Necessary for the purposes of preventative or occupational medicine, for
assessing the working capacity of the employee, medical diagnosis, the
provision of health or social care treatment or management of health or
social care systems and services, carried out by or under the supervision
of health processional or social work professional or by another person
who in the circumstances owes a duty of confidentiality under an enactment or
rule of law.
Necessary for the reason of public interest in the area of public health,
such as protecting against serious cross border threats to health or ensuring
high standards of healthcare and of medicinal products or medical devices
Necessary for archiving purposes in the public interest, or scientific and
historical research purposes or statistical purposes in accordance with
Article 89(1)
Page 4
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NOTE:
•
•

Information about criminal convictions and offences is not regarded as ‘sensitive’
data under GDPR).
If you use consent as your legal basis, you will need to record it, and this will override
all other legal basis for processing data and includes the possibility of the individual
withdrawing consent at any time.

Page 5
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Board of Directors
4 November 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

13
13a&b

Performance and Quality Assurance Committee Report
Yemisi Gibbons, Non-Executive Director
Iain Dimond, Chief Operating Officer
Iain Dimond, Chief Operating Officer

Public
The report gives an update on the Trust Quality Performance and Assurance
Committee highlights and exceptions from the meetings held on September and
October 2021
Highlights from the August and September committee meetings:
•
•
•
•
•

Performance exceptions (IBR Attached)
IBR proposal (approved)
Prison directorate presentation
Research annual report (attached) and options appraisal -Joint Research
Office (approved)
Mental Health Act Legislation Group Annual Report

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

For information

Link to trust strategy

The risks relate to all three big priorities and all eight building blocks of the
strategy. In addition, the trust annual quality priorities.
1844: Demand on CMHTs
1912: Pressure on district nursing teams
1913: Reducing wait times in community services
1921: Responding to service delivery concerns
1905: Prone restraint
1939: Ligature risk assessment

Link to Board Assurance
Framework

Please summarise
implications in the report
for:
Quality
Finances

The Board is asked to note the content

The report focuses on quality performance and assurance. Assurances, risks
and mitigations may have implications for delivering a high-quality service
The report does not outline significant financial implications however
implementing mitigations may require financial investments and quality
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Equality analysis
Service users/
carers/staff

improvements may have positive implications on the efficiency and cost
avoidance/effectiveness.
The committee considers the implications on equality and diversity issues
within the individual standing items including restraint, complaints, and
performance.
The committee considers the impact to service user experience, outcomes and
safety; and staff safety and well-being.
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Performance and Quality Assurance Committee Report
for July 2021
Performance
COVID-19 update
A Covid-19 update was reported and noted by the committee at both the September and October
committees. The latest information is presented within this report.
•
•
•
•
•
•

Staff Covid positive cases remain low. The impact on staffing remains low.
At the time of the October Committee there are two patients that are symptomatic in the
inpatient areas.
There are 4 positive cases in prisons, which are all at Thameside.
The Covid booster programme is being rolled out for all staff along with the flu vaccination
programme.
The roll out of immunisations for school age children between 11- and 15-year-olds in
Greenwich is continuing.
From mid-November it will be mandatory for staff entering care homes, including Oxleas
NHS staff, to show proof of being double vaccinated. The directorates are working on this to
understand what it means for them individually.

Integrated Board Report Proposal
A proposal to update the Trust Integrated Board report was discussed and approved by the October
Committee. There was an acknowledgement that good data at all levels of the organisation is key to
improving and shaping services. We have made good progress but there is clearly more work to be
done in some areas of the organisation (e.g., dashboards for prisons, CYP etc) so that there is
transparency of our performance across all directorates at any given time.
The IBR proposal reflects the wide variety of things we do as an organisation. It acknowledges trust
level dashboards need to be built on the right set of metrics and good data quality at every level.
The proposal is to create a more comprehensive view of the organisation from ward or team to the
Board. It is anticipated in the future metrics will be looked at team level in directorates and through
board sub-committees. Where there are issues within directorates the information will feed up by
exception to PQAC.
At PQAC there will be assurance that the information has been looked at through the sub
committees and what we are doing to address the issues. The committee acknowledged that a lot of
the work must be done in sub committees where the assurance is gained and then taken to board;
and we need to ensure our governance structures are robust and work to be able to give that level
of assurance. The committee also requested the review of conducting
It was also proposed that the revised IBR in the future may also be linked to the BAF however this is
still being explored but the principle is to have a clear link between the IBR and BAF. It’s about
having an established set of criteria so we can articulate the circumstances whereby if something is
worrying us on the IBR it needs to come to BAF.
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The committee was assured that the new process will enable a deep dive into the metrics that are
presented to ensure they provide one version of the truth, good data quality and provide meaningful
context/measures to enable improvement. This is a key element of building block one – delivering
quality management through developing the infrastructure of our quality control processes. To
ensure we know what we are doing and if anything starts to slip away.

Integrated Board Report
The committee in September and October were presented with an exception report from the
metrics that have failed to meet the set target 4 times in the last 6 months. The table below outlines
the exceptions and any committee recommendations. The IBR presented to the October committee
is attached.
Target which has failed to
meet target (minimum) 4
out of the last 6 months:

Latest exception report provided from the October
Committee (unless otherwise indicated)

Committee Recommendations

10798 Friends/relatives
involved in care and
treatment

There are 2 factors impacting performance, COVID 19
and a change in how we collected FFT data during 2020.
Service delivery was radically altered as a result of the
pandemic which led to a drop in satisfaction. The switch
to collecting data via text or email rather than in person
has also led to an increase in negative feedback, there
has been a noticeable difference in tone in the feedback
including a rise in personal comments about staff. There
is also a notable difference in performance when we
look at where the patient is on their journey e.g., within
treatment feedback is 87% positive/3% negative but at
discharge this drops to 71% positive to 16% negative.

The committee discussed the
patient experience exceptions
within the patient experience
section of the September
committee and the complaints
exception within the October
committee.

11699 FFT, overall patient
experience % good and % v
good (ACS & CYP)
11703 FFT, overall patient
experience % good and % v
good (MH and CAMHS)
11702 FFT, overall patient
experience % poor and % v
poor (MH and CAMHS)
11403 Performance against
30 working day target for
responding to complaints

11268 RTT – AHP’s

Oxleas has partnered with Imperial to develop machine
learning technology to understand thematic trends in
the large data sets FFT produces. Initial Analysis of 400
responses has identified 3 recurring themes:
1. “Respect for patient centred values” scored top in
both negative (37%) and positive (33%) responses.
2. “Access to care/wait times” scored second highest
in negative (18%) comments
3. “Information and communication” was third in both
negative (13%) and positive (12%) responses
The three themes driving both positive and negative
comments are identifiable and correspond closely to
the main themes in complaints received (attitude and
behaviour, clinical care, communication).
Covid has impacted on performance of this metric
though we have begun to see improvements over the
last few months.

In September and October, the
committee noted 12 exceptions

The committee noted this
exception at the September and
October Committee
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Target which has failed to
meet target (minimum) 4
out of the last 6 months:

Latest exception report provided from the October
Committee (unless otherwise indicated)

Committee Recommendations

10024 RTT – PT

Covid has impacted on performance of this metric
however we plan to carry out a deep dive in October to
ensure that the list of psychologists who can stop the
clock is accurate and up to date.
There were 3 breaches in September. One was a nonbreach as the patient was followed up, but RIO wasn’t
updated. Attempts were made to contact the other 2
clients who were followed up within 7 days in one case
14 in the other.
This metric is no longer relevant as current occupancy
level are in line with a review of intermediate care
provision as part of the Home First initiative.
Intermediate care bed occupancy has been low for
quite some time; the target occupancy for intermediate
care is both historical and arbitrary and doesn’t relate
to current operational reality. There is a system focus
on intermediate care and the key thing is to see
whether there are patients currently being treated in an
acute setting who could more appropriately be treated
in an intermediate care setting or at home. Work is
going on between Oxleas and LGT to ensure we are
maximising the use of the beds we do have
There were 6 breaches in September where there was
no record of information being shared. In 4 cases it was
confirmed that No Rights were read, all 4 patients were
inpatients at the time. A reminder has gone out to
inpatient units to ensure that patients are informed of
their rights. In 2 cases RIO was updated outside of the
reporting period.
This metric is made up of 36 indicators which measure
the validity and coverage of core data items in the
Mental Health Services dataset. It is intended to
highlight the importance of data quality in the NHS.
Analysis of the data shows there are 5 areas failing to
meet the target – Ethnicity – 92%, Commissioner Code
55%, Primary Reason for Referral 15%, Ex British Armed
Forces Indicator 67%, Consultation Medium Used 78%.
Ethnicity, Primary Reason for Referral and the Armed
Forces Indicator are likely to be data entry issues. Early
investigations indicate that the issues with
Commissioner Code and Consultation Medium can be
resolved by making changes to the data extract.

The committee noted this
exception at the September and
October Committee

11520 72-hour post
discharge follow up (selfharm)
10343 Adult Community
Care Bed Occupancy

10323 S132

11190 Data Quality
Maturity Index DQMI MHSDS Completeness

In September and October, the
committee noted 12 exceptions

The committee noted this
exception at the September and
October Committee
The committee noted the
exception at the September and
October committees and agreed
that this metric should be greyed
out and shouldn’t be an area of
focus in the future.

The committee noted this
exception at the September and
October Committee

The September and October
committees noted the exception.
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Target which has failed to
meet target (minimum) 4
out of the last 6 months:

Latest exception report provided from the October
Committee (unless otherwise indicated)

Committee Recommendations

10322 CPA 6-month
reviews

In community mental health we have a three-point
action plan to work on over a three-month period to
January 2022. It includes
1. Data cleansing - we know that some patients have
been discharged from CPA or the team all together but
not actioned correctly on RIO or that the CPA review
has taken place but has not been recorded correctly
2. Clear the overdue reviews - the breaches are reviews
that have gone over the six-month mark and teams
know who these patients are and are scheduling them
over the next three months.
3. Ensure each team has a robust system in place for
scheduling these reviews and rebooking any
cancellations within the time frame - teams have
suggested two key actions here, booking all reviews at
five months to ensure the DNA reviews can be
rescheduled on time and secondly care coordinators
scheduling regular diary slots for reviews to enable
more efficient booking.
There has been steady improvement in performance
and the service has met the target for the last 2
months. This has directly been impacted by covid and it
now recovering quickly; half of the prisons currently are
operating at 100% with a clear sense of progress in the
others.

The committee noted the
exceptions and was provided
with a further assurance within
the Clinical effectiveness part of
the October Committee

10359 Prisons care Plans

In September and October, the
committee noted 12 exceptions

The committee noted the
improvement in the October
committee

HBPOS Breach Update
Overall,
• In July - 57 referrals, 28 admissions and 3 breaches (no male beds)
• In August - 36 referrals, 22 admissions and 7 breaches (6 no male beds and 1 no female
bed)
• In September - 38 referrals, 16 admissions and 4 breaches (2 no male bed and 1 no female
bed)
The committee noted that there was a deterioration in August which was due to bed pressures
however at the October committee the committee noted that the HBPoS data is impressive and
continues to change with more and more admissions and fewer breaches and questioned why this
pattern is not reflected in the ED breaches. The new Service Director for Acute and Crisis is taking
forward a piece of work with LGT and the Police around this.
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MH/ACS Transformation work
In October, the committee noted an update on the mental health and adult community services
transformation programmes that are currently being implemented. It was noted that due to the
changes in directorate structures this programme of work now has a more directorate focus.
New Crisis line update - different model to ensure we are having the right conversations and
improving patient experience and outcomes is a key focus. It was recognised by the committee that
a lot of the transformation work is currently sitting within the Acute and Crisis directorate and to
ensure they have enough support to be able to deliver. Regular updates on the transformation
programme will be brought to PQAC via the transformation Board.

Enhancing Quality Assurance
Directorate Feedback – Prison Directorate
The following highlights were reported in September by the Prison directorate
•
•

•
•
•
•

HMP Wandsworth - The committee noted the progress of the recovery plan, the thematic
review starts in October of the 7 deaths in custody. The construction of a new healthcare
centre has started with completion anticipated by December 2021.
Kent Prisons- Bid successful and will be commencing mobilisation with April 2022 contract
start date. NHS innovative pilots are currently ongoing
•
EDIC-early days in custody practitioner (HMP Elmley). Excellent practice
recognised nationally (innovation by Oxleas and South East NHSE commissioner)
•
Paramedic-HMP Rochester (Management of emergencies and training for
primary care staff)
•
Custodial discharge coordinator (Foreign National, HMP Maidstone)
There is preparation for all prisons to move into level 1 and level 2. The Pharmacy OPS
contract has been renewed until 2023.
Greenwich Cluster - Identifying and monitoring vulnerable patients; this is being trialled in
Greenwich and is working well. Ongoing vaccination campaigns across all prisons has seen
an average of 30-40% uptake with the younger population.
A PDN has been recruited working closely to develop quality priorities and this is now
happening at Wandsworth. The Kent PDN is also now in post.
Patient experience and feedback has seen a steady rise to 70-80%.
Quality Priorities for Prisons
• IPU Ligature Risk Assessments
• Identification of deteriorating patient and Sepsis management
• Increase patient experience feedback

The committee requested the Prison risk register slides to be updated and represented s]at the
October committee. The revised risk register was reviewed in October. Further questions were
raised regarding the format of the risk register and to ensure all the risks triangulated across all the
prisons. This will be reviewed with the directorate to ensure the risks are captured effectively and
robust governance processes are being maintained.
At the October committee an update on HMIP/ CQC prisons inspections over the last few months
was noted. All prison inspections over the last few months have received good feedback from CQC
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and HMIP about how responsive they were during the Covid period and how caring and supportive
staff are within the units.
HMP Belmarsh (August inspection)
• A draft report has been received and was positive.
• The Respect Section on health care within the HMIP report has moved from not sufficiently
good to reasonably good.
• There were no recommendations for Oxleas within the report.
HMP Wandsworth (September inspection)
• There are no immediate actions for Oxleas.
• There are recommendations around medication admin and management of the medication
responsiveness and how we do this in the future.
• A warning notice was issued to SLAM regarding their waiting list / referral management and
a potential requirement notice regarding unsafe staffing levels within the Addison unit.
HMP Rochester (October inspection)
• Immediate feedback was mainly positive.
• There is possibility of a requirement notice regarding governance, mainly around the
reporting culture which was low and the escalation concerns from audits.
• They have an immediate action to do with the Dental environment, which is not one of our
services, but we will be supporting them to make sure it is correct and made safe.
HMP Swaleside (inspection due)
• Data has been produced and the inspection.

Quality Priorities
Quality Priorities - Quarter 1 Report
In September the committee noted the Quarter one quality priorities report. There are
currently 3 quality priorities that are consistently meeting their targets, but performance varies on
two of them. All of quality priorities are reported to PQAC at least quarterly through the patient
safety, clinical effectiveness, and patient experience sections where exceptions and improvements
are noted.
Patient Safety
Patient Safety priorities
The patient safety priority reports were presented to the committee in September and October. The
latest data (September) that was presented to the committee is presented below.
i.

Reducing Restraint - Reduction in restrictive practice – The baseline has been agreed as a
starting point of 50 and for Prone Restraint is 5.
1. There was a total of 65 incidents of restraint recorded for August 2021 and 45 incidents
of restraint recorded for September 2021. The Trust therefore met the target for a
reduction in restraint during September but not in August. The year-to-date average is
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53.8 just above the target. However, national benchmarking data provides evidence that
Oxleas is performing very well and second lowest within PICU’s.
2. 11 and 4 incidents of prone restraint were recorded for August and September
respectively, therefore the Trust did not met the target in August but met it for a
reduction in prone restraint during September. The year-to-date average is above the
target at 6.3.
3. 50% of prone restraints were reported as 1 minute or less in September, compared to
27% for August.
4. When a prone restraint occurs, the Team and the Head of Nursing are asked to complete
a desktop review. Of the 15 prone restraints conducted in September and August, 4
desktop review have been completed so far.
The committee questioned the low number of desktop reviews and any themes that are being
identified. This is continued to be monitored by the heads of nursing. Part of the issue is entering
them onto datix so the reports and learning can be accessed.
The committee was informed that Safety pods have been rolled out and delivered to all the acute
adult wards. A further eight safety pods have been ordered for the forensic wards. Goddington
ward have used them 3 times already and they are working well.
ii.

Rapid Tranquilisation - Physical health monitoring

Compliance for August was 82% and increased to 100% in September for physical health monitoring
following rapid tranquilisation. Not all (only 82% August and 75% in September) had physical health
checks were within the timeframes set out in the policy, i.e., four checks within one hour. However,
this is fluctuating month on month. The committee were informed that this continued to be
monitored by the Heads of Nursing.
iii.

Prevention, early identification and management of physical deterioration and sepsis –

A report is completed monthly by the Informatics Team which shows compliance with this priority.
The total amount of NEWS2 forms completed within the first 72 hours of admission indicates that
the Trust’s performance was 68% in July, 64% in August and 72% in September. An in-depth audit of
the reasons why NEWS2 forms were not completed will be carried out by individually looking at each
of the Wards’ caseloads. However, it was reported to the committee that 100% cannot be achieved
and going forward will have to improve the way it is annotated, and exception reported.

Serious Incidents

There were no serious incidents reported in August and 4 serious incidents and one level four fall.
(excluding pressure ulcers) reported in September. In August there remained 78 SI actions to close,
with the majority being in Greenwich. The 3 most common themes from serious incidents are:
•
•
•

Communication
Risk
Care planning

Duty of Candour
The committee noted the duty of candour report in the September and October committee which
provides information on those incidents where moderate harm or above occurred during August and
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September. It also sets out the actions to be taken in regard to exceptions and breaches of
Regulation 20 to ensure the Trust meets its obligations going forward. 54% of incidents resulted in a
letter being sent compared to 35% for August.

Joint Independent Homicide/safeguarding Adults Review Assurance Report Mrs A and Ms
B
The assurance report for Mrs A and Ms B was presented to the committee in October. The
committee noted that Oxleas received very good, sustained scores from the action plan arising from
the investigation. Further improvements are required around protected characteristics and ensuring
they are captured within care plans. The committee were informed that a film is being made with
victim’s daughter and perpetrator’s sister about what it was like for them with the engagement with
our services and what could have been done better, with learning to be presented at all relevant
forums.

Quarter 1 Mortality Surveillance report
The quarterly mortality surveillance report provides assurance that our deaths are being reviewed
and satisfies the requirements to report to Boards as a requirement of NHSE/I.
The 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 1 for 2021/22 and provides assurance through:
1. Mortality surveillance update
2. Numbers of deaths reviewed
3. Learning from thematic reviews
LEDer is changing its name to ‘Learning from Lives and Deaths of People with a Learning Disability
and Autistic People’. The committee noted the report

Safe Use of Medicines update
There is a slight reduction in incidents, however there is still a good safety reporting culture and 93%
resulted in no harm. Main administration issues were around admissions. There has been a key
practice change where District Nurses now administer controlled drugs on their own instead of in
pairs and this is working well. E-Meds is due in the next few months around prescribing and
medicines administration. The committee noted the report.

Annual reports
The following annual reports were noted at the September committee as they have already been
presented to Board earlier in the month.
•
•
•

Annual IPC Report
Annual Safeguarding Adults report
Annual Safeguarding Children report
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Annual Mental Health Act report was presented and noted in the October committee. The following
highlights were discussed
•
•
•
•
•

Annual increase in the use of MHA which is a national trend; an increase in acuity of admissions
and highest use in Greenwich with 2% increase compared to the previous year
There were 17 people who have had more than 6 sections (s136).
More males and people from a black background are admitted, which is being explored
There were 56% detained compared to 44% informal.
The committee reflected on the higher percentage of patients now being sectioned and
considered this could possibly be impacted by the pandemic and lock downs.

Patient Experience
In September the patient experience report was presented and noted by the committee. Due to the
Covid 19 pandemic, NHS England temporarily suspended the submission of FFT data in March 2020.
This was reinstated in December 2020. Trust wide, the percentage of teams collecting feedback has
increased since the introduction of automated surveys in December 2020, resulting in a special
cause of positive variation.
The NHS England mandatory FFT question was updated to “Overall, how was your experience of our
service?” from June 2020. This includes a response scale ranging from “Very Good” to “Very Poor”,
and the opportunity to provide free text comments. The questions “Do you have any communication
or information needs?” and “Were your communication or information needs met (if required)?”
was also added to Oxleas Patient Experience surveys in June 2020.
The main highlights are listed below;
• The percentage of positive patient responses to the FFT for both Mental Health and Community
Health returned to normal variation in July 2021, however, it still remains below the pre-Covid
average.
• Trust wide positive responses to “Have you been given information about the help you are
getting?” reached the Trust target of 90% in July and August 2021.
• Trust wide positive responses to “Do staff listen and make a plan with you?” have scored above
the Trust target.
• Trust wide positive responses to “Have staff treated you with kindness and care?” continue to
remain above the Trust target of 90%.
• Positive responses to “Were your family or carer involved in your care?” have fallen below the
Trust target.
• Following a decrease in positive responses to “Do you feel better because of the help that you
received from this team?”, the mean baseline has been recalculated and now falls below the
Trust target at 89%.
• Trust wide responses to the question “Were your communication needs met (if required)?”
have consistently scored above the Oxleas target of 80% since reporting from June 2020.
• Family, Friends and Carer Responses – July and August 2021:
• Responses from patient Support Networks are displayed separately from the Patient responses.
• The percentage of positive responses to the FFT reached 88% and 89% respectively in July and
August 2021.
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Complaints
The committee noted the complaints report in September. The report outlined the volume of
complaints and compliments received. The top three concerns for complainants remain as clinical
care, communication and attitude and behaviour. Whilst the completion of complaints within our
own 30 working day timescale has improved in last six months, it continues to take an average of 33
days to close the complaint. The report contains the result of the annual complaints satisfaction
survey. 38% of complainants state they were not contacted by telephone and 57% state they were
not satisfied with the response. Feedback will be used in the experience based-co-design project to
re-examine the complaints process. The committee endorsed the emphasis on shifting complaints to
more of a dialogue with patients to ensure it is more meaningful for service users.

Clinical Effectiveness
Quarter 1 KMPG audit update / Quarter 1 Clinical Audit & NICE update
In September the committee noted the significant progress that has been made on the actions
following the recommendations made by the KPMG audit on our clinical audit processes. The annual
audit programme progress report was also noted.

Research Annual Report and Proposal Paper
The annual research report for 2020/21 and a future options appraisal paper was presented and
noted by the committee in September. The research annual report is attached.
Both reports provide an overview of the steady decline in research activity in Oxleas since 2017/18
and especially in the last financial year due to the impact of COVID-19 (suspension/premature
closure of studies). However, there are challenges to the sustainability of the supporting
infrastructure for research at Oxleas and this is what the joint proposal with SWL&STG seeks to
address. The committee was appraised of the following actions are being taken:
•
•
•
•

•
•

Since April 2021 we allocated some of our income from the Clinical Research Network (CRN) to
fund a 1 day a week research and development manager.
Review the post of the Research Practitioner to embody a more clinically based job description,
that also incorporates R & D governance. (Currently under recruitment)
Exploring the use of the new agile CRN workforce to support community health research. CRN
supporting Oxleas with a 0.4 WTE band 7 research nurse from October to March 2022.
Revisit clinical leads in the main service areas that relate to the research divisions of the NIHR,
with a view to identifying local research champions in those areas. Recruitment of specialist
research practitioners from within Oxleas to support and promote research in different
specialisms.
Identify other, non-NIHR, funding streams to encourage smaller-scale and locally identified
research activity and to promote grass roots research activity.
Reinvigorate the promotion of research within the trust by reintroducing a research interest
group, updating the trust’s research Twitter account, and updating the research presence on
intranet and internet sites.
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•

Proposal options paper presented to both the executive committee and PQAC for the
development of a joint research office with South West London and St Georges NHS Trust was
supported and approved.

Care planning
Care planning outcomes from September; show things are similar in terms of our overall
performance. However, the percentage of teams completing the care planning audit is not back yet
to pre pandemic levels, sitting below the target of 75%. The committee noted the report and were
provided with assurance that action is being taken to drive improvements, these include.
•
•
•
•

•

95% and 93% compliance respectively for has a care plan been completed and has it been
reviewed following change in risk or within the last 6 months.
Involvement with services users and their support network and being given a copy still
remains below target.
Oxcare is in development and will lead to improvements as it is rolled out.
The Care Planning Action Group continues to support directorates. There has been a review
of the care planning policy to ensure its more meaningful and specific for directorates, which
will improve compliance against our targets. The audit tool is also being reviewed to ensure
it is fit for purpose for all directorates. This is currently being piloted successfully in ALD.
Qi project has been commenced examining the barriers to care planning and how to
improve confidence and capability of the staff.

The committee noted that care planning is a hard to address issue; its fundamental to the safety of
the way we look after our patients and welcomed the updates on the areas of focus.

Physical Health
The physical health monitoring update was noted at the October committee. The progress on the
CQC must do actions from the CMHT CQC inspection (2020) was presented. There has been progress
on developing and ratifying ECG guidance and the procurement of 6 lead ECG’s. Work continues on
developing a physical health strategy and data quality.

Governance
Quality Assurance Update (Chair’s report)
Highlights from the minutes of the meeting held 27th July 2021 and 24th August 2021 was noted at
the September Committee.
•
•
•
•
•

5 enquiries/ complaints received via the CQC during reporting period.
A 72-hour report for the death of a deteriorating patient who was previously in the care
of ECB has also been sent proactively to the CQC.
CQC engagement meeting discussion points were around serious incidents with a focus on
the high increase of deaths in custody in Wandsworth prison and what we are doing about
them; and a discussion around the ECB death of a deteriorating patient.
All MH trust to receive a Well lead review this year, which will be conducted based on risk.
On receipt of Older Adults re-inspection and re-rating from inadequate to Good all
registered location MUST update the rating and activity posters.
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•
•

•
•

August meeting - 3 enquiries/ complaints received via the CQC. All three complaints were
received for our London prison services.
HMIP Inspections with CQC and Ofsted took place across
o Bexleyheath & Bromley Magistrate Court - Verbal feedback received from inspector
was that the service Oxleas NHS trust provides is a great service
o HMP Belmarsh - The overall feedback was very positive, and inspectors commented
on the level of professionalism of staff that was displayed, especially during
challenging times
o HMYOI Cookham Wood - several areas for improvement within the prison service
and other providers, there was no immediate actions for primary care, the service
Oxleas NHS trust provides
Feedback from directorates on CQC actions was provided
Resuscitation bag audit - Overview of the findings highlighted the seriousness around the
negative results. New systems have been put in place following these audits i.e., flash alerts,
video on how to check resus bags, assurance systems put in place on the wards. This will be
monitored via CQC Assurance meeting as well as patient safety.

Quarter 1 Improving Lives Programme Report
Since restarting the programme in April 21, 18 services across ten core services have received an
Improving lives review. During the ILP review the services are awarded an overall rating and a rating
for each of the five CQC domains (Safe, Effective, Caring, Responsive and Well Led). Of the 18
services, 61% (12) were rated overall as ‘Good’, 22% (4) rated as ‘Great’ and17% (3) of services as
requires improvement. The committee noted the report, including the updates on the 3 services that
rated requires improvement overall. The chair of PQAC shared their experience of being a reviewer
on the district nursing ILP review and commended the programme for providing robust assurance.

PQAC Risk Register
In September the PQAC risk register was reviewed by the committee. There are six Board Assurance
Framework risks, which are owned by the Performance and Quality Assurance Committee (PQAC).
Current
risk level

Longevity
in months

Demand on CMHTs

High

20

1912

Pressure on district nursing teams

High

11

1913

Reducing wait times in community services

Significant

11

1921

Responding to service delivery concerns

High

10

1905

Prone restraint

High

11

1939

Ligature risk management

Low

8

ID

Summary risk description

1844

Some key points and committee decisions are highlighted below.
1844: Demand on CMHTs
There has been a good result with the mental health funding. This will enable us to increase staffing
levels and allow for reasonable caseloads. At primary care network (PCN) level, there will be mental
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health practitioners for adult services and CAMHS. This will also be addressed through the Great
Out of Hospital Care workstream.
This risk is the outlier in that it has remained on the risk register for over 18 months, at a rating of
high (12). Risks relating to demand on CMHTs are also held by the three borough directorates and
will be reviewed amalgamated when the new service line structure comes into effect.
Some of the controls, assurances and mitigations for this risk are based on the initial workplan of the
CMHT Forum. The PQAC were asked to consider if the risk description and mitigations for this risk
remain current. Also, to consider if ownership of this risk should transfer to the Community Mental
Health Directorate under the new structure, whilst remaining on the BAF, and oversighted by the
PQAC. This will be discussed further and brought back to the November Committee.
1912: Pressure on district nursing teams
The Audit and Risk Assurance Committee increased this risk from moderate to high. District nursing
has not benefited from increased investment, demand has increased during the pandemic and we
have exhausted all options for diverting work, but we can use winter planning as an opportunity to
highlight gaps. The trust has put in place non-recurrent funding to support district nursing.
Pressure on district nursing teams is a significant rated risk on the Bexley Care risk register. It may be
appropriate for the BAF risk to be combined with the Bexley Care risk, and for ownership to transfer
to the Community Physical Health Directorate under the new structure, whilst remaining on the BAF,
and oversighted by the PQAC.
1913: Reducing wait times in community services
All services have plans in place and we are getting some successes. Additional funding for mental
health services will assist. This will also be taken forward through the Zero Delays workstream.
Wait times is a theme across the three borough risks registers; there are ten risks relating to
community mental health and three risk relating to physical mental health. The PQAC were asked to
consider that this risk should be disaggregated so it better reflects how the different risks across the
two services, with the risks being owned by the respective directorate, but remaining on the BAF, and
oversighted by the PQAC. This will be discussed further and brought back to the November
Committee.
1921: Responding to service delivery concerns
This risk has existed in different iterations since the CQC inspection of Oaktree Lodge in May 2018.
Much progress has been made. The Improving Lives visits are well embedded. The Quality
Management Framework is now in place and structures for reporting to the PQAC have been
reviewed. The new arrangements are working well and are providing an opportunity for
directorates to highlight positives as well as areas of concern. As part of the directorate restructure,
consideration will be given to introducing team level reporting and team dashboards are being
developed. The Quality Assurance CQC Oversight meeting provides an additional layer of assurance.
The PQAC were asked to take a view on whether this risk can be reduced to a moderate risk at this
stage and if can be de-escalated from the BAF. The committee agreed with this recommendation to
reduce to moderate.
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1905: Prone restraint
This remains a safety priority for the trust. This remains a high risk for now; the trust will review
learning from using safety pods.
The Performance and Quality Assurance Committee were asked to consider if we have sufficient
assurance to reduce the risk at this time, or if we should wait to see the learning from the use of
safety pods. The committee did not approve this recommendation as would first like to see the
impact of the service realignment and of the safety pods before reducing. The committee requested a
further update on this at the November committee.
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. Whilst the risk has been reduced, the ligature work is still being
taken forward by the mental health patient safety workstream. The head of nursing and the practice
development nurses (PDN) report into this via the Associate Director of Nursing. They update on
checks and the findings of these. Ligature management is also expected to be a key part of
induction. In addition to this, the ligature group brings estate and facilities and nursing together.
The group has oversight on the progress being made on remedial work. The updated policy now
includes clinical components, already highlighted in the training. This is scheduled to be discussed at
various forums in September. The ligature learning resource is now on the Oxleas Learning Centre
and there is an awareness video on the trust intranet. The matrons have asked to complete random
checks and there are weekly visual checks completed on each unit.
The Board of Directors suggested that this risk should be re-focused to be more reflective of the
proactive ligature management work being undertaken by the estates team, and the allocation of ICS
funding for capital projects. A risk to this effect has been opened by the Infrastructure Committee so
it is proposed and accepted by the committee that the PQAC risk is de-escalated from the BAF and
replaced with the Infrastructure Committee risk. The PQAC risk will remain oversighted by the
Patient Safety Group. This has been covered under the board assurance item.
New risk to consider
A new risk relating to the HMP Wandsworth recovery plan has been drafted. The committee was
asked and approved that this should be accepted on to the risks register.
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Integrated Performance Report(IPR) - September 2021
S.No

1

Committee

Regulatory

Reported

Monthly

Origin

Metric
Code

NHSI / NHSE 10766

View from our regulators

Target

Sep-21

Comments - September 2021

Variance

Assurance

Comments - September 2021

Variance

Assurance

Comments - September 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

Sep-21

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

97.7%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

91.3%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

93.0%

6

Quality

Monthly

Trust

11699

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

>95%

92.9%

7

Quality

Monthly

Trust

11700

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

<5%

1.8%

8

Quality

Monthly

Trust

11703

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

>90%

74.1%

9

Quality

Monthly

Trust

11702

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

<10%

12.8%

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

Sep-21

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

3.4%

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%

37.5%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

69.4%

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

93.0%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

94.3%

16

Quality

Monthly

DoH

11268

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

>95%

91.7%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

78.7%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

94.7%

19

Quality

Monthly

Trust / CYP 11397

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

TBC

59.0% 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

76.3% 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

64.0% 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

Sep-21

Comments - September 2021

>95%

93.9%

CQUIN-72 Hour Post Discharge Follow Up

80%

86.8%

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

88.5%

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

97.2%

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

83.9%

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

98.1% Bx. 48/50; Br. 20/20; Gr. 35/35 = 103/105 (98.1%)

28

Quality

Monthly

NHSE

10446

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

>95%

95.0%

30

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

771

31

Quality

Monthly

Trust
(Internal)

10356

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

N/A

6

32

Quality

Monthly

Trust
(Internal)

10447

Incidents of category 3 and 4 Pressure Ulcers

N/A

35

33

Quality

Monthly

NHSE

10448

Medication errors

N/A

29
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Integrated Performance Report(IPR) - September 2021
34

Workforce &
Development

Monthly

DoH

10334

Vacancy Rate

<14%

7.9%

35

Workforce &
Development

Monthly

DoH

10445

Vacancies - Exceptions Prisons

<14%

13.8%

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

Sep-21

Comments - September 2021

37

Quality

Monthly

NHSI

10915

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

>56%

82.4%

38

Quality

Monthly

NHSI

10916

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

>56%

92.3%

39

Quality

Monthly

Trust
(Internal)

10645

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

>90%

98.3%

40

Quality

Monthly

NHSI

11314

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

41

Quality

Monthly

DoH

10323

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

>100%

42

Quality

Monthly

DoH

10325

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

>100%

77.8% Trust: = 7/9 (77.8%).

43

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

93.6% Published by NHS Digital two months in arrears. June 2021
DQMI MHSDS Score. Published 28/09/2021 - DQMI version 45.

44

Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

91.5%

45

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.1%

46

Quality

Monthly

Trust / NHSI 10359

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

>95%

95.0%

Target

S.No

Committee

Reported

Origin

Metric
Code

49

Workforce &
Development

Monthly

Trust
(Internal)

10331

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
Bank Costs as % of pay spend (All professions)

50

Workforce &
Development

Monthly

Trust

10332

51

Business

Monthly

NHSI

52

Business

Monthly

53

Business

54

Business

Sep-21

Comments - September 2021

9.2% Figures include all professions >7.0% Green; 5.0 -7.0% Amber; <=
5.0% Red.

Agency costs as % of pay spend

<8%

3.6% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

10326

Normalised Surplus - Year to Date (£M)

0.0

0.0 The Trust delivered a breakeven before profit on asset sales at
the end of H1. This is in line with plan. The position includes circa
£2.5m of pay awards to staff in line with the NHS pay settlement.
We anticipate the overall pay award impact in 21/22 to be to be
circa £5m. There are on-going discussions with the ICS on how to
split the H2 funding allocation to account for the impact of pay
award. Initial conversation with the ICS has indicated an
allocation of £3.6m (this excludes any funding from NHSE), which
result in a £1.4m cost pressure. The position has been mitigated
by a number upsides in the month – details set out below. Any
of the new monies (MHIS, SDF and SR) that have not been
recruited into yet, have been deferred into H2.

NHSI

10327

Cash Position (£m)

89.1

112 Total cash reduced from £125m in Aug to £112m at the end of
Sep. This £13m reduction was mainly due to repaying SEL CCG
£7.2m relating to 2020/21, £2.5m additional staff costs due to
the pay award backdated to 1 April 2021, and a £3m increase in
payments to trade creditors. Despite this reduction in cash, the
total held at Sep was still higher than the plan of £89.1m. The
increased cash balance is primarily due to accrued expenses
(including £6.6m for Provider Collaboratives) and deferred
income being higher than planned. 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 Business Committee has asked
the Trust to revisit the cash buffer in light of this.

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

6.2

5.4 The Trust negotiated a capital allocation £16.99m from SEL ICS
for 2020/21, however the total planned expenditure was
£17.44m offset by £0.45m profit on the sale of asset of
Murchison Avenue. YTD expenditure for September is currently
89% of plan, with the majority of the £0.7m variance due to
slippages within IT. Further potential slippages have been
identified within the Estates programme, due to delays in
starting a £1.27m programme of works at Green Parks House
whilst approval is being sort from the site’s PFI provider, and due
to timing differences between actual and planned expenditure.
Reserve projects, such as works at Plumstead Health Centre and
upgrading Wi Fi across the Trust’s facilities are therefore being
identified to fully utilise the capital allocation for the year.

Monthly

Trust

10330

CIP Plans 21/22 (£M)

5.1

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

Assurance

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

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

Assurance

Variance

Assurance

550(555) Published by NHS Digital two months in arrears. June 2021 figure
- Published 9th September 2021. Inappropriate bed-days(Total
OAP bed-days)
95.8% Trust: = 137/143 (95.8%).

>7%

Va ri a ti on

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

N/A

Variance

Discussions are currently ongoing between the Trust and its ICS
5.1 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. This was delivered non-recurrently in H1.

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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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

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

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
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NHS OVERSIGHT FRAMEWORK DASHBOARD
October 2021 - Reporting September 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?

Sep-21

Operational
Performance

Iain Dimond

Referral to treatment for incomplete care pathways

10248

NHSI

IBR

Yes

90%

94.7%

Operational
Performance

Iain Dimond

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

10915

MHSDS /
UNIFY2

IBR

Yes

>=56%

82.4%

Operational
Performance

Iain Dimond

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

10916

MHSDS /
UNIFY2

IBR

Yes

>=56%

92.3%

Operational
Performance

Iain Dimond

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

51.7%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

99.8%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

72.5%

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%

93.6%

Published by NHS Digital two months in arrears. June
2021 DQMI MHSDS Score. Published 28/09/2021 DQMI version 45.

Operational
Performance

Iain Dimond

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

MHSDS /
UNIFY2

NHS Digital

No

N/A

555(565)

Published by NHS Digital two months in arrears. June
2021 figure - Published 9th September 2021.
Inappropriate bed-days(Total OAP bed-days)

Quality of Care

Iain Dimond

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

NHS Digital

MHSDS

Yes

N/A

6.9%

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

63.0%

Numerator published by NHS Digital two months in
arrears. May 2021 figure - Published: 12th August
2021. Item decommissioned with the
implementation of the Community MH Framework.
15/09/2021
Numerator published by NHS Digital two months in
arrears. May 2021 figure - Published: 12th August
2021. Item decommissioned with the
implementation of the Community MH Framework
15/09/2021.

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%

93.9%

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

7.5%

Quality of Care

Neil Springham

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

11699

NHSE

IBR

Yes

TBD

92.9%

Quality of Care

Neil Springham

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

11703

NHSE

IBR

Yes

TBD

74.1%

Quality of Care

Neil Springham

Complaints

10528

NHS Digital

IBR

Yes

N/A

25

Quality of Care

Rachel Evans

Turnover (Annual)

(provisional)

NHS Digital

Not collected N/A

N/A

18.8%

Published 30th September 2021 - NHS digital (June
2020 to June 2021). Leaver rate 18.2% (FTE). Joiner
rate 13.1%(FTE). Stability index 81.7%.

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%

3.6%

>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%

4.9%

<4% Green; 4-6% Amber; >6 Red. August 2021
figures. October figures available after the 15th of
the month.

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
6.3
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
7.2
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

September 2021. 1 alert - Action completed.

New Metric. Awaiting metric figures

Variance

Assurance

255

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
September
Operational 30th
Delivery
Update 2021
Friday 10th April 2020

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

257

Staffing Trust-wide Position as of 30th September 2021
Trust Level Absence Data

Trust

120
100
80
60
40
20

Sep-21

Aug-21

Jul-21

Jun-21

May-21

Apr-21

Mar-21

Feb-21

Jan-21

Dec-20

Nov-20

0

A total of 22 staff across the Trust were absent due to Covid 19 as at 30th September. 2 people were COVID positive, 5 staff members were absent as a result of post isolation
sickness and 5 due to Long Covid.
Source: ESR and Q&A
2
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Covid 19 - Inpatient Testing
Patients as at 30th September 2021

Directorate
Bexley

Number of
patients Tested
Positive
(Cumulative)

Bromley

Number of patients
currently Covid-19
Positive on the ward
(30/09/2021)
Manual Data

Number of patients
swabbed waiting Number of Patients Number of Deaths
for results (as at
who Tested Positive on Wards (as at
30/09/2021)
in September
30/09/2021)

Number of patients
currently Covid-19
Positive on the ward
(30/09/2021)
RIO Data

74

17

3

0

2

0

64

21

7

0

2

0

116

46

1

0

0

0

49

64

0

0

0

0

303

148

11

0

4

0

Greenwich
Forensics
Total

11 patients tested positive during August. There are currently 3 positive patients on our wards, 2 in Scadbury and 1 in Millbrook.

Source: Daily Sitrep and Q&A
3
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Covid-19 Dashboard – PPE Risks
As of 30th September 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

The fuel crisis has had no impact on deliveries.

Source: Emergency Planning

4
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Bed Availability & Testing by Ward as of 30th September 2021

Bexley

Bromley

Greenwich

Forensic

Total

Ward Size
(number of beds)

Total number of patients on the ward
EXC LEAVE

Number of patients currently Covid19 positive and on the ward

WardCode

Ward

BFH

Barefoot Lodge

15

12

80%

3

0

HOL

Holbrook

22

15

68%

7

0

LES

Lesney

20

20

100%

0

0

% Occupancy

Available Beds EXC LEAVE

MK

Millbrook

20

20

100%

0

2

MEAD

Meadowview

30

23

77%

7

0

AV2

Betts

18

18

100%

0

0

AV1

Goddington

16

16

100%

0

2

ME2

Norman

0

0

0%

0

0

ELD

Scadbury

22

19

86%

3

0

ATLHSE

Atlas House

11

6

55%

5

0

GC

Maryon

0

0

0%

0

0

GD

Shrewsbury

20

20

100%

0

0
0

GE

Avery

20

20

100%

0

PRO

Oaktree Lodge

17

15

88%

2

0

tarn

The Tarn

16

14

88%

2

0

GR01

Shepherdsleas

19

16

84%

3

0

GICU

Eltham Community Health

40

21

53%

19

0

BIR

Birchwood

12

12

100%

0

0

BG

Burgess

17

14

82%

3

0

CN

Crofton

18

15

83%

3

0

DN

Danson

17

17

100%

0

0

GRW

Greenwood

16

14

88%

2

0

HAZ

Hazelwood

15

15

100%

0

0

HC

Heath

16

11

69%

5

0

FJOY

Joydens

14

9

64%

5

0

431

362

84%

69

4

Norman and Maryon remain closed.

5
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Out of Area Bed Usage as of 30th September 2021
Out of Area Placements as of 30th September 2021
Female PICU

Bexley
Bromley
Greenwich

4
1

Other *
Total

Hayes Grove Only

Bexley
Bromley
Greenwich
Other *
Total

5

Male PICU

Female Acute

2

2
2
2
1
7

2
1
5

Male Acute

Total

3
2
5

4
6
8
4
22

Male Acute
Admissions
Discharges
(September)
(September)
2
4
2
1
2
2
5
8
10

Note: Hayes Grove, Wickham Ward is 9 bedded and all males.
Other includes: Bexley ICMP, Greenwich EIP, Bromley ADAPT, Bromley EIP, Greenwich East ADAPT, Greenwich
WEST/EAST ICMP

Source: Bed Management

6
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Ward Admissions & Discharges as of 30th September2021

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 of 30th September 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 of 30th September 2021

Source: RIO Data
9

265

Referral to Treatment as of 30th September 2021

Source: RIO Data
10
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Metric 10768 Delayed Transfers of Care as at 30th September 2021

Source: Rio Data

11
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Metric 10314 – CPA 7 Day Follow Up as at 30th September 2021

Source: RIO Data
12
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Metric 11520 –72 Hour Follow Up as at 30th September 2021

Source: RIO Data
13

269

Metric 10322 – CPA Service reviews every 6 months as at 30th September 2021

Source: RIO Data
14
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Contact Types as of 3rd October 2021

IAPT Contact Type
70%
60%
Axis Title

50%
40%
30%
20%
10%
0%

Telephone
Video call
Silvercloud
Other
Face to Face

The consultation medium options in Rio were amended on 7 May 2020 to 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
15
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Contact Types as of 30th September 2021

Source: RIO Data
16
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Cancelled Appointments – as of 30th September 2021

The % change measures the change from 9th February 2020 to 3rd October 2021

Source: RIO Data
17
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Attend Anywhere Data as at 30th September 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

18
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Formal and In-Formal in-patients as of 30th September 2021
Adult Acute Wards

Data as at 3/10/2021 Source RIO

19
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Formal and In-Formal in-patients as of 30th September 2021
OPMH Acute

Holbrook

Barefoot Lodge

Data as at 3/10/2021 Source RIO

20
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National, Regional and Local Guidance and Alerts 30th September 2021
2021

National, Regional and Local Guidance Notes and Alerts

2021/22 priorities and operational planning guidance: October 2021 to March 2022.
C-19 Vaccs HH & VC: Frozen Pfizer 30th September 2021
C1428 - Covid-19 Vaccinations – Assuring implementation of JCVI guidance for vaccinating immunosuppressed individuals with a third primary dose.
B0898 Better Care Fund: Better Care Fund Requirements for 2021/22
Networked Maternal Medicine Services in London
Weekly Workforce & Training Update
Clinical workstreams Update
ICS Guidance Documents
Equity and Equality for Maternity Systems
Respiratory Syncytial Virus 2021 Preparedness
Afghan Relocations and Assistance Programme.
(JCVI) advice in relation to COVID-19 vaccinations for children and young people which expanded the eligibility criteria for those at risk aged 12-15s
Accessing PPE for Phase 3 – LVs and VC sites
C1396 – COVID Oximetry
Vaccination Centres Update
Same Day Emergency Care Systems -based Pathways
Guidance on Rotavirus vaccinations
Guidance on Becton Dickinson Blood Specimen Collection
Guidance on Optimising blood testing in Primary Care
Guidance on Optimising blood testing in Secondary Care
Guidance on Rotavirus vaccination at 8 weeks of age in relation to the forthcoming evaluation of the introduction of newborn screening for severe
combined immunodeficiency (SCID)
Urgent information on NBS slots available for booster vaccinations
Clinical Letter End of Shielding
National Breast Screening Demand & Capacity letter
Update to the Template Collaboration Agreement
The National booking system for the COVID-19 Booster vaccinations going live on Monday morning 20th September 2021.
Webinar invite on Afghan Relocations and Assistance Policy (ARAP)
C1420 - Vaccination of children aged 12-15 years with underlying health conditions,

21
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National, Regional and Local Guidance and Alerts 30th September 2021

C1378 Updated Pfizer and comirnaty PGDs
C1395 PGD Comirnaty Covid-19 mRNA
Vaccination Centre Updates
C1380 – Providing Trusts with access to COVID 19 hospital activity Forecasts
Corrected clinical information C-19 Vaccinations
B1001 – Letter re UKHSA recommendations on IPC measures implementation
C1394 - COVID Oximetry letter to Chief Midwives and Regional Obstetricians

22
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R&D Office Activity Annual Report 2020/21
Executive Summary
•
•

Research activity severely restricted in FY 2020/21 because of COVID-19 and the resulting
suspension or premature closure of studies
Trust and specialty recruitment targets were suspended in FY 2020/21. Targets were set, but
not activated.

Introduction

Research is a core, not peripheral, NHS activity - this is enshrined within the NHS Constitution– and
we should all try to become involved. This is because:
•

•

•

Robust research findings provide the foundation of quality health and social care services,
feeding into NICE guidance and other evidence-based practice guidelines. They tell us what
works and what doesn’t from amongst the huge range of existing and new treatments and
interventions
When we host research studies we are able to offer service users and their carers access to
novel treatments and interventions that don’t form part of usual NHS care, and our clinicians
training in delivering them
By participating in research we are helping to generate evidence which, when implemented
in practice, helps to drive up the quality of the services we offer and leads to better
outcomes for our service users and their carers, and the wider NHS.

1. Trust recruitment to studies 2020/21
Confirmed recruitment

Target

Confirmed % against target

111

285

40%

2. Non-Commercial Closed Study Recruitment to Time & Target (RTT)
Closed studies RTT
4

Closed studies not
RTT
1

Total closed studies

% RTT

5

80%

3. Trust time to issue Confirmation of Capacity and Capability to host new NIHR studies (all
targets achieved within the given timescales)

Site Selected to
First Participant
(median days)

Site Invited to
site Selected
(median days)

Site Selected to
site Confirmed
(median days)

10

6

4

Site Confirmed
to Site Ready to
Start (median
days)
2

Site Ready to Start
to First Participant
recruited (median
days)
4
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4. COVID-19 studies and vaccinations
The trust did not host any COVID-19 related epidemiological or interventional studies since these
were all aimed at acute trusts. However, the trust is now involved with the roll-out of COVID-19
vaccinations as a member of the SL CRN Vaccination Task Force and will shortly receive promotional
materials to encourage uptake across its sites.

5. Finance
The trust received a total of £79,430 in 2020/21 to support its research function. These monies are
used to fund the operating and infrastructure costs of the R&D Office and to cover costs incurred by
trust staff acting as Principal Investigators on NIHR studies. There were no underspends or
overspends to report in this financial year.

6. Actions and priorities for 2021/22
Given the combination of the impact of COVID-19 and staff sickness in a very small team, the trust’s
performance regarding NIHR Portfolio studies is below what it has historically achieved. To build
upon its previous successes, the trust will aim to:
•
•
•

•
•

•

Review the post of the Research Practitioner to embody a more clinically based job
description and person specification.
Explore the use of the new agile CRN workforce to support community health research.
Revisit clinical leads in the main service areas that relate to the research divisions of the
NIHR, with a view to identifying local research champions in those areas. This will be
immensely helpful when undertaking feasibility checks of proposed studies and will lead to
even better recruitment.
Identify other, non-NIHR, funding streams to encourage smaller-scale and locally identified
research activity and to promote grass roots research activity.
Reinvigorate the promotion of research within the trust by reintroducing a research interest
group, updating the trust’s research Twitter account, and updating the research presence on
intranet and internet sites.
Support from Southwest London and St George’s NHS Foundation Trust (SWL&STG),
research manager (from April 2021). This is funded by from CRN funding. We are currently
exploring a collaborative partnership with SWL&STG and other smaller partners within the
South London Clinical Research Network.
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14
-

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 22nd
September 2021 and highlights are as follows;
1. Quality Improvement and Innovation in Action
One Qi project was presented to the Committee:
Falls Qi Project
This project was conducted in
Medowview intermediate care unit in Bexley, provide rehabilitation to patients for
about 2 weeks. Due to an increased number of falls a project commended to
reduce the number of falls by 20% in a year.
Chair sensors were introduced in the unit to reduce falls.
Falls education groups and exercise sessions around balance were also introduced.
Suitable footwear assessments were undertaken. Since the project started they
managed to achieve a sustainable 39% reduction in falls, reducing the level 4
injuries by 75% on the ward and this has been sustained for a year after the
project. There has been an over improved patient safety and patient experience on
the unit.
A key learning from this project was the involvement of MDT which allowed the Qi
to be successful. Since the completion of the Qi project they have presented and
shared learning at a number of forums in different trusts. It has been showcased
the project at the Institute of Health care and improvement and BMJ Europe
international forum for quality and safety in healthcare in June, as well as
presented at the Asia/Australian quality and safety forum and will be accessible on
their website for 12 months.
The project has continued to be sustained and will be taken to the falls committee
to highlight areas useful and to take the learning forward; it will be useful for
anyone at risk of falling from a chair or bed throughout their treatment.
SLP Virtual Motor Mechanic Training (PF)
The forensic directorate was established over 30 years ago as a Medium Secure
Hospital for male and female service users with a mental health condition who
have had contact with the criminal justice system at the Bracton Centre. The aim
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of the programme was to provide an enhanced blended learning programme to 15
service users across the 3 sites in motor mechanic training.
The virtual training idea followed a serious incident at the Bracton Centre in July
2016. The use of sharps following this incident was closely monitored.
The Forensic Programme was set up covering the 3 forensic sites including River
House at South London and Maudsley, Shaftesbury clinic at South West London &
St George’s. There was a review of the use of therapeutic sharps, tools and
equipment.
In April 2021 they commenced a six-month pilot with outcomes for 15 service
users across three SLP sites including the independent sector – Cygnet Blackheath
and Battersea Bridge House.
Virtual Motor Mechanics training was developed using a blended learning module
programme in partnership with First Step Trust, a local charity.
They provide an enhanced blended learning programme with additional support to
15 service users using Virtual Reality (VR) Oculus headsets with a focus on
vocational training in motor mechanics in the three NHS secure hospitals.
It enables opportunities for long term forensic service users who have been in
secure environments for over five years to experience and learn about motor
mechanics to the equivalent of Entry Level 1 qualification with the Institute of
Motor Industry (IMI) in a safe and supportive setting with a view to visits to the
First Step Trust garage in Woolwich to use the equipment.
The outcomes achieved:
• Introduce digital technology via VR in a safe and supportive environment
allowing engagement and learning of motor mechanics at a comfortable
pace, providing service users a sense of control over their learning.
• Enhance service user involvement and engagement in VR motor mechanic
training as they will be part of the prototyping team.
• Provide access to vocational qualifications above entry level.
• Build confidence, self-esteem, competence and self-efficacy in vocational
rehabilitation, prioritising those of BAME background across three SLP
sites
• Demonstrate effectiveness of a virtual training tool for delivering practical
training to a professional standard and support graded exposure into the
community.
• Enable service users to gain a sense of hope for the future by attaining a
skill in motor mechanics in preparation for discharge into the community
and reducing their length of stay in secure services.
The service users had a good experience with the programme.
1. Directorate Update
Forensic & Prisons directorate Qi programme update.
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The Prisons and Forensics Directorate hold quarterly meetings where there is a
Quality Outcome and Performance Agenda set for these meetings and where
Quality Improvement in the directorate is discussed. In these meeting Qi projects
are discussed and the learning from completed projects is shared and discussed to
identify any scale up and spread opportunities.
In total the Prisons and Forensics Directorate have had a total of 12 completed
projects and there are currently 8 active projects ongoing. The Qi team also now
meet on a weekly basis to share the learning and ideas of all directorate projects
and report back any relevant projects to the prison and forensic directorate.
Vision and challenges
• Improving staff training: In particular Prisons
• Increasing the number of completed high quality QI projects
• Inspire/motivate staff to undertake QII and increasing the profile of QI
within the Directorate
• Align QI projects to Directorate Quality Priorities
Strategies to address challenges:
Improving staff training
• Face to face 1 day training: To be arranged for prisons
• Introduction of workshops: Anticipated to have a positive impact
Inspire/motivate staff to undertake QI
• Standard item for PDR/Supervision
• Professional meetings/Team meetings
Increasing the profile of QI
• Now standard agenda item for Directorate Board
• Quarterly prize draw for completed QI
• QI displayed on Interactive boards across the Directorate
Align QI projects to Directorate Quality Priorities
• QI/Quality priorities to be included as standard items for all local quality
boards
• One off strategy meeting with Quality leads and Service Managers
2. Qi programme update - Embedding a culture of continuous quality
improvement
There are 47 active projects across the trust: 29 planned projects yet to
commence or projects paused due to COVID-19 that are planned to restart, 65
completed projects.
Service user involvement has increased for active projects that have co
production-based service user or co design (consultation aspect). With 50% of
projects having no service user involvement.
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1,231 staff are trained to date, which represents 32% of the Oxleas substantive
workforce (3,800 staff). This percentage does not however take into account staff
who have left the trust.
The Qi Team are looking at the next steps for Oxleas Qi journey and exploring
stated its about choosing the right methodology for the right projects which will
stimulate the improvements and by doing trust wide projects. They can do
transformation work and its about how we utilize the best tool and triage the right
methodology. The training for Qi is based on the IHI model and they are also
looking at clinical audit training and research training, and will bring more
information back to the next committee on the future direction. They will look at
quality and not quantity going forward but will see better outcomes.

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

The enclosed report is to provide an update and summary from the quality
improvement and innovation committee for information.

Recommendation

The Board is asked to note the report

Link to trust strategy

Building block one: delivering quality management
Building block three: creating a culture of safety and learning
1921: Responding to service delivery concerns

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

Equality analysis
Service users/
carers/staff

The committee reviews and considers implications on the quality of care
and improvement in outcomes to support the development of a continuous
learning culture.
Quality improvements may have positive implications on the efficiency and
cost avoidance/effectiveness. Quality improvement and innovation will
benefit overall productivity, provide a return on investment and potential
savings.
The committee considers the implications on equality and diversity issues
within the individual projects presented and identifies possible areas of
improvement driven by health inequalities intelligence.
The committee considers the impact and encourages active participation
and involvement of staff and service users in all projects
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Report Summary

Business Committee (21st Sept. & 19th Oct. Committee minutes)
Alex Owoo – AD Financial Management & Planning
Azara Mukhtar – Director of Finance
N/A
Financial Performance to Month 6 (Sept. 2021)
The Trust delivered breakeven before profit on asset sales at the end of Half
1 (H1 – Apr-Sept). This is in line with plan. The month 6 position includes
circa £2.5m of pay awards to staff, in line with the NHS pay settlement. We
anticipate the full year effect pay award impact in 2021/22 to be to be circa
£5m. There are on-going discussions with the SE London Integrated Care
System (SEL ICS) on how to split the H2 funding allocation to account for the
impact of pay award. Initial conversation with the ICS has indicated an
allocation of £3.6m (this excludes any funding from NHSE), which results in
a £1.4m cost pressure. The position has been mitigated by a number
upsides in the month – details set out below. Any of the new monies
Mental Health Investment Standards, Service Development Fund and
Spending Review (MHIS, SDF and SR) that have not been recruited into yet,
have been deferred into Half 2 (H2 – Oct-Mar). It should be noted that the
pay award funding was for staff in post in H1 so there will be further
pressures as we recruit into the new monies posts in H2. Early indications
are that there will be pay award funding from NHSE. This bottom-line
position includes profit on asset sales for Murchison Avenue. (Sale proceeds
£0.92m, carrying value £0.45m, profit on sale £0.47m).
Key highlights: 1. Overall, income reported a £6.3m under-achievement at the end of
M6. The two key drivers for the adverse variance were: £3.6m
returned to the ICS under the System & Covid top-up policy and the
deferral of new funding budget for posts yet to be recruited into.
2. Pay spend reported a £2.9m YTD underspend. The underspend
position is largely due to vacancies from both existing establishment
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and the new monies (2021/22 MHIS, SDF and SR). The pay run rate
increased by £2.6m compared to prior month. Of this, £2.5m
represents pay award payments (including M1 to 5 backdated pay
award). Between agency and bank, the Trust reported £0.25m
increase in costs. This accounts for the spend on “getting the basics
right”; “waiting time initiative” as well as backdated pay award for
staff on bank (£0.15m).
3. Non-pay reported £3.6m underspend at the end of M6. The position
is net of the cost pressure presented by the continuous reliance on
private beds. The Trust is continuing to see increased demand on
Acute beds. However, male PICU has continued to fall with no
current admissions from Bromley; 3 patients in September
compared to 7 in August. To mitigate against the increasing demand
on acute beds, the Business Committee approved an extension of
the Priory block beds to June 2022 at a 2.29% tariff inflation.
4. A number of upsides (£0.94m) materialised in M6 which partially
mitigated against the pay award cost pressure:
a. £0.57m relating to Estates capital minor project invoices. As
part of clearing up the outstanding invoices between
Lewisham & Greenwich Trust (LGT) and us, we identified
several prior year invoices that were originally coded to
revenue as we did not have the detailed backing from LGT.
These were provided by LGT in month 6, a joint exercise
between Finance and Estates identified these as capital
minor project invoices instead of revenue.
b. £0.20m relating to prior year credit notes from NHS Property
Services (NHSPS). These invoices go as far back as 2016/17.
We challenged them back in 2016/17 but, due to staff
turnover at NHSPS, it has taken this long to conclude the
outstanding challenges.
c. £0.17m relating to Business rate rebate at the Queen Mary
Hospital site
5. The H1 draft settlement with the ICS included a 2.6% efficiency
requirement for Oxleas. This translates into £5.1m savings for the
first six months. Without any robust plans in the short term, we
have relied on non-recurrent schemes, such as vacancy factor and
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delayed recruitment into new programmes, to be able to meet the
efficiency gap. In month 6 the target has been met non-recurrently
by the underspend position.
6. Agency spend was 38.3% 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 posts pending permanent recruitment.
Bids and Tenders
Kent & Medway Prisons bid
The Committee noted the outcome of the Kent and Medway prisons bid.
The Trust was successful in both bids (Lot 1 & 2). In October the Committee
was provided an update on the mobilisation of the contract. They were
informed that he Committee mobilisation group is in place and there are
on-going meetings with both commissioners and current providers of
services.
Southwest England Prisons

The Committee received an update on the SW England bid. In September we
submitted our outline bid questions (6 for each of the four Lots). The team are
working on the second stage questions and are on track to submit in December.
TUPE information has been received, analysed and factored into the financial
planning. The submission deadline is the 6th December 2021. The Committee
noted the key area of focus is Finance. The Committee the following as the
governance route for final approval before submission; Board to delegate to
Business Committee the approval of the final tweaks before submission. The draft
paper on SW England is included in Part 2 of this Board meeting.
Heathrow IRC
The Committee noted the potential opportunity presented at the Heathrow IRC.
Heathrow IRC ITT was released with supporting documents on 16th September,
TUPE information was incomplete, contract documents have been reviewed, the
financial envelope is £5.8 million per annum over 7 years. ITT submission is due on
11th November 2021. Contract award January 2022. Start date April 2022. A
paper has been included in Part 2 of this Board meeting.
Other prison tenders
The Committee discussed several other prison tenders which are due for bid
submissions this financial year. The Executive are due to consider these
opportunities and recommend possible bids.
SEL ICS Finance update
The Committee noted the update on the SEL ICS financials. The key areas of focus
for the ICS in October are:
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•
•

•

•

•
•

•
•

The ICS financial position for H1 is forecast to break-even against a
planned £15.8m surplus.
The main driver of this is the reduced level of Elective Recovery Fund (ERF)
income, following NHSE’s change to the thresholds for Q2. The system
plan was agreed before changes to the ERF thresholds.
At Month 5, three trusts are not delivering the Better Practice Payments
Code (BPPC) and recovery plans are being implemented for GSTT and KCH.
Oxleas performance only marginally missed the target and recovery plans
were only required for those trusts at less than 85% performance.
H2 system allocations have been issued and H2 forecasts are being
developed. The system’s target will be breakeven for the full year ending
March 2022.
The ICS will need to focus, in H2, on recurrent CIP/savings plans to be in
place before 2022/23.
Capital headroom of approximately £10m is required for the Kings CCU
and £21m for the Kings Electronic Patient Record system. The ICS will
carry out a detailed capital review at M06 to determine what, if any, local
flexibility can be managed to support these. In parallel we continue to
discuss the issues with regional colleagues to see if we can utilise potential
slippage from across London. Furthermore, the ICS is submitting bids
against the c£500m capital available for elective, capacity and productivity
improvements which may mitigate some of the capital pressures identified
above.
A mechanism has been enacted, where COVID top up, if not required, can
be returned to the system contingency held by the CCG.
The ability to undertake elective recovery activity in H2 and manage nonelective activity during winter may be impacted by workforce constraints

H2 2021/22 Planning guidance and draft System allocation
The Committee noted the update on H2 planning. They were told the key priorities
for H2 have not materially changed from H1.
•
•
•

•
•

supporting the health and wellbeing of staff and taking action on
recruitment and retention
delivering the NHS COVID vaccination programme and continuing to meet
the needs of patients with COVID-19
building on what we have learned during the pandemic to transform the
delivery of services, accelerate the restoration of elective and cancer care
and manage the increasing demand on mental health services
expanding primary care capacity to improve access, local health outcomes
and address health inequalities
transforming community and urgent and emergency care to prevent
inappropriate attendance at emergency departments (EDs), improve
timely admission to hospital for ED patients and reduce length of stay

288

•

working collaboratively across systems to deliver on these priorities

In terms of the Key regional and national submission deadlines, the following have
been notified.
•

•

•

w/c 18/10/21 - Activity and performance, and workforce (acute,
community, mental health and ambulance) functional templates issued
and collection portal (SDCS) opened for final November submission
16/11/21 – Activity & performance; workforce; narrative; system finance
plan (including specialised commissioning) – NB: this is an ICS submission
so there is likely to be an earlier date for information to be provided for
consolidation
25/11/21 – Provider organisation finance plan submission

Risk Register update
The Committee discussed the changes made to the risk register. The main changes
were to narrative of the individual risks, reflecting the end of H1 and the planning
guidance for H2.
NHSE – Commissioning Intentions/ Service Planning 2022/23
The Committee noted the updates on the commissioning intentions letter received
from NHSE specialised commissioning.
Beds – Extension of Priory contract
The Committee discussed and approved for recommendation to the Board the
contract extension for the Priory block beds
Contract extension – Moorhouse
The Committee discussed and approved the request for an extension of the
Moorhouse contract.

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

Charitable funds update
The Committee noted the updates from the charitable funds

To note.

For the Board to note

289

Link to trust strategy

The financial position underpins all the Trust priorities and building blocks
but more importantly building block 8 (Making best use of resources) in the
Trust strategy.
Link to Board
The Business Committee reviewed and approved recommendations for the
Assurance Framework 6 live risks. There are a number of amendments requested. These will be
made and tabled at the August Committee for ratification.
•
•
•
•
•
•
Please summarise
implications in the
report for:
Quality

Finances

Equality analysis
Service users/
carers/staff

1177 – Financial sustainability of the Trust in the medium/long term
1292 – Funding of AFC uplift for staff employed under LA contracts
1606 – Bed management - key cost driver
1914 – Local Authority contracts for integrated and embedded services
1984 - SE London ICS Financial risk (Revenue & Capital)
1985 - Delivery of Financial Plan 2021/22

The report highlights the potential indirect impact on the delivery of quality
resulting from unsustainable financial performance. We have introduced a
QIA process that will ensure all the quality related implications are
considered and our risk register review also takes this into account.
The report highlights our year-on-year reliance on non-recurrent measures
to meet our planned financial target. This is not sustainable; we need to
focus on delivering sustainable recurrent cost improvement plans and
increasing contributions from our service portfolio in order to ensure that
both our revenue and planned capital investment programmes can be
afforded. This impacts on all the 3 priority areas as well as the 8 building
blocks in the Trust strategy.
The report includes descriptions of risks relating to the financials of
workforce department as well as the cost of embedding Building a Fairer
Oxleas.
The in-year positions reported are historical and as such have already
impacted on services and staff. The planning for H2 and financial
sustainability will consider activity, workforce and quality impacts including
costs and savings associated with strategic improvements to staff
recruitment and retention, service delivery and quality, accessibility and
responsiveness of models of care for service users and carers.
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Financial Overview
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ICS
plan

M6 YTD

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). Oxleas would need to deliver £5.1m (2.6%) CIPs in order to
meet the plan target.
The Trust delivered breakeven before profit on asset sales at the end of H1. This is in line with plan. The month 6 position includes circa
£2.5m of pay awards to staff, in line with the NHS pay settlement. We anticipate the full year effect pay award impact in 2021/22 to be to
be circa £5m. There are on-going discussions with the ICS on how to split the H2 funding allocation to account for the impact of pay
award. Initial conversation with the ICS has indicated an allocation of £3.6m (this excludes any funding from NHSE), which results in a
£1.4m cost pressure. The position has been mitigated by a number upsides in the month – details set out below. Any of the new monies
(MHIS, SDF and SR) that have not been recruited into yet, have been deferred into H2. It should be noted that the pay award funding was
for staff in post in H1 so there will be further pressures as we recruit into the new monies posts in H2. This bottom-line position includes
profit on asset sales for Murchison Avenue. (Sale proceeds £0.92m, carrying value £0.45m, profit on sale £0.47m).
Key highlights: • Overall, income reported a £6.3m under-achievement at the end of M6. The two key drivers for the adverse variance were: £3.6m
returned to the ICS under the System & Covid top-up policy and the deferral of new funding budget for posts yet to be recruited into.
• Pay spend reported a £2.9m YTD underspend. The underspend position is largely due to vacancies from both existing establishment and
the new monies (2021/22 MHIS, SDF and SR). The pay run rate increased by £2.6m compared to prior month. Of this, £2.5m
represents pay award payments (including M1 to 5 backdated pay award). Between agency and bank, the Trust reported £0.25m
increase in costs. This accounts for the spend on “getting the basics right”; “waiting time initiative” as well as backdated pay award for
staff on bank (£0.15m).
• Non-pay reported £3.6m underspend at the end of M6. The position is net of the cost pressure presented by the continuous reliance on
private beds. The Trust is continuing to see increased demand on Acute beds. However, male PICU has continued to fall with no current
admission from Bromley; 3 patients in September compared to 7 in August. To mitigate against the increasing demand on acute beds,
the Business Committee approved an extension of the Priory block beds to June 2022 at a 2.29% tariff inflation.
• A number of upsides (£0.94m) materialised in M6 which partially mitigated against the pay award cost pressure:
o £0.57m relating to Estates capital minor project invoices. As part of clearing up the outstanding invoices between Lewisham &
Greenwich Trust (LGT) and us, we identified several prior year invoices that were originally coded to revenue as we did not have
the detailed backing from LGT. These were provided by LGT in month 6, a joint exercise between Finance and Estates identified
these as capital minor project invoices instead of revenue.
o £0.20m relating to prior year credit notes from NHS Property Services (NHSPS). These invoices go as far back as 2016/17. We
challenged them back in 2016/17 but, due to staff turnover at NHSPS, it has taken this long to conclude the outstanding
challenges.
o £0.17m relating to Business rate rebate at the Queen Mary Hospital site
• The H1 draft settlement with the ICS included a 2.6% efficiency requirement for Oxleas. This translates into £5.1m savings for 2the first
six months. Without any robust plans in the short term, we have relied on non-recurrent schemes such as vacancy factor and delayed
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Financial

Agency spend was 38.3% 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.

CIPs

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. This was delivered non-recurrently in H1.

Risks

There are on-going discussion with the ICS on the allocation of H2 funding. Initial conversations indicate, there is likely to be a cost pressure
resulting from the difference between available funding and the cost of the pay award.

Capital

The Trust negotiated a capital allocation £16.99m from SEL ICS for 2020/21, however the total planned expenditure was £17.44m offset by
£0.45m profit on the sale of asset of Murchison Avenue. YTD expenditure for September is currently 89% of plan, with the majority of the
£0.7m variance due to slippage within IT. Further potential slippage has been identified within the Estates programme, due to delays in
starting a £1.27m programme of works at Green Parks House whilst approval is being sought from the site’s PFI provider, and due to timing
differences between actual and planned expenditure. Reserve projects, such as works at Plumstead Health Centre and upgrading Wi Fi
across the Trust’s facilities are therefore being identified to fully utilise the capital allocation for the year.
Discussions are currently ongoing between the Trust and its ICS partners, to explore a number of options to apportion future capital
allocations across the ICS in a fair and equitable manner, particularly as the ICS is expecting a shortfall of £90m in its capital allocation for
2022/23.

Cash

BPPC

Total cash reduced from £125m in Aug to £112m at the end of Sep. This £13m reduction was mainly due to repaying SEL CCG £7.2m
relating to 2020/21, £2.5m additional staff costs due to the pay award backdated to 1 April 2021, and a £3m increase in payments to trade
creditors. Despite this reduction in cash, the total held at Sep was still higher than the plan of £89.1m. The increased cash balance is
primarily due to accrued expenses (including £6.6m for Provider Collaboratives) and deferred income being higher than planned. 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 Business Committee has asked the Trust to revisit the cash buffer in light of this.
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 Sep decreased marginally to 92% from 93% in Aug. The percentage by value remained the same at
89% for both months. This was a reflection of the Trust resolving a long running query with NHS Property Services, resulting in large
3
number of older invoices being settled.
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Statement
of Comprehensive Income

• Income: £6.3m behind plan
• The key driver for the adverse variance are the return of £3.6m for
covid top-up and deferment of income for posts related to the new
monies that are yet to start. This is partially offset by
overperformance in some of the income lines such overseas
patient income.
• Pay: £2.9m underspend
• The overall underspend is due to the fact that services are yet to
recruit into posts associated with the new monies and these
services are yet to go live. The recruitment market is very limited
at the moment as every other provider is trying to recruit from the
same pool.
• The increased run rate reflects payaward payments including
backdated to April 2021.
The Trust delivered breakeven before profit on asset sales at
the end of H1. This is in line with plan. The position includes
circa £2.5m of pay awards to staff in line with the NHS pay
settlement. We anticipate the overall pay award impact in
2021/22 to be to be circa £5m. There are on-going discussions
with the ICS on how to split the H2 funding allocation to
account for the impact of pay award. Initial conversation with
the ICS has indicated an allocation of £3.6m (this excludes any
funding from NHSE), which result in a £1.4m cost pressure. The
position has been mitigated by a number upsides in the month –
details set out below. Any of the new monies (MHIS, SDF and
SR) that have not been recruited into yet, have been deferred
into H2. This bottom-line position includes profit on asset sales
for Murchison Avenue. (Sale proceeds £0.92m, carrying value
£0.45m, profit on sale £0.47m).

• Non-pay: £3.6m underspend
• 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.
• The Trust benefited from a number of one offs upsides. LGT capex
invoices originally coded to revenue in prior years; NHSPS credit
note for invoices that were challenged going back to 16/17 and
Business rate rebate at the Queen Mary site. Total of £0.94m
upside
• Agency Cap: agency spend now stands at 38.3% below the NHSI
assigned threshold.

4
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Statement
of Financial Position

Debt summary
•

Total Trade Receivables stands at £8.6m, an decrease of £2.8m from Aug 21 and a decrease of £3.2m from
year end. A further £1.2m has been received in September, including £0.7m relating to debt over 90 days.

•

Debt > 90 days was £4.2m both at M6 and year end.

•

Material debts that are a cause for concern and / or an area of concerted effort are noted below:
 RBG: £1.37m £0.7m Q1 Integrated Therapies invoices are currently outstanding, of which £0.5m has
been received since month end c£0.5m for Public Health Services and £0.1m staff recharges are
outstanding and management are continuing to work with RBG to resolve this.
 LGT: £0.50m (£0.3m QMH recharges). Discussions are continuing with LGT to resolve queries
including £3m owed by the Trust to LGT over 90 days.
 GSTT: £0.28m QMH recharges. £0.10m has been received since month end.
 LBB: £0.27m SALT. Finance team are working with LBB to secure payment.
 Bridges Healthcare Services: £0.25m. Debtor entered into voluntary liquidation. The Trust has
instructed its solicitors to obtain Counsel’s opinion on the case. An update is expected in October as to
whether the Trust has recourse for losses incurred

Payments
The percentage of invoices paid within 30 days for September was 92% by volume and 89% by value. This
compares to 93% and 89% respectively for August and a target for both of 95%. The principal reason for the
slight deterioration was that the Trust has resolved a long standing query with NHS Property Services, which
resulted in a large number of older invoices being settled.

5
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Capital Investments
QMH Redevelopment
Foxbury: No response from Bromley Healthcare regarding expanding Foxbury,
now looking at other possible tenants.
Demolition of A Block: The probability of using the space to provide a CDH or
to relocate Pinewood House now seems unlikely. Will proceed with demolition
plans in the upcoming financial year
Alliance Medical: The first MRI has gone live and the second scanner will be
live in November. Currently looking at the possibility of siting a third scanner at
QMH
Theatres: Phase 4 under construction
A Block Asbestos Strip Out: Strip out work has commenced with additional
areas being added. Due for completion in December
Creation of New Storage Facility: Due to start directly after asbestos strip
New Contemplation room and conferencing suite: In Design with a
program to partially complete this financial year
Reroof of D Block: Due on site soon.
Road Resurfacing: Due for completion this financial year.
Key Highlights

Breast Screening move: Due for completion this financial year.

The Trust negotiated a capital allocation £16.99m from SEL ICS for 2020/21, however the
total planned expenditure was £17.44m offset by £0.45m profit on the sale of asset of
Murchison Avenue. YTD expenditure for September is currently 89% of plan, with the
majority of the £0.7m variance due to slippages within IT. Further potential slippages have
been identified within the Estates programme, due to delays in starting a £1.27m programme
of works at Green Parks House whilst approval is being sort from the site’s PFI provider, and
due to timing differences between actual and planned expenditure. Reserve projects, such as
works at Plumstead Health Centre and upgrading Wi Fi across the Trust’s facilities are
therefore being identified to fully utilise the capital allocation for the year.
Discussions are already underway, between the Trust and its ICS partners, to explore a
number of options to apportion future capital allocations across the ICS in a fair and equitable
manner, particularly as the ICS is expecting a shortfall of £90m in its capital allocation for
2022/23.
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Risk Register

The table below sets out the current status of all the live Business Committee risks

7

Appendix
1 - Operational Performance
297
 CYP: £1110k underspend YTD
Overall the directorate continues with its recent trend of underspend. This month income improved following increases to therapy services
as we return to business as usual, particularly with some school contracts. This may be reduced next month if staff are diverted to flu and
covid vaccinations meaning income generating contracts are temporarily put on hold. Pay continues to be underspent due to vacancies
which continue to be recruited to but some remain difficult to fill as previously stated. Non-pay continues to be underspent but more
expenditure was achieved in-month notably in CPDs.
 Forensics: £128k underspend YTD
The position is largely driven by income over-performance in Overseas patients, on average the service is continuously running at c. 90%
capacity. In the same vein, TILT income has improved in-month following increase in bed occupancy to full capacity. This is however offset
by use of temporary staffing cover for medical vacancy, staff sickness, long term segregation as well as increased seclusion observation.
Following successful recruitment activity, the service secured a substantive medical cover who has now started in October 2021.
Non-pay overspend is driven by furniture as well as medical equipment expenditure; most of which are required to ensure staff safety,
when dealing with challenging patients.
 South London Partnership (PCs)/Complex care: A year end reconciliation will be carried out for these service lines at the end of
the year and the surplus/deficit is a three way split between the SLP trusts. For further details refer to Appendices 5 & 6 below.
 Prisons: £493k underspend YTD
The position is driven by Income received in relation to various contract variations; the related expenditure is now being fully incurred.
These include the Mental health uplift, Elmley Pharmacy, Pharmacy robot (Wandsworth and Kent clusters) etc.
Vacancies across the clusters are being covered with temporary staffing. The financial impact of this is managed through a more efficient
rostering system. Non-pay overspend is driven by OPS unitary fees particularly in the Kent cluster, due to charges in relation to Elmley
pharmacy activity. In addition to this is the expenses on pharmacy robot, which is passthrough to NHSE/I
Corresponding funding have been recognised as mentioned above.
 Adult LD: £584k underspend YTD
Income is £17k higher than 5 months average due to an increase in average ECR observations at Atlas House. In month pay spend £118k
above 5 months average mainly due to back payment of 3% salary uplift. YTD underspend is due to Nursing, AHP and SaLT vacancies.
Non-pay spend is similar to levels in the past 5 months. YTD underspend is due to reserves, patient expenses and office expenses.
 Greenwich: £1,027k overspend YTD
Income is £30k lower than 5 months average mainly due to decrease in TARN over performance offset by lower non-pay costs. Income
YTD adverse variance is mainly due to Oaktree Lodge and MSK. Pay is £538k higher than 5 months average mainly due to back payment of
3% salary uplift. Appropriate budget has been allocated for the pay arrears. Maryon Ward budget has been moved to reserves causing
£485k adverse movement in month offset by MHIS 21/22 budget allocation of £178k. Non-Pay was £200k below 5 months average mainly
due to reduction on UEA spend within TARN. The average bed over-utilisation above the agreed reduced bed base for the past 5 months is
1,219 OBDs which equates to 7 beds.
 Bexley: £293k underspend YTD
Income was slightly down on recent months’ trend but still overperforming against budget with most offset by pay and non-pay costs. Pay
was overspent in month even after allowing for the recent pay award which was backdated to April 2021. However costs incurred for
agency social workers are yet to be recharged to the local authority which is distorting the cost until this is done. Non-pay increased
against recent trends due to catch-up costs for catering contracts for our in-patient wards as well as accommodation costs for patients
which was higher than usual due to longer term stays.
 Bromley: £70k overspend YTD
Income is £30k lower than previous 5 months mainly due to reduction in Non-BBG invoices. Pay is £250k higher than previous 5 months
average mainly due to back payment of 3% salary uplift, fully funded through budget. Norman ward budget has been moved to reserves
creating £521k adverse budget variance offset by £22k MHIS 21-22 budget release. Non-Pay is £21k lower than 5 months average mainly
due to lower Non BBG private placement. The average bed under-utilisation below the agreed reduced bed base for the past 5 months is
854 OBDs which equates to 5 unoccupied beds
 HQ Services: £711k 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 underspent due to prior year related general rate rebate received in M1 as well as current and prior year (M9-12) related vaccination hub
8
income billed this year.
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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.
Part of the increase in September relates to
more use of agency staff linked to the
“getting the basics right” workstream as
well as waiting list and use of temporary
staff for new monies post.

•

2021/22 – agency ceiling remained unchanged from 2019/20.

9
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Appendix
3 – Bank Analysis

Higher bank spend 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.
Sickness and staff isolating due to covid-19 has
played a part in the run rate increases.
The increase in September principally relates to
backpay for the pay award.

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.

10

Appendix
4 – COVID-19 monthly spend
300
Monthly spend by cost category
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Appendix
5 Provider Collaboratives
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Appendix
6 Complex Care
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Appendix 7: Cash Bridge
Cash balances
Total cash reduced from £125m in
Aug to £112m at the end of Sep. This
£13m reduction was mainly due to
repaying SEL CCG £7.2m relating to
2020/21, £2.5m additional staff costs
due to the pay award backdated to 1
April 2021, and a £3m increase in
payments to trade creditors.
Despite the reduction in cash during
the month, the total held at Sep was
still higher than the plan of £89.1m.
The increased cash balance is
primarily due to accrued expenses
(including
£6.6m
for
Provider
Collaboratives) and deferred income
being higher than planned.
Cash balances are expected to remain
higher than planned for the remainder
of the year with the balance at March
expected to be £112m compared to a
plan of £83m..

14
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Report Title
Update from the Partnership Committee
Author
Susan Owen, Risk and Governance Manager
Accountable Director Jo Stimpson, Non-executive Director and Chair of the Partnership Committee
Ify Okocha, Interim Chief Executive
Confidentiality/
N/A
FOI status
Report Summary

The trust Partnership Committee last met on 12 October 2021, and the committees in
common with the SLP last met on 15 September 2021. Highlights are summarised
below. The committee next meets as committees in common with the SLP on 9
November 2021 and the next trust meeting is on 14 December 2021.
ICS developments
The committee reflected on the discussions held at the board strategy day on 7 October
2021. It was noted that the trust is in a good position in terms of our experience of
partnership working and financial sustainability, and we now need to start considering
the opportunities. The importance of using data for the benefit of the system and to
respond to the needs of and inequalities across the population was noted.
South London Provider Partnership
It was noted that the full business case for the female PICU is being pursued, and a full
business case for the forensic ALD unit will also be taken forward.
Place-based update: Proposals for ICS and Bexley Place
Colleagues from South East London CCG and the London Borough of Bexley joined the
meeting to present the proposals for the Local Care Partnership (LCP) arrangements for
the London Borough of Bexley. The trust was asked to comment on the proposals for
the governance arrangements, including the type of committee, representation, and
appointments to key roles. It was noted that that similar processes are being followed
in Bromley and Greenwich, and the trust will need to understand how the
arrangements in all three boroughs will work alongside our own governance
arrangements. A trust response covering the arrangements in all three boroughs is
being collated.
Section 75 agreement and Partnership Agreement with the London Borough of Bexley
The committee received the draft Section 75 agreement and Partnership Agreement
with the London Borough of Bexley. A detailed update is covered under a separate
agenda item.
Risk register
The committee noted the analysis of risks relating to partnership working. There is an
emerging risk on uncertainties created by the move to the Integrated Care System
approach, and our capacity to respond to and influence the developments. This will be
mitigated through continued involvement in the conversations. This risk has now been
added to the Board Assurance Framework.
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Annual review of the Terms of Reference
It is good practice for the terms of reference of board sub-committees to be reviewed
annually. There have been no changes to the terms of reference for the SLP
Committees in Common so no further changes to the trust Partnership Committee
terms of reference are recommended at this time, but it was noted that they may need
to change in the future, depending on how the ICS develops.
To note

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

Link to trust
strategy
Link to Board
Assurance
Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service
user/carer/staff

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.
1984 – SE London ICS Financial risk (Revenue & Capital)
1914 – Local authority contracts for integrated and embedded services

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 19 October 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 19 October Infrastructure Committee
are provided below.
•

The Committee noted the opening of the new theatres at QMH and
that the project had been completed well and on time

•

The Committee noted that the ICS approach to capital allocation
remains a significant risk

•

The Committee noted various estate related cost pressures
including in relation to gas, various consumables and wage inflation
under the soft FM contract.

•

The Committee was supportive of the approach to developing iFOx
to provide more meaningful real time metrics and a modified IBR

The Committee reviewed the E-Obs project noting both lessons
learned for future Informatics development and the successful
outcome from the perspective of ward staff
To note and to approve.
•

What is the purpose
of bringing this paper
to the Board
meeting?
Recommendation
Link to trust strategy

The Board is asked to note and approve the updates from the Infrastructure
Committee

Building block 5 – effective parnership working
Building block 7 – increasing digital and remote service delivery
Building block 8 – making the best use of resources
Environmental sustainability
Link to Board
1994: Cyber security strategic risk
Assurance Framework 1995: Achieving carbon zero
2006: ICS capital regime
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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.
Future capital expenditure must fall within the sum allocated by the ICS according
to a formula which has not yet been agreed.
Future restriction on capital expenditure may impact on some social groups by
inhibiting estate development
Current low pay levels for ISS staff may impact disproportionately on some social
groups
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

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

Report Summary

The Committee met on 15th September on Microsoft Teams.
Joiners and Leavers report
The Committee welcomed a new detailed report about the experiences of
our new joiners as well as our leavers. The full report was considered to
give the Committee an understanding of the richness of the data available.
Of the 342 new joiners who completed the survey, 69% reported feeling
engaged in their role, with 22% identified as being at risk of leaving. 93%
would recommend Oxleas as a place to work and 94% were proud to work
for the organisation. The Committee found it difficult to reconcile some of
the numbers – why would people want to leave shortly after joining if they
would recommend Oxleas as a place to work?
Positive feedback was given for our recruitment process (88% saying this
was good or excellent) – this is high relative to other trusts. 75% of new
joiners cited their induction process as being good or excellent and we are
committed to ensuring everyone has a positive induction experience.
The main attractions to Oxleas were the opportunities for learning and
development (25%) and the nature of the work (19%). The location was
also of importance (12%). However, for those staff who are potentially at
risk of leaving, the most significant reasons for this are the potential to
progress through the organisation, the training and development
opportunities and the nature of the work. The new leadership programme
will help to improve our development offer as well as some of the plans for
Year 2 of Building a Fairer Oxleas.
Amongst our leaves, a high 80% of our leavers would recommend Oxleas as
a place to work and 78% would want to rejoin Oxleas in the future.
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Pulse Survey
A new pulse survey was launched by the NHS over the summer that will
take place quarterly. Our completion rates for the first survey were low,
but this is to be expected for a new survey.
The survey asks how anxious and motivated our staff felt. These are new
questions, and they make for interesting reflection. It was agreed that it
would be easier to extract insight from the reports when we could see the
trend data.
Respondents were mainly from admin, clerical, or nursing roles. The
Committee reflected on the need to ensure a better representation of our
Black, Asian and Minority Ethnic staff in future exercises.
Building a Fairer Oxleas, WRES and WDES action plans
The priority for the first year of Building a Fairer Oxleas had been on race.
We were now entering the second year and the focus would expand to all
protected groups. There had been extensive engagement with the
networks as well as hundreds of staff having completed the BAFO survey.
The Committee noted that BAFO action plan ws ambitious and this was
welcomed. It would be kept under review with the networks on a quarterly
basis. The plan includes a number of actions that will benefit all protected
groups as well as some more targeted interventions.
The Committee heard about the significant focus on violence, aggression
and hate crime. Our policies and processes will make clear that hate crime
is firmly included. We will develop a compact to set out what our patients
and service users can expect from us and what we can expect in return, in
terms of appropriate behaviours.
The Committee heard that there was an expectation that our board would
reflect the representation of our protected staff groups. But it was
recognised that this would be an aspiration over time, as quick change is
not possible given the limited number of Board opportunities.
Workforce KPIs
Committee heard that the rate of staff turnover had increased. This
followed a low during the pandemic, so some rebound was to be expected/
The Committee heard that the team were keen to undertake a deep dive
into the data, to understand where the hotspots are in terms of location,
profession and protected characteristics. This will be considered with NEDs
at the October informal meeting.
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What is the purpose
of bringing this paper To note
to the Board
meeting?
Eg for
information/for
decision etc
Recommendation
The Board notes the issues discussed at the People Committee.
Link to trust strategy
Link to Board
Assurance
Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Many issues in this paper relate directly to the third big priority in our
Strategy – ‘Making Oxleas a Great Place to Work’
1213: Vacancies and recruitment pressures
1471: Staff experiencing discrimination at work
1502: Impact of demand on staff satisfaction and retention

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.
Investment in initiatives to improve staff well-being and incentivise staff
remain with Oxleas (eg cost of training and development opportunities
Many of the papers considered at People 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, which directly affects our
quality of care.
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19

Report from the 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
The Audit and Risk Assurance Committee last met on 21 September 2021 and
highlights from this meeting are summarised below. The committee next meets on 16
November 2021.
Internal audit update
There are no overdue recommendations, and this is unique in the KPMG client base.
Satisfaction surveys are issued on completion of each audit.
Internal audit report: violence and aggression
This achieved an outcome of significant assurance with minor improvement
opportunities, with four medium priority recommendations. The audit focused on
how incidents are managed and compliance with the workflow. The
recommendations relate to ensuring that managers are supporting staff, raising
awareness of the workflow and retention and availability of documentation. The
actions will be taken forward through the Violence and Aggression Group.
Local Counter Fraud Specialist (LCFS) update
The committee noted the update from the Local Counter Fraud Specialist. Two new
reactive referrals have been received and these remain under investigation.
External audit update
No external audit update was provided for this meeting, as Grant Thornton have
completed their deliverables for this year.
Risk register report from the Partnership Committee
The committee received an analysis of risks relating to partnership working, drawn
from other board sub-committees. It was noted that as the relationship with the ICS
develops, there is the potential for wider strategic risks to emerge; since the
committee met, a new risk on the ICS capital regime has been opened by the
Infrastructure Committee. It was recommended that the Partnership Committee
considers reputational risks. This has been taken forward, and a new risk relating to
uncertainties caused by the move to the ICS has been included on the Board Assurance
Framework.
Thematic risk analysis
The committee received an analysis of moderate risks; this was a recommendation
from the KMPG audit of risk maturity. Staff well-being and patient safety and security
are the over-riding themes. Some of the clusters reflect issues managed at service
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level, so would not necessarily need to be escalated to the corporate risk register and
for some of the moderate clusters at service level, the corresponding corporate risk is
a high risk, for example, Mental Capacity Act. In the case the difference in risk rating is
due to perception of risk. The corporate risk was initially opened as a moderate risk
and directorates were asked to include it their own risk registers. At corporate level it
was increased to high due to concerns about practice; it may be that we feel the
effects more at corporate level, if there is criticism from the CQC or legal challenge.
For other clusters, it may be more appropriate to expect the risk to be managed at
corporate level, for example, cyber security. It was noted that the different methods
of calculating the average length of time that the risk has been on the risk register
distorts the longevity.
Clinical audit update
The committee received a progress report on recommendations from the KMPG
clinical audit review. Much work has been undertaken and all actions are on track for
completion. The KMPG re-audit will be brought forward so we have the assurances
that the systems are in place and embedded.
The committee noted the clinical audit programme. There are 16 national audits and
31 mandatory trust audits.
Mid-year overview of the Declarations of Interest Register and the Gifts and
Hospitality Register
The committee noted the Declarations of Interest Register and the Gifts and
Hospitality Register. No gifts and hospitality declarations have been made so far this
financial year. This could be due to the higher declaration threshold of £50 and the
impact of Covid-19. The full registers will be brought to the committee in March 2022
prior to publication at year end.
Mid-year overview of the use of the Trust Seal
The committee received the mid-year overview of the use of the Trust Seal. The Seal
has been affixed to four items since the last update; three income contracts and one
expenditure. All four contracts were reviewed by the lead executive.
Accounting treatments
The committee received the accounting treatments for 2021/22. There have been
minimal changes. IFRS16 will take effect from April 2022 and this will change the
income and expenditure figure. We need to assess the impact of IFRS16 and state that
in the 2021/22 accounts the actual changes will not take place until 2022/23. Our
valuers, Montagu Evans, will undertake a desktop valuation review, with the exception
of QMH where a full review will be undertaken.
Charitable Funds accounts 2020/21
The committee received the Charitable Funds accounts for 2020/21. This year the
funds have received additional income from a bequest and NHS Charities Together.
Spend is low and the closure of the volunteers’ shops and lack of large events during
the pandemic has had an impact. There have been no material changes in regard to
policies. Grant Thornton are on track to complete the audit for submission to the
Charities Commission by 31 January 2022.
Policy changes
The committee noted that the Employee Expenses, Subsistence and Lease Cars policy,
has been updated to say that the trust will cover ULEZ boundary expansion charge
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What is the
purpose of bringing
this paper to the
Board meeting?
Eg for
information/for
decision etc
Recommendation
Link to trust
strategy
Link to Board
Assurance
Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service
user/carer/staff

costs for one year. This is in line with the approach taken by London trusts when the
inner London ULEZ charge was introduced. This will cover costs incurred whilst
undertaking work duties, not the staff member’s usual commute. The trust will
consider if the one-year limit should be extended for disabled staff. It was noted that
there were no changes to the Financial Approval Limits Policy.
To note.

For the Board of Directors to note the report.

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.

The work of the Audit and Risk Assurance Committee enables the trust to identify risks
and receive assurance on clinical quality and data quality through the internal audit
programme and the value for money review.
The work of the Audit and Risk Assurance Committee enables the trust to identify risks
and receive assurances relating to financial controls, financial sustainability and making
the best use of resources.
The internal audit plan supports the trust to identify and address inequalities.
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 plan includes audits relating to service user, carer and staff
engagement.
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Health and Safety Oversight Committee
Author
Nina Hingorani-Crain – Non-Executive Director
Accountable Director Rachel Evans – Director of Estates & Facilities
Confidentiality/
FOI status
Report Summary

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

The risk register was received and noted by the committee. It was
agreed that further consideration would be given to risk issues at
the next meeting.
• The committee received a Health and Safety Report and the positive
improvement in H&S audit scores in teams that had performed
poorly in the last audit was noted. This has been achieved through
the focussed attention of service directorate management teams
and pre-audit meetings with a member of the H&S teams.
• Safe systems of work for lone working continues to be an area
receiving the focused attention of Service Directors. Steps are
required to ensure robust local management of the Peoplesafe
system, so that the low usage within some teams can be better
understood.
• Progress with the implementation of the Health and Safety Strategy
was presented together with the year 3 plan. The workplan for year
3 focuses on training (for team managers and also Board members)
and improving the quality of risk assessments. Time constraints led
to the need to defer a broader discussion to a later date.
• It was agreed that the next meeting would be extended to ensure
sufficient time for discussion of all items.
For information
•

Recommendation

The Board is asked to note the update from the H&S Oversight Committee.

Link to trust strategy

Big Priority 3 - Making Oxleas a great place to work
Building Block 3 – Creating a safety and learning culture
Building Block 6 – Reducing violence, aggression and abuse against our staff
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Link to Board
N/A
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The Health and Safety Strategy and the programme of audits are designed
to ensure the health and safety of staff, patients and visitors and is key to
the delivery of high-quality services.
There will be some cost implications to rolling out training, but these are
not significant.
All safety issues need to be considered and managed taking account of the
needs of each individual
The health and safety workplan makes proposals for ensuring staff at all
levels in the organisation are engaged in ensuring a positive approach to
H&S.
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Board visit reports
Various
Andy Trotter, Chair
Public
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.
Progress against actions
Since the last update to the board in March 2021, 45 actions have been
raised across 23 visits. There are 16 outstanding actions and work is
underway to ensure that these are closed off. The majority of these relate
to more difficult to solve problems, such as staffing levels and demands on
teams.
To note

The Board is asked to note.
The visits relate in a number of ways including:
• Infection control
• Safety
• Community and inpatient services
• Supporting staff

Link to Board
The visits focus on risks around workforce, safety and sustainability
Assurance Framework
Please summarise
implications in the
report for:
Quality

The reports include information on how teams are working to maintain and
improve quality of services.
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Finances
Equality analysis
Service users/
carers/staff

The financial implications of some issues are raised.
Equality issues such as 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

27 August
th

Service

Bexley Community Diabetes
Team

Steve James
Julie Page
Lisa Cooper
Derek Tracy
Liz Penn

Attendees

Brief description of service
Small team (three staff) but expanding. Community team working with GPs, district nurses and
the local hospice to support people with type 1 / 2 diabetes to prevent admission to hospital. The
team works with patients to self-manage, leading to increased levels of independence. Case load
has doubled in the last year to 390 patients. COVID has contributed to this as it can cause an
increase in blood sugar levels.

Outstanding issues from previous visit
None
Potential issues to explore
With increased investment will need to recruit more nurses. May need to ‘grow our own”
Would like to expand the service into care homes to prevent unnecessary hospital
admissions.
Need to maintain contact with mental health colleagues.

Overview of visit
Great example of a community team delivering a great service to a growing patient group which
promotes self-management and prevents admission to hospital.
With the new investment, the team hopes to extend operating hours to 8pm.
Overall, a very committed enthusiastic team.
No issues raised.
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Non-Executive Directors’ board visits
Date of
visit

15/10/21

Service
Corporate Nursing
Directorate –
Safeguarding Team

Attendees
Suzanne Shale met with:
Christina Bates - Specialist Safeguarding Nurse
Ida Bradford - Head of Safeguarding & Lead Named
Nurse for Safeguarding Children
Michelle Bennett - Specialist Safeguarding Nurse
Celine Cook Specialist Safeguarding Nurse
Rachel Lanlokun – Named Nurse for Safeguarding
Children
Trena Saunders - Specialist Safeguarding Practitioner
Stacy Washington – Lead for Safeguarding Adults and
Prevent

Brief description of service
Service outline:
Provides children and adult safeguarding service (including Prevent referrals) for the Trust and
local partners (schools, police, local authorities).

Issues explored
Roles of members of the team and their recent achievements
Current pressures on the team including rising demand and staffing
Impact of lockdown and post lockdown
Challenges in implementing Think Family approach, including confidentiality and access to
records for safeguarding purposes
Technology challenges

Overview of visit
The visit took place remotely over MS Teams. The meeting was well attended, despite it
being the last Friday before the half term so that the team was exceptionally busy taking
referrals from schools before the break.
Roles of members of the team and recent achievements
This is a hard-working, able and committed team whose work is vital in promoting the
safety and wellbeing of vulnerable children and adults. They have very diverse
professional experience, encompassing general nursing, school nursing, social work,
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health visiting, and adult learning (training). Some members are long standing Oxleas
staff, where others are new to Oxleas and the NHS.
I heard about the work of the Multi-Agency Safeguarding Hub (MASH), an extremely busy
service in which Oxleas staff are co-located with colleagues from education, police, and
child social care.

Recent achievements for the team include developing and introducing a new 3 hour
training course on the impact of adult mental health on children, which has been
delivered remotely and been well-received. Another well-received course that was
mentioned was to do with fabricated illness. It was observed that local partners would be
keen to access some of the training that Oxleas offers its own staff but there is not
capacity in the team to offer this. The team is active in identifying and responding to
training needs across the trust.
Other satisfactions in the work that people spoke about were the sense of achievement
when partners sought advice and the consultation went well, good feedback from
collaborative working in the MASH, embedding of Prevent work, and that the integration
of the child and adult safeguarding teams has led to a more integrated approach.
Pressures on the team including rising demand and staffing
The team has until recently been carrying 3 vacancies, which has put considerable
pressure on them especially taking into account the impact of lockdown and post
lockdown on child and adult well-being. They are now fully staffed and hoping to be able
to recruit a further team member to lead on domestic abuse. They noted changing
patterns of demand during the lockdown, so that for example some adults who were at
risk when life was ‘normal’ were less vulnerable under lockdown, while there had been a
significant rise in online radicalisation and financial scams.
The domestic abuse post is a response to rising demand and the new duties placed on
statutory agencies by the Domestic Abuse Act 2021.
Other areas of high demand noted by the team in relation to adult safeguarding were
rises in ‘cuckooing’ notably in Greenwich, abuses of older people, people with learning
disability, and through modern slavery.
Challenges in implementing Think Family approach
We had an interesting discussion about the challenges implementing ‘Think Family’. The
team felt that Oxleas probably found itself in a similar place to other agencies, whilst also
noting that there had been real progress and that bringing the child and adult
safeguarding teams together had helped.
The team noted that challenges to Think Family may be in part due to the intensification
of work across statutory agencies so that professionals have less time than they used to
have to carry out comprehensive holistic assessments. There might also be a lack of
professional curiosity on some occasions.
However, they were also clear that an issue within Oxleas is hesitancy about accessing
records for safeguarding purposes. The team observed that this was a well known
national issue, that has received comment from (for example) NSPCC. Staff do not always
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understand the duty of confidentiality and grounds for access to records and are so
concerned that they might breach confidentiality that they do not actively seek
information in records when they could.

After the meeting I followed up with Ida Bradford whether a prompt in RIO might be
useful, and it was thought this could potentially help. However, Ida observed that the
bigger aspect of the challenge is the step before accessing RIO records of family members.
They are currently working on supporting clinicians in asking questions about family
members and documenting their details on RIO in the first place in order to understand
who is in the family. They have had adaptations made to RIO and IFOX so that reporting
now indicates percentages of completion of the form in RIO that identifies children in the
adult network, to enable senior manager oversight. Risk of poor rates of the completion
of the form is identified on the Safeguarding risk register, overseen by the Safeguarding
Committee.
They have also developed a 7 minute briefing on Think Family and are planning to develop
a short video on the topic, which will be available on the Ox. They recently undertook a
survey into barriers to accessing records/information sharing, which has shown some
interesting data (the survey is being written up) but in summary, clinicians are asking for
more training and frequent reminders about the principles of information sharing.
Separately, it was also mentioned that they thought partners did not always have a clear
understanding of what secondary mental health services could do and provide.
Support from leaders
The team said they felt very well supported by Jane Wells and believed that she would
raise issues with the Executive and wider Board where necessary. They see the Board as
supportive of the work that they do.
Issues raised.
Alongside the hope that the domestic abuse role would be funded, they raised issues
about the quality of current IT equipment and the need for laptops. They are struggling to
provide good remote training on their current technology set up, and whilst they
recognised there had been some delays in providing laptops this is clearly an area in
which unreliable equipment is creating additional stress for the team.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

IT equipment inadequate for
delivering remote training
Misunderstanding of
confidentiality

Action

Assigned To

Deadline

Would it be
possible/desirable to
modify a section of RiO to
help staff understand
when they can and
should seek access to
other records?

SS to raise with Ida
Bradford & Jane
Wells

Completed

Raise with AF

SS

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

20th September
2021

Service

Rochester Prison

Attendees

Azara Mukhtar (Director of Finance)
Suzanne Shale (NED)
Neil Springham (Director of Therapies)
Sunita Arjune (Service Manager)

Brief description of service
Service outline:
HMPYOI Rochester is a Cat C prison housing approximately 700 male residents. The mental health,
pharmacy and physical health services are delivered by Oxleas NHS Foundation Trust.
Oxleas provide the following services to HMPYOI Rochester
● primary care including

●
●
●

o Reception and secondary screening
o Unplanned and emergency care
o Public health initiatives and NHS Health Checks
o Vaccinations (including flu and COVID)
o Palliative care
o GP services
o Allied services including dentistry, podiatry and physiotherapy
Mental Health services including nursing, psychiatry.
Psychological therapies
Pharmacy- the pharmacy services delivered medication to all prisons and policy custody
suites in Kent.
o Medicines Management

Potential issues to explore
What has been the impact of the improvement action plan for HMP Rochester?
What would make the health, safety and wellbeing of colleagues better?
If you had a concern about safety, bullying or fraud would you know how to raise it?
Would you feel comfortable doing so?
Are you aware of the Building a Fairer Oxleas programme? What further steps do you
think we should take?
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Overview of visit
Clinical Team
We met the mental health team, therapy team and paramedic. There had been issues at
Rochester which had significantly improved with the new leadership team. All prisoners had
received their first doses of COVID vaccination, and the prisoners, governor and wardens had
appreciated the health input from staff including training. As with Belmarsh, were told that there
had been a reduction in service user distress during lock-down because it had made prison life
more predictable and reduced bullying. As the prison opens up, there will be lessons learned from
the pandemic which can be used as prisoner movement becomes part of everyday life. The team
had been working with officers to spread mental health understanding. The therapy service had
run a stepped care model with nursing colleagues. This had been modified in lock-down, so that
rather than group meetings all appointments had become individual. The use of workbooks for
mental health support had been evaluated and found to be successful. Waiting lists had grown in
this context.
We were introduced to the innovative use of staff with paramedic skills, who had been able to
respond to the emergencies the team often encountered (self harm, suicide attempts). Staff
would be keen to see this staff group employed more widely. The Trust team had paid for 24
wardens to be trained as first responders to deal with emergencies that occurred out of hours and
this was extremely well received.
We were informed that HMP Rochester has a particularly strong service user forum for patient
experience and this had continued throughout lock-down. This had been an important element in
working with the stresses of the Covid-19 period and had reflected positively in user satisfaction.
The integrated working of these staff was a real strength, and staff seemed very invested in their
team. We were continuously told by many levels of staff the working environment had been
improved from the previous situation.

Pharmacy
The Rochester pharmacy services all the Kent custody units and prisons. They process 400-500
prescriptions per day. We saw that the environment did not support pharmacy staff well. This was
an ongoing issue which had been discussed with NHSE repeatedly as all capital is from an
NHSE/Ministry of Justice source as opposed to Trust. The environment was cramped, without
adequate space to lay out prescriptions to dispense. It was dark and staff disliked the conditions.
We saw the dispensing robot which had several failures over the last year due to its age. A new
dispensing robot will be installed this week after funding approval from NHSE.
The prison IT systems had caused some limitations on the use of video and connectivity was
unreliable. This inhibited the use of MS Teams to stay connected outside of the prison.
The IT and environment issues are expected to be addressed as Oxleas takes this over the whole
contract and in line with the extension of the pharmacy contract in Kent.
Recruitment
Recruitment remains an issue and was often cited by staff. The length of the process was
problematic. Staff would like their colleagues in Oxleas to know that the prison environment is
safe, and conducive to delivering a good service as they feel a misperception of the role may
hamper interest in people applying. They would be keen to host colleagues in prisons so that they
can see the environment themselves.
Building a Fairer Oxleas
BAFO was raised repeatedly and in a positive light by staff. It had been helpful in encouraging staff
from BAME communities to feel they could apply for new and more senior roles. BAFO is
operating in a particular culture within the prison, which has not always had a strong track record
with race relations amongst the various staff and inmate populations, so this was encouraging to
hear. Staff felt they could raise issues and we saw staff speaking openly about issues throughout
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the visit. HMP Rochester BAFO visibility has been increased because SA has been heavily involved
in BAFO as well as being Service Manager. This may suggest having a motivated senior staff
member as BAFO champion in every prison would be beneficial. SA is hoping to host a staff
network meeting on gender issues for staff working in prisons and explained some of the issues
that female staff face.
Mobilisation of new Kent Prisons Contract
We visited the day before the end of the standstill period following the award of the Kent Prisons
contract so staff were unaware that we had been successful. NS & SS therefore took the
opportunity for a private discussion at the end of the meeting with SA in relation to mobilising the
contract. A key issue is that we will be working in partnership with a group of providers who will
now be subcontractors to us, rather than independent operators, so that we will have ultimate
accountability for the quality of care provided across the contract. Physical health care provision
will be most affected and given past experience of the challenges that can arise in coordinating
with non-Oxleas providers it was thought that the input of the Assistant Medical Director would
be of real value here in the mobilisation period in particular.
NS and SS also thought that given the significantly increased size of this new contract and other
tenders under preparation there would be value in giving greater visibility to prisons in our
governance arrangements.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

Pharmacy environment
IT

BAFO

Benefits of asst medical
director for physical health
engaging during
mobilisation period with
physical health provider
partners
Visibility of prisons at
Board, and ensuring
governance is robust

Action

Requires remodelling
Significant aspect of
contract mobilisation,
need to ensure timely
implementation and
manage expectations
Is there / should there be
a senior staff BAFO
champion in every
prison?
To be raised with
relevant parties

To explore

Assigned To

Deadline

SS to raise with
Alison Furzer

Completed

NS / AM

NS

SS to discuss with
AT, Yemisi Gibbons
and Vicki Ellis

October 15th
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Template for Non-Executive Directors’ board visits
Date of visit

20th September
2021

Isis YOI

Service

Attendees

Azara Mukhtar (Director of Finance)
Suzanne Shale (NED)
Neil Springham (Director of Therapies)
Lawrence Mack Service Director)

Brief description of service
Service outline: A Greenwich based category C young offender institute with 600 capacity. It has
undergone several operational changes, particularly in relation to the age cap, which have required
several iterations in remodelling of healthcare provision. In 2018 NHS England awarded the contract
for psycho-social substance misuse service to Oxleas. There has been an increase in demand for
primary MH services, with rises in self-harm and then psychotic problems requiring secondary care.
In July 2021 NHS England announced a further extension to the Greenwich Prisons contract up to
31st March 2023 which coincides with proposing new pathways across all London prisons. These are
anticipated to commence this financial year.
The team has co-leadership between MH/substance misuse and primary care, which will be in place
until 31.3.2022. It is anticipated this change will affect this arrangement.
Key personnel: Adebola (Bola) Oyefara- Head of Primary Care and Primrose Nyakupinda – Head of
Mental Health

Outstanding issues from previous visit
First visit by this group (apart from SS)
Potential issues to explore
Do colleagues feel that the safety of staff is taken seriously? Are health and safety issues
discussed?
What would make the health, safety and wellbeing of colleagues better?
If you had a concern about safety, bullying or fraud would you know how to raise it? Would
you feel comfortable doing so?
Are you aware of the Building a Fairer Oxleas programme? What further steps do you think
we should take?

Overview of visit
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Clinical Team
We met approximately 25 Oxleas staff who work variously in primary care and mental health
services.
The Oxleas services has a broad range of practices integrated into teams. In addition to nursing and
psychology, we met a very strong presence from substance misuse workers and family liaison. The
teams explained this level of integration was advantageous because it allowed joined up, holistic
care which could not always be achieved if provided by separate agencies.
The team proudly spoke about the Trauma informed care ethos running throughout their service.
They also highlighted the trauma informed care training they had delivered to prison staff. This had
been well received, and prison officers had asked for more. The governor had been supportive of
these innovations and was considered very supportive of health and drug rehabilitation.
Some staff identified a potential service gap between community and prison. The team had ideas
about offering transition care, but they would like more support to attempt practice innovations.
There was also an issue about reflective practice/supervision being scarce for some practitioners
who would not traditionally be “clinical.” We discussed how some of those issues could be resolved
and that we, as an organization, expect and want to support all patient facing roles to have access to
supervision. Local managers were keen to emphasise this was being addressed.
Recruitment and retention
Recruitment and retention was an issue. Some members of the team asked about more
opportunities to progress to other bandings and roles. We had an involved discussion about how this
happens. We clarified that no staff would be up-banded simply through length of service, but there
was a persistent perception that this had happened, even though we could find no examples. Others
in the group felt such a re-banding practice would be inequitable without open interviews. We
discussed how staff should discuss career progression aims in their PDRs with their managers.
We asked if staff had felt connected to BAFO, where staff networks can support people to consider
progressing. There was a sense that for some these groups were distant, with issues about access
through MS Teams forming an additional barrier. Some could only use MS Teams in the office, which
would not work well for staff network discussions which may be more private and personal. Others
had joined and were keen to say how helpful they were. There was a sense, common to many prison
settings, that teams enjoyed being close to each other but felt more distant from wider Oxleas. The
team reiterated numerous times how pleasing it was to have a Board visit - because they could feel
“forgotten” otherwise.
Pay and bank rates: staff raised the issue of not being able to understand the various changes in
bank pay as reflected in their pay slips in general. We asked how these changes had been
communicated and the response varied, with several staff saying they had not been told about
changes of rates prior to the changes being enacted. Staff told us the bank rate was uncompetitive
and they would only work it out of loyalty to Oxleas as they could get much better elsewhere.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress
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Issues raised

Understanding pay

supervision

BAFO

Action

Staff need published
schedule of bank rates
with all enhancements
per shift and days
worked.
SBS (payroll provider) to
provide on-site drop-in
clinic on understanding
pay slips etc
Review process with
managers to ensure all
staff supervisions include
career development and
progression and for all
staff to have consistent
clinical supervision and
reflective practice .
facilitate engagement
with staff groups

Assigned To

Deadline

Finance – Azara
Mukhtar to liaise
with SBS re suitable
dates

ASAP – request
has been made,
awaiting
response from
SBS re dates
15th
November2021

HR - Rachel Evans

L Mack

HR -Strategy Rachel
Evans

15th November
2021

TBD

328

Board of Directors
4 November 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

22
-

Council of Governors Update
Sally Bryden, Associate Director and Trust Secretary
Andy Trotter, Chair
Public
1. Lead Governor election
The Lead Governor election concluded on 14 September. Two governors
stood (John Crowley and Sue Sauter) and Sue Sauter, Public Governor –
Bexley was elected by governors as the new Lead Governor. Sue
commences in her new role on Richard Diment’s departure as Lead
Governor at the Annual Members’ Meeting (AMM) on 29 September.
2. Council of Governors
The Council of Governors met on 16 September 2021. Prior to this, an
Informal Council of Governors was held with a presentation from members
of the Integrated Care System (ICS) and Healthwatch for south east London.
Items discussed at the formal meeting included:
• Oxleas Strategy update
• Membership Strategy 2022-2024
• Building a Fairer Oxleas (BAFO)
• Quality Management Framework
• External Auditor’s update
• Lead Governor election results
• NED Nominations Committee – reappointment of Andy Trotter,
Steve Dilworth and Nina Hingorani-Crain
• Comprehensive Inquiry Report
3. Annual Members’ Meeting
A virtual annual members’ meeting was held on Wednesday 29 September.
Members were invited to view the event online and submitted questions in
advance and during the meeting for the executives to address during a live
panel session.
4. Membership Committee
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The Membership Committee met on 2 September. The Committee received
updates from its working groups, considered the draft Membership
Strategy, discussed the Membership Committee chair and vice chair, this
year’s Annual Members’ Meeting (AMM) and the Together 21 Festival.
5. Membership Strategy 2022-2024
A new three year Membership Strategy was approved by the Council of
Governors at the September meeting.
6. Governor update meetings
Several virtual Directorate visits have taken place since the last Board:
•
•
•
•

8th September – Greenwich IAPT team
27th September – Bromley Adult Services
6th October – Forensic and Prisons
13th October – Adult Community Physical Health Services

There are two virtual Directorate visits and a Carers’ update scheduled for
November:
• 2nd November – Adult Learning Disability Services
• 10th November – Carers’ update
• 22nd November – Children and Young People’s Services
7. 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.
8. NED Nominations Committee
Governors have been involved in the NED Nominations Committee reappointment process.
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation

For information

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

Updates on the strategy are shared with the Council of Governors and they
are particularly invovled with building block two.

Link to Board
BAF ID 1471 – staff experiencing discrimination at work links to discussions
Assurance Framework around Building a Fairer Oxleas (BAFO).
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.

