151st Meeting of the Board of Directors
10.30am, Thursday 13 January 2022
Via Teams

AGENDA
ITEM

Purpose

Presented by

2

Apologies for absence and
declaration of any conflicts of
interest
Minutes of the Board of
Directors’ Meeting held on 4
November 2021

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

3

Matters arising

To confirm actions allocated at
previous meetings have been
completed

Andy Trotter
Chair

Governance

4

Board Assurance Framework

To accept the BAF and note any
changes since the last meeting

Andy Trotter
Chair

Governance

Governance and Strategy

90 mins

5

Chief Executive Report

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

Ify Okocha,
Chief Executive

Strategy

6

Chief Operating Officer’s Report

To note the update and agree any
actions proposed.

Iain Dimond,
Chief Operating
Officer

Quality and
Performance

7

Oxleas Strategy 2021-24
• Building block one –
Delivering quality
management

To note progress on building block
one

Workstream leads

Strategy

8

Vaccination as a condition of
employment

To note and consider any strategic
implications

9

Mortality Surveillance Quarterly
report

To note and consider any strategic
implications

Iain Dimond,
Chief Operating
Officer and
Rachel Evans,
Director of
Strategy and
People
Jane Wells,
Director of
Nursing

Committee reports

Governance

Governance

20 mins

10

Performance and Quality
Assurance Committee

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

Quality and
performance

11

Quality Improvement and
Innovation Committee
• Quality Improvement
annual report

Yemisi Gibbons,
Non Executive
Director

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

Dr Abi Fadipe
Joint Interim
Medical Director

Quality and
performance
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151st Meeting of the Board of Directors
10.30am, Thursday 13 January 2022
Via Teams

AGENDA
12

Business Committee

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

13

Partnership Committee

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

14

Infrastructure Committee
• EPPR compliance
• Green plan

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

15

People Committee
• People Strategy

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

16

Audit and Risk Assurance report

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

17

Health and Safety Oversight
Committee

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

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

Financial strategy
and performance
Strategic
partnerships
Strategy and
performance
Strategy and
governance
Governance

Governance

15 mins

18

Board visits reports

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

19

Council of Governors update

To note the contents of the report

Andy Trotter
Chair

Staff engagement

Andy Trotter
Chair

Governance

ANY OTHER BUSINESS
REVIEW EFFECTIVENESS OF MEETING
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 3 March 2022 at 10.30am
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Board of Directors
13 January 2022

Item
Enclosure

2
2

Subject
Author
Accountable Director
Confidentiality/
FOI status

Minutes of the Board of Directors’ Meeting held on 4 November 2021
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

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

For approval by the Board. The Board is asked to agree the minutes as a
true record of the meeting.

150th Meeting of the Board of Directors
Minutes of the meeting held on Thursday 4 November 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
Jo Stimpson
Dr Ify Okocha
Iain Dimond
Rachel Evans (RCE)
Azara Mukhtar
Neil Springham
Dr Abi Fadipe (Afa)
Dr Tom Clark

Trust Chair
Non-executive Director
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 Therapies
Joint Interim Medical Director
Joint Interim Medical Director

In attendance
Sally Bryden
Alison Furzer (AFu)
Rachel T Evans (RTE)
Lawrence Mack
Aisling Clifford
Susan Owen

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

Observing governors
Sue Sauter
Liz Moss

Lead Governor and Public: Bexley
Public: Bromley

Item Subject

Action

1

Apologies for absence
• Jane Wells, Director of Nursing
• Amlan Basu, Non-executive Director
• Sarah Burchell, Service Director, Adult Community Physical Health
Declarations of interest
• None declared.

Noted

2

Minutes of last meeting
Item 15: Amend to read as ‘We have returned the unused element of the Covid-19 funding
in line with SEL ICS policy, this is the key driver for the in-month deficit’.
Item 17: Amend to read as ‘AM is reviewing the current draft ICS guidance.’
Item 8: Amend to read as ‘We need to consider the harmed patient pathway’
Pending these amendments, 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
A full discussion on the Board Assurance Framework (BAF) was last held in May 2021. There
are 16 risks on the BAF, each owned by a sub-committee. The risk that has been on the BAF
for the longest amount of time at 21 months is demand on CMHTs (1844). Two risks are
less than a month old; one relating to the ICS capital regime (2006) and the other to the

Noted
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Item Subject
uncertainties created by the move to the ICS system approach (2012). All risks have been
linked to the trust strategy. There are three significant risks, ten high risks, three moderate
risks and no low risks.
Performance and Quality Assurance Committee
1913 - reducing wait times in community services: We are working towards improving
visibility on waits through revising the IBR and having a greater line of sight on our ability to
understand waits. Demand and capacity issues remain. We are considering how we route
the demand in different ways. This will remain a high risk for some time.
1905 - reducing prone restraint: Data on prone restraint is reported to the Patient Safety
Committee and we are trialling the impact of safety pods. SJ commented that SLAM have
committed to eliminate prone restraint and suggested that we should investigate if they
have achieved this.
1844 - demand on CMHTs: Investment has been received through MHIS. The risk needs to
be considered in the context of how these teams work at place. The move to service lines
should provide a clearer line of sight. New roles are being trialled.
1912 – pressure on district nursing teams: District nursing has not seen the same level of
investment. A further limiting factor is the workforce availability. This is more profoundly
felt within Bexley.
Business Committee
1066 – bed management: This risk is connected to our initiatives on understanding flow and
we should be in a position to reduce this risk as we move into next year. The three areas of
focus are: 1) understanding staff and supported accommodation; 2) rigour on the ward; 3)
patient flow. A Flow Director will be in post from January 2022.
1177 – financial sustainability of the trust in medium /long term: This risk will take two to
three years to resolve with a phased approach. There is a focus on income generation,
delivering savings, improving productivity and a pipeline of CIPs.
1984 – SE London ICS financial risk (revenue and capital): We may be separating out the
capital risk from the revenue risk, and we are expecting capital to be more stretched. For
H2, we have received the funding envelope which deliver a breakeven. The allocation will
influence our plans and projects.
1914 - Local Authority contracts for integrated and embedded services: Staff employed by
Oxleas receive the AFC pay uplift. This was covered during the pandemic, but there is a risk
that we may be asked for further CIPs given the pressure with local authority funding.
Partnership Committee
2012 - uncertainties created by move to Integrated Care System approach: This risk is
about our capacity to respond as the ICS unfolds. Colleagues from Bexley CCG attended the
October meeting of the Partnership Committee, and Bromley and Greenwich will be invited
to future meetings. The leadership team will be stretched. We will continue to engage and
will hopefully be in a good position to streamline the number of meetings we need to attend.
The risk will develop as we go forward, and we will add as more detail becomes clear.
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Action

Item Subject
Infrastructure Committee
1994 - Cyber security strategic risk: Cyber risks are constantly evolving, as is our response.
Cyber risks have many layers, and we need to have security at every level. The controls
include systems, policies, training and communications, but we cannot mitigate against a
zero-day attack (a software vulnerability discovered by attackers before the vendor is aware
of it). All NHS trusts were asked to consider including this on their BAF, but we need to
consider whether we tolerate or if this should remain on the BAF for some time.
SD – This is not just about protection; we also need to consider how we prepare. Annually,
we should have a separate item at the formal board meeting on cyber security and include
this in our assurances.
AFu – NHS Digital can provide training, and the updates are included in the Infrastructure
Committee report. I can prepare a separate report on the assurances.
It was agreed that an assurance update will be presented to the board annually via the
Information Governance annual report, with more general updates and training at awaydays.
1995 - Achieving carbon zero: This is a high-profile issue and achieving carbon zero by 2032
will be a significant challenge as the technology and capital investment is constrained. The
trust will need to be focused on this and a green plan is in development. The board noted
that we are not well sighted on the impact that climate change may have on population
health and we will need to be clear on this, as this is a significant factor to ensure that we get
the focus right. This needs to be addressed at system level with shared resources where
possible. We will also need to consider how we deliver our operations, for example, the
carbon contribution of community services and how we offer this is a more carbon neutral
way.
SD – On the back of COP26, this is high-profile, and it is important that we embrace this. This
will affect our annual report disclosures and I have asked our external auditor to comment.
We need to be mindful of how we develop this risk.
2006 - ICS capital regime: This is a new risk but not a new discussion, and this is a significant
challenge. There were a number of risks on the Infrastructure Committee risks register that
were linked to capital funding and these have been combined into this one risk. The ICS
capital allocation is for the replacement of current assets, and not for major strategic
investments. Some of those investments have been pushed into that operational capital
allocation. This could bring down our capital ability to £8m or £9m, against the £17.5m we
used this year. Will also be driven by the fact that we have very diligent on backlog
maintenance. We have not had the major ICT investment that some of the acute trusts have.
People Committee
1213 - Vacancies and recruitment pressures: This is constant risk. We have created a
dedicated hot spot role and increased our activity on the internet. We offer apprenticeships,
we have taken a different approach to workforce planning, and we are making the most of
our resources. We are considering a ‘refer a friend’ initiative and have put in place other
initiatives to retain staff.
1471 - Staff experiencing discrimination at work: We have had a focus on the experience of
BAME staff and other protected groups. We have established a reducing violence and
aggression group with a focus on spreading the learning. 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.
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Item Subject

Action

1502 - Impact of demand on staff satisfaction and retention: Well-being 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.
SD – There are currently 16 risks on the BAF, and the advice from our auditors is that we
should not have more than 15. We need to be mindful that we do not want to lose focus.
It was agreed that going forward, a full discussion on the Board Assurance Framework would
take place every six months, and in the intervening months, the board would receive a
summary report, with an update in changes by exception.
5

Chief Executive Report
IO presented the Chief Executive’s report.

Noted

NHS England has appointed Tom Cahill as the national director for learning disability and
autism. The trust was saddened to hear of the death of our local MP James Brokenshire.
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.
Programmes of work related to Covid-19 remain on-going. From 1 April 2022, the Covid-19
vaccine will be compulsory for all health and social staff, so we will need to consider how we
achieve this. Challenges with wait times are due to an increase in demand. We have begun
the process to recruit to the next cohort of the Shadow Executive. Our leadership event
with Michael West to promote compassionate leadership at Oxleas was a great success and a
further event will be held in December.
AT – Will wait times be brought into line in the new directorates?
IO – This was one of the reasons why we pushed for service line arrangement. Lorraine
Regan is leading on the zero delays workstream to develop solutions.
SD – How soon can we expect to see a reduction in waits for ASD?
IO – We are outsourcing, but this is not a long-term solution.
ID – There are a number of actions we are taking, and we will try to give this a trajectory.
AT – The board should receive a further update in January 2022 so we can be assured that
we are making an impact.
SS – As a board, we should send our congratulations to the nurses featured in the rising star
programme.
6

Chief Operating Officer’s report
ID presented the Chief Operating Officer’s report. Performance exceptions will now be
presented under the Performance and Quality Assurance Committee (PQAC) report and the
Chief Operating Officer’s report will focus on achievements, challenges and developments.
The move to service lines has gone well. The Covid-19 vaccination programme for 12-15 year
olds has had challenges but is working well. NHSE were impressed with our partnership
work with Charlton Community Athletic Trust.
The current challenges are largely covered in the Board Assurance Framework. The zero
delays work covers all teams. Work is taking place to aggregate data and refresh the IBR.
Concerns on HMP Wandsworth have been reported through PQAC. For our large volume
community services, we are considering how developments at place with primary care will
work to our advantage. There are challenges and opportunities.
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Noted

Item Subject

Action

JS – It will be useful to look at mental health pathways in each borough, including emergency
department (ED) and crisis presentations and whether they are known to us. We need to
ensure equalities of access to services.
AC – I have discussed this with LGT. The pace of ED is such that people do not have time to
stand back and understand the profile. We are re-setting mental health liaison teams
(MHLTs) to understand the whole cohort, including working with the police, great out of
hospital care, and understanding needs post pandemic.
AT – What is the role of the associate clinical directors?
ID – This relates to how we can strengthen clinical leadership and provide support to the
clinical directors. This fits in with the work on developing potential within the organisation.
AFa – This is also about developing relationships at place and enhancing our clinical voice.
7

Oxleas Strategy 2021-24

Noted

Priority three – making Oxleas a great place to work
RCE presented this update. This is part of a wider People Strategy, which is supported by the
Guardian Service and the Staff Partnership Team. We have launched OxLead, a leadership
programme focused on upskilling and investing in leaders. The Shadow Executive provides a
further development opportunity. We have a focus on reducing violence and abuse towards
our staff and this is a growing priority. We need to ensure that our programmes of work
reach the people that we need to reach.
SS – We need to get the basics right. Staff have raised concerns about not understanding
their payslip, and not having access to drinks or nutritious food.
RCE – SBS will visit teams to help people understand payslips.
AFa – All staff need to have access to rest facilities and staff assemblies are working on this.
IO – We have avoided creating separate areas for doctors, and all staff access the same rest
areas.
SD – To what extent can charitable funds play a part?
RCE – We have given £10k to each of our staff assemblies.
YG – We also need to ensure that we get the basic right for community staff.
RCE – We need understand what the real need is and be thoughtful about the pressures.
Building block 2 – bolstering service user involvement
NS presented this update, including a film on service user involvement. The aim is to
maximise this at each level of the organisation, including the board. To take this forward,
we have created some new roles and we are developing the measures so that we can get a
sense of the quality and quantity.
SJ – This will have beneficial outcomes for people’s health. Is creating new posts always the
answer?
NS – The roles are to pump prime the process to achieve the join up and have a bank of
people who can be accessed for support.
AM – If we do this correctly, we should begin to see that we have shorter and less protracted
interventions. This is an investment that will bring the quality improvements.
SS – I am pleased to see this as we have been underpowered and lacking in expertise. We
need to raise the level of discussion on co-production and building capability. Where will coproduction in care planning sit in the plan?
NS – Taking this forward at an individual level is not the best approach. Interpersonal
learning is best achieved at team level to increase confidence.
SD – There is the opportunity to undertake collaborative work through the SLP and ICS.
NS – This is in-built, and we are working in partnership with volunteers, lived experience
practitioners and our membership. There are clinical advantages to link up in this way.
8

Serious incident report
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Noted

Item Subject

Action

ID presented the inquiry report of the death of PM, who was found hanged in his cell at HMP
Wandsworth on 8 June 2021. This is one of a number of deaths in custody at HMP
Wandsworth so a board level review was undertaken in conjunction with SLAM. The action
plan will be presented to the board and there will be a parallel process in SLAM. The report
will be shared with NHSE and the CQC.
PM was a Polish national residing in HMP Wandsworth. He had been sentenced and was
awaiting extradition. The main contact for keeping him safe was the Assessment, Care in
Custody and Teamwork (ACCT) process.
The main finding was that 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
self-harm and attempted suicide during his time at HMP Wandsworth.
The ability of the organisations to provide a comprehensive framework of support was
compromised by:
1.
2.
3.

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.

The panel did not identify a single root cause although a number of contributory factors were
identified. The panel have 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.

SS – It is disappointing to see that the report states that there was no single root cause, as
this is not the point.
IO – This will be picked up with the Patient Safety Team and addressed for the future.
YG – Have the other incidents been investigated and has there been triangulation?
JS – Do we need to review the ACCT process across all the prison estate?
ID – The two incidents following PM are being reviewed and one appears to be a similar
ligature incident. The previous four deaths were all ligature incidents. NHSE have
undertaken a thematic review and we participated in this with SLAM. We await the outcome
of this, and it will be important to look at the triangulation. We have discussed this with the
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Action

prison governor, and we are keen to see what the findings suggest about the mental health
care offer in the prison and how we can accelerate the pace of change
9

Safe staffing report
AFa presented the biannual safe staffing report for the period January to June 2021.
Holbrook has a higher level of acuity and this is being followed up by the Acute and Crisis
Directorate. Intermediate care units are reviewed separately. There are no related level 5
incidents.

Noted

NHC – Where was this reported prior to the board meeting today?
RCE – This will be presented to the November People Committee meeting.
SJ – Are patients remaining on The Tarn for too long? The report says the acuity level is low,
which suggests that there some patients who do not need to be placed on The Tarn.
ID – We have had periods where we have not been able to step down, but also have had
empty beds and have reduced the use of private beds.
ID – More recently, patients are more appropriately placed, and the picture has improved.
AC – We are monitoring the full picture of occupied bed days and we are reviewing male and
female pathways.
JS – Do we triangulate the acuity data, and do we feel that this is accurate? The Holbrook
analysis suggests that either the conclusion or data is wrong.
AFa – I will follow up with the nursing team. In terms of triangulation, this will be discussed
with ward managers. There was an increased acuity in those admitted after the second
lockdown.
AT – It would be helpful to see this report closer to data gathering.
10

Mortality surveillance quarterly report
The board noted the mortality surveillance quarterly report, which provides assurance that
we are reviewing deaths. The adult learning disability work has now expanded to include
those with ASD. It was noted that the new reports are lighter, so we need to be mindful that
we do not lose too much detail. There is a learning opportunity from this.

Noted

11

Health and Safety Annual Report
RTE presented the Annual Health and Safety Report for 2020/21. We are currently in year 2
of a five-year strategy. Two-thirds of incidents were violence and aggression, and of these,
seven were level 4 or 5 incidents. The roll out of i-auditor is key to identifying the themes
that we need to focus on in terms of encouraging managers to fulfil their duties. We have
re-audited most of the teams that achieved less than 50%. Many have improved and we are
committed to re-auditing the remainder. We have achieved a 97% score for Personal
Emergency Evacuation Plans (PEEPs), and it is positive to see that this has been sustained.
RCE thanked the Health and Safety Team who carried out much of this work during the
pandemic, when they were also heavily involved in supporting the Covid-19 response.

Noted

NHC – I echo the thanks and welcome the report. The new system has taken us forward, but
the main gap is training at board and individual team level.
SD – Do we understand the reasons why staff are not using PeopleSafe?
RTE – PeopleSafe is not the only system, there are other safe systems of work that that
teams adopt. We collect this information, and this is discussed at the service director
meeting. We do not know the reasons and it is frustrating that we cannot get to a different
place.
12

Section 75 agreement
ID presented the Bexley Care Section 75 agreement and Partnership Agreement. This will
bring all adult health and social care in Bexley under the auspice of Bexley Care, will support
integration at place, define the delegated duties and provide a legal basis for further
integration. Each organisation will retain its own governance arrangements and there will
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Agreed

Item Subject

Action

be a quarterly Section 75 board meeting. The agreement can be varied at any time by either
party and includes an exit strategy.
SD – Is a three-month termination period long enough? In terms of the standards for
replying, should we be looking at more than volume? For joint technology systems, is there
a single person responsible for cyber and information security?
ID – Three months for termination will be enough. I will discuss the standards with SBu, and
cyber and information security with AFu.
The Board of Directors approved the Bexley Care Section 75 agreement and Partnership
Agreement.

2021-11/#1
ID

13

Performance and Quality Assurance Committee report
YG presented the report from the Performance and Quality Assurance Committee. There
have been productive discissions on the revisions of IBR and using the Quality Management
Framework. The visibility of directorates at PQAC has increased and workstreams are dealt
with in an integrated way. It is encouraging to see the steps we are taking to improve
quality governance as a whole.

Noted

14

Quality Improvement and Innovation Committee report
The report from the Quality Improvement and Innovation Committee was noted.

Noted

15

Business Committee report
JS presented the report from the Business Committee. We are on track for H1. We have
not finally approved H2, but the indications are that we can live within our means. The ICS
financial context is becoming a stronger factor.

Noted

16

Partnership Committee report
JS presented the report from the Partnership Committee. The committee received updates
on the SLP and ICS, and a presentation from Bexley CCG on their place-based governance
arrangements. There is still a lack of clarity as to how funding will work at place. The
committee conducted an annual review of the terms of reference. No changes were made,
but we may need to make changes in the future in light of the ICS and place-based
developments.

Noted

17

Infrastructure Committee report
SS presented the report from the Infrastructure Committee. The board commended the
success of the Queen Mary’s Hospital theatre project. RTE said that she would pass this on
to the team.

Noted

18

People Committee report
NHC presented the report from the People Committee. The committee received a detailed
report on joiners and leavers. 22% of new joiners said that they were at risk of leaving, due
to the lack of 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. It was noted that the next pulse survey will focus on
anxiety and motivation, as these are early warning indicators. The committee noted that we
have more staff at band 2 compared to other organisations which have similar roles at band
3. RCE said that we are London living wage compliant.

Noted

19

Audit and Risk Assurance Committee report
SD presented the report from the Audit and Risk Assurance Committee. We are in a good
position in terms of responding to recommendations from KPMG audits. The committee
received an analysis of risks relating to partnership working, drawn from other board subcommittees. SD said that future reports will comment on the role of the committee in terms
of climate change, and the CEO is responsible in 70% of organisations.

Noted
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Action

20

Health and Safety Oversight Committee
NHC presented the report from the Health and Safety Oversight Committee. This is a new
group, and the current focus is on understanding our risks.

Noted

21

Board visits reports
SB said that the front sheet includes a summary of progress against actions and that the
detail is discussed at the service directors meeting. We are in a process of transition to the
new directorate structure, and going forward, we will ensure that actions from previous
visits are included in the pre-visit report.

Noted

SJ - Bexley Community Diabetes Team: The team are pushing for the self-management of
diabetes.
SS – Safeguarding team: It was recognised that this a hard-working team.
NS, ID and LM – HMP Rochester and HMPYOI Isis: We need to understand the reporting
culture and prison regime for getting patients to appointments. SS said we need to be
sighted on the prison governance arrangements and understand the prison context.
22

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

Noted

23

Any other business
It was noted that this is the last formal board meeting for SJ, and on behalf of the board, AT
thanked SJ for his experience and knowledge.

Noted

Next meeting of the Board of Directors
Thursday 13 January 2022 at 10.30 am
Via MS Teams
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Board of Directors
13 January 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

For the Board to note

Item
Enclosure

3
3

Board Actions Tracker 2021 - progress on matters arising from last meeting and on-going matters from previous meetings
No

1

Minutes reference

2021-11/#1

Action raised
(Board date)

04/11/2021

Item

Action details

Action for

Bexley s75

The board asked if the standards for reporting should look at
more than volume, and if for joint technology systems, there
Iain Dimond
should be a single person responsible for cyber and
information security. ID to follow up with Sarah Burchell and
Alison Furzer.

Bring forward to

Report under

Action closed

13/01/2022

Matteres arising

In progress
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Board of Directors
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Item
Enclosure

4
4

Subject
Author
Accountable Director
Confidentiality/
FOI status

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Ify Okocha, Chief Executive
Not confidential

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

To assure the Board that Board Assurance Frameworks risks are identified
and managed.

What risks/issues in the
report need to be
noted or acted upon?
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

The report summarises key trust risks.
Board sub-committees are reviewing risk appetite and mitigation plans
There are no changes to BAF risks since the last Board meeting
n/a

Link to trust strategy

The Board Assurance Framework includes risks relate to all eight building
blocks and the three big priorities; Maintaining oversight of these risks will
help to ensure that the trust is able to deliver the strategy.
The report summarises all the risk currently held on the Board Assurance
Framework

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

No
BAF – Board Assurance Framework
ICS – Integrated Care System

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.

Executive Summary

EXECUTIVE SUMMARY (High-level / strategic summary)
As agreed at the November 2021 meeting, this report presents the Board
Assurance Framework (BAF) in a summary format. The full BAF is
available for information.
Key Highlights, Issues and Exceptions
The table shows the current risk rating on a month-by-month basis, plus
the target risk rating, which is a measure of the trust’s risk appetite for
each risk, that is, the lowest rating that the trust is willing to accept. Each
of the graphs shows the current risk rating (blue line) and the risk appetite
as a purple line, so as to illustrate the gap between the current and target
risk rating.
Additional information/analysis
Board sub-committees have been asked to review the target risk rating
and consider if measures can be applied which will indicate when the
target has been achieved, so the trust can be sure that the risk is within
our appetite range.
Action required
For the Board of Directors to note.

Board Assurance Framework 2021/22: summary version

04 January 2022
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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 and 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
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The trust accepts that this risk is constantly evolving, and we will not be able to completely eliminate cyber security threats.
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26
24
22
20
18
16
14
12
10
8
6
4
2
0

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

Exceptions to note

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

26
24
22
20
18
16
14
12
10
8
6
4
2
0
Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

26
24
22
20
18
16
14
12
10
8
6
4
2
0
Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

Page 1 of 1

2012: Uncertainties created by move to Integrated Care System
approach
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Chief Executive Report
Sally Bryden, Associate Director and Trust Secretary
Ify Okocha, Chief Executive
Public

What is the purpose of For the Board’s information
bringing this report to
the Board meeting?
What risks/issues in the Board is asked to note the following issues/developments:
report need to be
• Effect of Covid on services and regulations creating vaccination
noted or acted upon?
against Covid-19 as a condition of deployment for healthcare
workers.
• Actions being taken in response to new national guidance on
planning, organisational changes and reductions in reporting
requirements.
• Overview of current performance at Oxleas and developments
within the trust to recognise colleagues’ achievements and
support their personal development and wellbeing.
• Launch of our new online health record system, Oxcare.
Where has this report
Some content has been discussed at Board sub-committees
been previously
discussed?
Are there any issues in There are some references to suicide.
the report that might
cause upset?
Glossary of
PCP primary care plus
terms/acronyms used
CIP cost improvement programme
in the report
PPE personal protective equipment
Link to trust strategy
Link to Board
Assurance Framework
Please summarise
implications for:
Quality

It links to the three main priorities of the strategy and several of the
building blocks.
There are links to risks around staff morale, service quality and financial
pressures.

The pressures created by Covid have a potential impact on the quality
of our services.

Finances

There are no new financial implications but the report contains financial
reporting information.

Equality analysis

The work to reduce violence and aggression against staff aims to
support people with protected characteristics.
The impact of this recent Covid wave affects service users, carers and
staff negatively.
Oxcare has been developed with service user involvement and aims to
improve communication with service users and carers.

Service users/
carers/staff

Executive Summary

EXECUTIVE SUMMARY
Key Highlights, Issues and Exceptions
The report includes the following:
•

How Covid is affecting our provision of services and actions we
are taking to support staff, patients and partner organisations.

•

Launch of our new online health record system, Oxcare.

•

Overview of current performance at Oxleas and developments
within the trust to recognise colleagues’ achievements and
support their personal development and wellbeing.

•

The need for the trust to act on new regulations creating
vaccination against Covid-19 as a condition of deployment for
healthcare workers.

•

Actions being taken in response to new national guidance on
planning, organisational changes and reductions in reporting
requirements.

•

Progress in establishing the south east London Integrated Care
System.

Further information
Links to further information are included in the report and other
reports in the board pack give more information on operational, people
and quality issues.

National update
1. Vaccination as a Condition of Deployment for Healthcare Workers
On 9 November 2021, the Department of Health and Social Care laid new regulations to amend
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 in relation to
vaccinations against Covid. These regulations will apply equally across the public (NHS) and
independent health sector, and will require workers aged 18 and over, who have direct, face to
face contact with service users to provide evidence that they have received a complete course of a
Medicines and Healthcare products Regulatory Agency approved COVID-19 vaccine, subject to
limited exceptions, by no later than 1 April 2022.
This will include front-line workers, as well as non-clinical workers not directly involved in patient
care but who nevertheless may have direct, face to-face contact with patients, such as
receptionists, ward clerks, porters and cleaners. The requirements will apply to CQC-regulated
activities whether they are publicly or privately funded. They will also apply where a regulated
activity is delivered through agency workers, volunteers, locums, students or trainees, or
contracted to another provider. Compliance will be monitored and enforced by CQC.
We are acting upon these changes and there are more details in a later paper in the January Board
pack to share the actions we are taking.
2. 2022/23 Priorities and operational planning guidance
On 24 December 2021, new guidance was published by NHS England and NHS Improvement on
2022/23 priorities and operational guidance. This lays out objectives for the NHS but extends the
planning timetable due to the pressures of Covid.
The full document is available at NHS England » 2022/23 priorities and operational planning
guidance
and we will be taking this forward through our committee structure.
3. New target date for establishing statutory Integrated Care Systems
In order to allow sufficient time for the remaining parliamentary stages of the Health and Care Bill,
a revised target date of 1 July 2022 has been agreed for the new arrangements to take effect and
Integrated Care Boards to be legally and operationally established.
We continue to work with local partners in south east London to develop the Integrated Care
System plans in our area and are taking part in the shadow structure that has been developed.
4. National guidance on reducing the burden of reporting
On 24 December, NHS England and NHS Improvement wrote to trusts outlining measures to
reduce the burden of reporting and releasing capacity to manage the Covid-19 pandemic. This
includes:
• Streamlining oversight meetings
• Streamlining assurance and reporting requirements
• Providing greater flexibility on various year-end submissions
• Focusing improvement resources on Covid-19, vaccination, discharge, urgent and
emergency care and elective recovery priorities

•

Only maintaining development workstreams that support recovery and safety.

This means that we will continue to hold board and committee meetings virtually and aim to
streamline agendas and papers where possible maintaining a focus on quality. Council of Governor
activities will continue virtually where Covid pressures allow and membership engagement will be
limited. We will follow the simplified requirements for the annual report 2021/22 and not include
a full quality report with external audit assurance.
We will also follow the updated national reporting requirements.
The guidance is available at:

C1518-Reducing-the-burden-of-reporting-and-releasing-capacity-to-manage-the-COVID-19pandemic-v2_060122.pdf (england.nhs.uk)

Regional/system update
South East Integrated Care System
Following a competitive recruitment process, Andrew Bland has been appointed as Chief Executive
Designate of the South East London Integrated Care Board, ready to take up post when the Health
and Care Bill receives Royal Assent.
Andrew has worked in south east London for many years and has a deep understanding of the
health and care system as well as strong and established relationships.

Organisational report
1. Covid-19 update
The situation at 6 Jan 2022 in Oxleas is:
(Figures in Nov report in brackets)

Staff Covid-19 positive
Staff absent due to other Covid-19
issues
Patients Covid-19 positive
(community and mental health beds)
Prisons
Wards in outbreak status
Covid- 19 vaccination
figures (23/12/21)
Lateral Flow Testing reporting

94 (9)
52 (26)
70 (1)
397 across 10 sites (47)
9
First dose = 84% (87%)
Second dose = 74% (75%)
Booster = 43% (25%)
Staff reporting at least twice weekly = 20%
(14%)
Staff reporting weekly = 30%

From the week commencing 20 December, we experienced an increase in both COVID-related
staff absences and the number of patients testing positive across our inpatient services, with
several mental health wards declaring outbreak status. (An outbreak is when there are two or
more related cases in a setting. In this situation extra cleaning, social distancing and infection
prevention steps are taken.) Although staff absences have been significant at times, we have not
entered full business continuity mode across our service lines (ie we have kept the range of our
services running and continued with face-to-face provision as appropriate). Instead, we have
reviewed staffing levels across all our teams on a daily basis and taken action to reduce any risk
caused by shortages. In our community health services we have, following national direction,
prioritised our urgent community response to alleviate pressure on local acute trusts. More details
are included in our operational report.
We have no issues to report around access to PPE. However, access to Lateral Flow Test kits has
been problematic for staff but our supplies have increased recently and we are making these
available to staff in contact with patients.

2.

Performance Overview

Patient experience

The dominant themes in our complaints remain Clinical care, attitude and behaviour and
communication.
Oxleas decided to continue with complaints throughout the pandemic, even when the process was
paused centrally during 2020. The strain on services in the pandemic has added to an existing
problem with delays in complaints being completed within our own internal target of 30 days.
A quality improvement project in Greenwich was completed at the end of 2021 to look at
systematic issues in those delays. This reduced the average delays from 50 to 40 days against the
30 day internal target. The project revealed the remaining delays were attributable to human, not
systematic factors. Similarly, a survey of people who had used our complaints process described
low satisfaction with the process (57% unsatisfied) and 38% describing inadequate liaison in the
process. Given so many complaints originate from communication and attitude issues, the patient
experience team has opted to use a different remedy of Experience Based Co-design, which was
successfully applied to complaints on our wards. This project has now begun with two pilots in
Bromley Adult Mental health and Physical health services. The project has a steering group of
service user, executive and non-executive director, and complaints and patient experience staff.
We are also joined by Greenwich University simulations team who will help design the roll out of a
new process when developed.

3. Trust developments and strategy delivery
Oxleas Recognition Awards
Our annual recognition awards were held virtually on 17 December 2021 and shared with
colleagues through a special Oxwide broadcast which can be viewed at
http://oxleas.nhs.uk/awards2021

We received hundreds of nominations from patients, carers, members, volunteers, partner
organisations and colleagues. The winners were:
Adult Acute and Crisis Mental Health Directorate Team of the Year Award
Winner: Millbrook Ward
Highly Commended: The Tarn and Intensive Home Treatment Team for Older Adults –
Bexley, Bromley and Greenwich
Adult Community Mental Health Directorate Team of the Year Award
Winner: Bromley West ICMP Team
Highly Commended: Greenwich Primary Care Plus Team and Bexley ICMP Team
Adult Community Physical Health Directorate Team of the Year Award
Winner: Frailty Team
Highly Commended: Bexley and Greenwich Heart Failure and Cardiac Rehab Team and
Diabetes Team Greenwich and Bexley
Adult Learning Disability Directorate Team of the Year Award
Winner: Intensive Community Support Team
Highly Commended: Greenwich Community Learning Disability Team and ASD Team
Children and Young People Directorate Team of the Year Award
Winner: Bexley Speech and Language Therapists
Highly Commended: Bexley CAMHS Admin Team and Immunisation Team
Forensic and Prisons Directorate Team of the Year Award
Winner: Band 2 support workers
Highly Commended: Early Days in Custody MH Support Team, HMP Elmley and Forensics
Service User Forum
Corporate Team of the Year Award
Winner: Covid-19 Vaccination Team
Highly Commended: Ad-hoc team, Informatics and Safeguarding Team
Shadow Executive Award
Winner: Cara Garrod, Greenwich CMHRES Team Manager

Highly Commended: Marlene Corke, Therapeutic Working Day Co-ordinator, Forensic
Services and Dr Femi Adebayo, Locum Consultant Psychiatrist, Greenwich West ADAPT
Team
Governors’ Award
Winners: Kerin Edwards, Social Inclusion Worker, Forensic Outreach Team and Helga
Crowley, Cardiac Rehabilitation Exercise Specialist, Community Heart Failure Team
Highly Commended: Susan Atkins, Community Staff Nurse, Oval District Nursing Team and
Lara Odukoya, Community Psychiatric Nurse, Bromley West PCP/ADAPT
Congratulations to all these colleagues.

Tackling violence and abuse
Tackling violence and abuse against our staff is a key part of our Oxleas strategy. Everyone
has a right to be safe at work and to access the support they need following a difficult
incident. Our new Violence and Abuse subgroup of the People Committee meets every six
weeks to track progress on the 4Ps - People, Prediction, Prevention, Prosecution and
Justice. Over the last month, we have:
•

•
•

•

Launched a new flowchart to set out the support available to all staff members who
experience violence and abuse. It applies to all incidences of violence and abuse,
including racist or homophobic abuse.
Spread the learning from the excellent 'Keep Me Safe' Quality Improvement work
that has resulted in significant reductions in violence and abuse.
Launch a new survey for anyone who has suffered violence or abuse in their work, to
find out if they received good support and if there are any improvements we can
make.
Invited affected staff to join a bi-monthly session on Teams with the Director of
Nursing and the Director of Strategy and People to hear from people directly about
their experiences and discuss scope for improvements.

Flu campaign
Our flu campaign continues with vaccination clinics available across our services. The
current uptake of flu vaccines is 37%.

Oxcare launch

We will be launching our new online health record, Oxcare, for patients and service users on
31 January 2022. This has been developed in collaboration with service users, clinicians and
colleagues from across the trust and will give service users control of their clinical and
personal information and allow them to decide with whom they share this information.
Several teams are already live on the system and over the coming months to project will roll
out to all teams.
The Oxcare platform will allow patients to view their:
• Outpatient letters and discharge summaries
• Care plans and add comments
• Medications
• Signposting information
• Guidance leaflets and videos
They will also be able to use the platform to:
• Complete forms prior to an appointment
• Book/cancel/reschedule appointments
• Undertake goal setting
• Receive alerts and reminders
• Complete diaries and trackers
More information is available at www.oxleas.nhs.uk/oxcare

Shadow Executive 2021
We are pleased to announce that a new cohort of Shadow Executive members has been
established for 2022. The new members of the Shadow Executive are:
Hilary Todhunter
Clare Denny
Vijay Chudasama
Hannah Olaniyan
Gemma Stamp
Khayrun Shah
Felicia Ajayi
Faizan Ul-Haq
Glen Jackson
Jesse Petherick
Martine Ukpong
Shamim Nakasita
They work across a range of services and represent a broad variety of professions. A
handover session from the 2021 Shadow Executive and induction has been organised.

NHS Staff survey
Our final response rate for the 2021 NHS Staff Survey was 52% which is an increase of 9% on
the previous year. The results will be released nationally in March.
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Board Operational Performance Report
Iain Dimond - Chief Operating Officer
Iain Dimond – Chief Operating Officer
Public

What is the purpose of For the Board’s information
bringing this report to
the Board meeting?
What risks/issues in the The Board is asked note:
report need to be
• Actions being taken by the service directorate senior management
noted or acted upon?
teams in collaboration with corporate colleagues to improve
recruitment and create greater management capacity
• Opening of new mental health assessment suite at Princess Royal
University Hospital
• Action being taken to achieve waiting time targets and manage
pressures on services
• Development/extension of new services including dementia care
home team, Maternal Mental Health Service and community
health frailty team service
• Impact of Covid on services
• Actions being taken in response to service quality concerns
Where has this report
N/A
been previously
discussed?
Are there any issues in No
the report that might
cause upset?
Glossary of
HBPOS – Health Based Place of Safety
terms/acronyms used
ED – Emergency Department
in the report
CRHTT – Crisis Resolution and Home Treatment Team
PICU – Psychiatric Intensive Care Unit
PTSD – Post Traumatic Stress Disorder
COPD – Chronic Obstructive Pulmonary Disease
MSK – Musculo-Skeletal
JET – Joint Emergency Team
ASD – Autistic Spectrum Disorder
LeDeR - learning from deaths of people with a learning disability
CAMHS – Child and Adolescent Mental Health Service
SLaM – South London and Maudsley

CQC – Care Quality Commission
Link to trust strategy

This report relates to the Trust’s strategy in several ways including:
• waiting times performance
• service line performance
• partnership working
• workforce

Link to Board
Assurance Framework

This relates to several BAF risks including those describing pressure on
services, staffing and service delivery.

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

Executive Summary

The report outline steps being taken to improve quality of services including
reducing waiting times.
The report outlines the impact of investment in several developments.
The development of new services such as Maternal Mental Health Services
and extending frailty services aim to improve access and equity.
The report outlines the impact of several developments on people using
our services and their families and their involvement in the programmes.

EXECUTIVE SUMMARY
This report provides a summary from each service directorate on
current achievements, challenges and developments.
Key Highlights
• Actions being taken in the acute and crisis mental health
directorate to improve recruitment and create greater
management capacity
• Opening of new mental health assessment suite at Princess
Royal University Hospital
• Action being taken to achieve community mental health service
waiting time targets
• Development of dementia care home teams – 1 year pilot
• Development of Maternal Mental Health Service
• Impact of Covid on community physical health and children’s
services
• Extension of community health frailty team service
• Extension of children’s community nursing service
• Pressures on ASD service and actions being taken in response

•
•

Update on prison bid submissions
HMP Wandsworth – quality and staffing challenges and actions being
taken in response

Additional information/analysis
Additional background information on items included can be provided
or briefing sessions/virtual visits arranged.
Action required
The Board is asked to note the report.

Board Operational Report
January 2022
Acute & Crisis Mental Health
Introduction
Following the reconfiguration to service lines, the directorate are identifying cost-neutral opportunities to establish
additional management capacity to balance the workload and improve the day-to-day governance of the services.
The directorate has 23 distinct clinical teams across 6 geographical clusters. The division also incorporates the site
administrative teams, crisis house and chaplaincy services. Our immediate priority is to establish a Band 8a lead for
older people services, double the Band 8C service manager capacity to 2.0WTE and add additional capacity for
Nursing/ Practice Development.
In December 2021, we appointed Associate Clinical Directors (3 x roles at 2xp.a.’s each) – roles which will serve to
support succession planning and development of clinical leaders. We will support the post holders to deliver
transformative change to address division wide issues, working with community colleagues to investigate and
address cross borough/ cross division issues.
Work with the Metropolitan Police
We have made progress with police colleagues in both the local Basic Command Units (BCU) for the Metropolitan
Police. BCU leads have agreed to a monthly single interface meeting to take a transformative approach to shared
system issues: the volume of s136 in ED, waits at HBPOS, understanding of s136, Affinity Protocol, Operation Cavell,
and general communication. We also want to improve information sharing on pan-London efforts to address
pathway issues that are not solely within the gift of Oxleas to resolve – digitisation of the s136 pathway, establishing
a suite of data; and revision of the s135 pathway. We aim to establish this meeting in Q4.
Finance
In terms of the financial position, our overspends are driven mainly by private bed spend on adult acute & male
PICU, temporary staffing and increased observations. We have completed a project to establish greater control and
oversight of bed management and we are now in the embedding phase. We have been impressed by the
engagement and creativity from all of our staff and are very happy with the speed of change. We have increased the
transparency on bed usage and introduced a proactive system for establishing capacity versus demand, which has
greatly improved our communication and anticipation of bottlenecks. The key now is for us to embed this change
and shift the culture permanently to one of proactivity and a collegiate approach to problem solving for the benefit
of patients. These new processes will be supported by a revised Bed Management Policy (draft due in Q4). We have
also begun to reset our income generation model which has been underperforming for at least 6 months. The
revised model will include improved operational oversight, marketing, and pricing. We will also work to conduct a
deeper dive into the drivers behind temporary staffing usage and staff for observations before we plan
transformative action.
Recruitment
Closely related to finance, is the challenge of recruitment. We will establish a division wide strategy for recruitmentthe vision for which is a quarterly templated exercise which will seek to recruit to multiple key roles (e.g. Band 5 and
Band 6 clinical staff) utilising significantly less admin, HR and management time and establishing consistent
thresholds for recruitment. We have discussed the design with HR colleagues, including how to harness TRAC as a
tool to support this model of recruitment in this way. The directorate has also asked for any surplus appointable
staff from other divisions to be re-directed to fill Acute & Crisis line vacancies. In the short term, we have already
established a small group to oversee the immediate recruitment to B5 and B6 vacancies in more challenged areas

such as Oxleas House). We expect services with common functions to already recruit together – e.g. Liaison,
CRHTT’s, wards. We have already instigated a simple mini-strategy to generate successful OT recruitment. We
noticed that many AHP (Allied Health Professional) posts are 0.2WTE or such. So, we will amalgamate such WTE to
establish full time roles which work across multiple teams, in the same geographical site.
We have recruited 3 x temporary Project leads to deliver priority projects for our patients and staff:
-

Winter pressure schemes (multiple schemes to improve flow, diversion from ED; and agility of CRHTT’s)
Crisis Resolution & Home Treatment Team: “re-set” of operational, clinical policy & process; reset of culture;
establishing a demand-capacity- productivity model, supported by a and activity dashboard
Liaison teams: “re-set” of operational, clinical policy & process; reset of culture; establishing a demandcapacity- productivity model, supported by a and activity dashboard

Service Developments
We are reviewing the contract and operational policy for the Crisis House, which has recently been granted planning
permission to re-locate to a building in Bexley. The refreshed processes will aim to support occupancy, which too
often runs at <50%.
We launched the Mental Assessment suite at the Princess Royal University Hospital on 20th December – delayed
from November 2021. At the time of writing, we have not received reports of any issues. The roll out will be
accompanied by an evaluation plan and weekly operational interface meetings. To enable the safe launch on the 20th
December, we approved the hiring of medical staffing and 24hr Band 7 clinical staff until the end of January to
mitigate against clinical capacity and clinical leadership gaps. This will have implications for budget control and so we
will need to design a solution in January.
We continue to review the Mental Health Assessment suite at Queen Elizabeth Hospital to make sure that the
staffing between this service and the Liaison team is loaded correctly. This review will inform the business case for
the building of a permanent suite on the QEH site. Like the PRUH assessment area, staffing costs are greater than
the original budget.
We have made excellent progress with the regeneration of the Crisis Line. We had a soft launch for in December and
our first cut of the data was presented on 23rd December. That service has additional clinical staff, call handlers and
a new telephony system. Early activity reports are positive and show a reduction in waits for calls to be answered,
longer calls and less instances of callers hanging up before the call is answered. We intend to rewire the 0300 blue
light advice line to the crisis line in early January. A public launch is scheduled for late January 2022. This service is
also a key foundation block to prepare for the reception of NHS111 Press 2 call activity expected in mid-2022. It is
important to note that the design and communication for this Crisis Line regeneration project – as well as the
membership of the steering group- is driven by service user representatives.
We have already begun to review the Male & Female PICU pathway and processes, as well as the Tarn PICU ward.
Establishing the true demand for Male & Female PICU is also critical to the SLP coordinated work on building a
female PICU ward in south London. We have already established that significant numbers of male and female
occupied bed days in the private sector are associated with waiting to return to an acute bed at Oxleas. We have also
established that we admit males to private PICU solely for reasons of “seclusion”. Despite seclusion being required
in theory for a short period, we admit them for a term of treatment. This intelligence will assist with reviewing our
internal culture and pathways as well as informing the plans for the Tarn environment (e.g. should we build a
seclusion room on the Tarn?).
We have improved the coordination of performance against indicators that we were previously struggling to meet.
We may see a dip in November/ December, but we feel that we have a sound system in place to ensure we meet the

targets for 72hr follow up & more importantly have isolated the reasons why we fail (e.g. administrative cover at
weekends).

Community Mental Health
Older People’s Mental Health
Challenges
The memory service continues with the implementation of the recovery plan to achieve the 6 weeks referral to
diagnosis target. In Greenwich we have continued with the Saturday clinics, using bank staff and we are edging
towards achieving the 15 assessments per week target. The complexity of referrals has increased in all three
boroughs.
Achievements
Despite an increase in referrals, all referrals are triaged and a plan implemented within 24 hours. Patients seen
within the 6-week timeframe, and on most occasions within 3 weeks of referral.
Service Developments
We are developing dementia care home teams in all three boroughs based on a model in Bromley that has existed
for a number of years. These teams will run as one year test and learn projects using transformation investment
slippage.
In Greenwich we have started the work with the CCG on the Dementia Care Pathway with joint working plans using
the local available resources for people with dementia, post diagnosis. These include the Dementia Inclusive Service,
Dementia Action Group, Dementia Network and MIND. These third sector organisations attend the Memorial Site
twice weekly to pick up referrals to their services and ensure that there is a better, more robust and holistic offer for
patients in the borough.
Adult Mental Health
Challenges
Increased demand
We continue to experience both increased demand and increased complexity. This is particularly impacting our
ADAPT pathways in all three boroughs. In Bexley where we have the longest waits, we are introducing additional
group intervention programmes to manage demand and are starting a review of the pathway at the end of January.
Workforce
Recruitment challenges are experienced across all of our teams with a particular difficulty in recruiting OTs, band 6
nurses and Doctors. We have been developing/utilising new roles in an attempt to attract new people to our teams
by providing interesting roles with a clear career pathway. An example of this are the new Clinical Associate
Psychologist posts and also the Mental Health practitioners, employed by MIND, who are being integrated into our
community teams. Our Directorate workforce group will be exploring how we can further challenge ourselves to
introduce new and different roles to support recruitment and retention.
Achievements
The Heads Together programme which provided bite size training to community staff is now well underway in
Greenwich and we are now extending the offer for other boroughs to attend. This programme has received good
feedback from frontline staff for whom it provided the opportunity to attend 12 sessions focussed on core aspects of
their roles.
We have been successful in agreeing a way forward with Greenwich GPs in recruiting Mental Health practitioners for
five PCNS (Primary Care Networks) and these roles are now out to advert, this means we now have finalised plans
across all three boroughs and, in Bromley, the first MHP has now started in role. The staff will be based in PCNs with

their supervision provided by Oxleas, and they will enable more rapid support to patients when they first present in
primary care.
Service Developments
Perinatal
We are currently developing a Maternal Mental Health service (MMHS). This was an ambition of the long-term plan
and is different from our existing perinatal service. It recognises that some women continue to fall through the gaps
in service provision. There are women who do not meet the criteria for perinatal services but do need mental health
support as a result of previous birth trauma or perinatal loss such as stillbirth, neonatal death or recurrent
miscarriage.
Core aims of the MMHS are therefore to:
1. Offer timely access to specialist assessment and evidence-based treatment with a focus on psychological
interventions in line with NICE guidance to women having moderate to severe or complex mental health difficulties
with a significant association with a trauma or loss in the maternity/perinatal/neonatal context and falling through
the gaps of existing service provision. This is likely to include women suffering PTSD associated with birth trauma or
perinatal loss (including loss through removal of a baby) or tokophobia.
2. Implement a holistic, personalised and trauma informed approach to care.
Across South East London it has been agreed that this new service offer will be an extension of existing perinatal
teams and we are working closely with our maternity services partners on developing the model for BBG.
Adult Community Physical Health
Introduction
At the time of writing, we are again operating within a Level 4 National Incident in response to the emergence of the
Omicron variant. Teams from across Adult Community Services have again stepped up to support our Acute hospitals
to discharge patients to the community whilst still experiencing high activity and increased sickness due to the new
variant. We have enacted or proposed plans for enacting business continuity plans in each borough.
We have also been asked to step up urgent Covid virtual ward capacity in the community with our Acute partner
providing Consultant cover. Both Greenwich and Bexley through the Respiratory and COPD teams will take between
20 to 40 patients from the beginning of January. This will require them to step down some of their other community
services in a phased approach based on their learning from wave 1.
Greenwich Challenges
The new variant has presented staffing and service challenges. Eltham Community Hospital (ECH) was closed for a
period of time due to an outbreak of Covid. Several staff remain off following this. MSK therapy staff have supported
ECH as therapy staff were particularly affected as well as nursing staff. Greenwich district nursing also experienced
an adverse impact on staffing and staff from continence, wound care and diabetes teams have supported them.
Pulmonary rehab face to face (f2f) group work was stood down nationally and other f2f group work was suspended
and will be reviewed after the holidays.

Greenwich Achievements
Frailty Pilot:
The Frailty team has completed its 12-month pilot period and the outcome report is soon to be circulated.
Preliminary data shows an improvement in wellbeing outcome measure scores, 100% positive patient and carer
experience, and significant benefit from the Pharmacy reviews and actions from multi-disciplinary meetings which
include the GP.
An extension of the funding has been secured due to investment in the Home First programme and from the Better
Care Fund. We now aim to expand from one Primary Care Network to additional GPs within Greenwich. The team
also won the Directorate Recognition award for the team of the year.
Greenwich Developments
Greenwich Lymphoedema Service:
Greenwich is the only borough in South east London that does not have a commissioned Lymphoedema service.
Following a series of meetings with the CCG and local stakeholders, non-recurrent funding has been secured to
develop the service through the recruitment of a Project Manager, specialist training for 10 staff, and provision of
specialist equipment. A business case is in development which will commit to investment in establishing a service for
Greenwich.
Bexley Developments
Rapid Response:
The Rapid Response team, along with JET in Greenwich, are part of the South East London Accelerator pilot for
developing an Urgent Crisis Response (UCR) service. As part of this process, we have been trialling new roles and we
have now recruited an agency paramedic to the team who began their induction on 30th December 21. During the
next 3 months we will be evaluating how their enhanced skills in triage and risk assessment, at a time of crisis,
impact on the management of patients in the community and to see whether there is a reduction in presentations at
the acute hospital. If the pilot if successful we will look to recruit to these posts substantively. Dr Yu, Consultant
Geriatrician will provide clinical oversight of the Paramedic during the pilot.
Supporting vulnerable people in the community:
With an increasing demand on the Bexley District Nursing service, we have been working with partners to identify
new ways to support the elderly and frail in the borough. We are working with our partners at the Hospice, One
Bexley and the local authority to develop a group of volunteers who are able to visit housebound patients identified
as vulnerable due to isolation. This approach will expand the existing befriending schemes within the borough and
aims to reduce the need for statutory services often caused by anxiety or loneliness. Our aim is to ‘link’ these
volunteers to our district nursing teams so that they can contact our staff should they have any concerns such as
person not taking their medication, not eating regularly etc. Recruitment to this scheme will be led by the Hospice.
Greenwich/Bexley Developments
Respiratory Diagnostic Clinics:
During the covid pandemic, COPD diagnostic services have been suspended due to the risk of coughing that the
spirometry procedure generates. Whilst this is not currently considered to be an aerosol generating procedure, the
forced blow manoeuvre and the possible spread of infected droplets means there are limitations on where and how
this can be performed to prevent the spread of covid. As part of a shared approach across South East London we are
now preparing to resume this activity with staff completing ARTP (Association for Respiratory Technology and

Physiology) Spirometry Certification and with a high-efficiency particulate (HEPA) air filtration system in place. The
Standard Operating Procedure will be reviewed at the Clinical Senate to complete internal governance procedures.

Adult Learning Disability
Challenges
ASD waiting times remain high and recruitment challenges remain, mitigated as far as possible through changes to
the roles in order to attract different candidates. The service is modelling the potential impact of additional staffing
in addressing the backlog in the next year, if there is successful recruitment, along with approaching private
providers for proposals for time limited support.
In ALD the impact of Covid-19 and IPC regulations mean that both the Day services and Hydrotherapy remain closed
at this time.
Service Developments:
Transition
QI work is underway to improve the identification of learning disability in 14-18 year olds and increase uptake of
annual health checks in the same age group.
A 10 item tool has been developed to empower young people and their families / carers to have informed
conversations with their GPs regarding inclusion on the Learning Disability register. The tool is to be completed at
Year 9 annual reviews if a learning disability is suspected and undiagnosed. GPs are to use the information on the
tool along with any pre-existent clinical coding to assist with decision making.
The tool is now in use in Bromley, and the team are currently engaging with GPs in Bexley and Greenwich and
accordingly adapting the tool and drafting a pathway. The Learning Disability register is also being sourced to check
efficacy.
Learning Disability and Autism Partnership Programme Lead (MH)
This fixed term post was successfully appointed to and we were pleased to welcome Lee Moore into the post. He has
already identified a number of areas of focus including:
1. Tacking low rates of DSR (a DSR is a dynamic support register, all MH teams should have one of these to
highlight any patients with LD or ASD that may eb at risk of admission); ensuring timely completion and
enabling focused strategies that can be embedded. The plan is to run this with systematic checks and if
possible link to a QI project related to vaccine (flu and Covid) uptake for those within scope of the project
and who have needle phobia.
2. Promoting the Programme Lead role more widely within the network with a video to share key messages.
3. Looking at the environment on the Acute MH wards to review any opportunities to further improve this for
those with a Learning Disability or Autism

Lead Clinician in Mortality and LeDeR
The Directorate has been fortunate to secure some funding from the LD and Autism Programme to create a Lead
Clinician in Mortality and LeDeR, Amy Radford has been successfully appointed to this post.
This is a part-time (0.6 wte) band 7 nursing post which is funded for 18 months.
The aims of the post are:

1. To support the ALD trained reviewers to complete allocated reviews within the agreed time limit; providing
clinical and emotional support where necessary and liaising with all external agencies to enable the review
process to run smoothly and efficiently. In April 2022 all reviews will be allocated externally and Oxleas
clinicians will no longer undertake reviews
2. To quality check completed reviews in partnership with LeDeR and Local Area Contacts where these exist
3. To report on local and national mortality data and learning themes (both within and outside ALD and Oxleas)
4. To work with the Community teams (with a focus on nursing) to support clinical developments and pathways
which have been identified as areas of focus; some of this work has already started and managed under the
Physical Health working group and includes areas such as Respiratory Management, End of Life, the
Deteriorating patient and Cardiac issues
5. From January 2022 deaths of people who have a confirmed ASD diagnosis will also fall under the scope of
the LeDeR programme and Amy will work to embed the processes which will need to be in place to include
this client group
6. To work with the new ICS LeDeR team structure to identify future learning from reviews and implement
change
This is a really exciting and innovative post and one which we will review regularly in order to monitor its outcomes
and success. We are confident that this role will enable us to further address the health inequities which sadly still
exist for people with learning disabilities and effect further change in clinical services.

Children and Young People Directorate
The Directorate has continued to deliver an extended children’s community nursing service through winter pressures
funding, enabling facilitation of early discharge of children and young people (CYP) from acute settings.
National plans for Phase 2 of the Covid-19 vaccination for 12–15-year-olds are underway, and we are planning for
this roll out. There will be challenges in meeting this requirement alongside the regular school aged immunisation
timetable.
We continue to work on service redesign in several areas. In CAMHS we are working collaboratively with Royal
Borough of Greenwich in the submission of a new service model for Greenwich Clinical In-reach. In Bexley, the
CAMHS service redesign has been built upon the principles of the National CAMHS i-Thrive Model. Implementation
plans will commence from March 2022.
Recruitment continues to be a challenge across many professions, specifically in CAMHS and therapy services. To
mitigate the impact of vacancies in therapies we have extended our contract with an external provider of speech and
language therapy. We are scoping a plan to over recruit for difficult to recruit posts and a meeting is scheduled with
finance to enable implementation of this.
Waiting times in CAMHS continue to be a challenge and have steadily increased post Covid. Several strategies are in
place to support a reduction in waits including a workforce recruitment and retention strategy, with adverts
including information on training, flexibility, and rotational opportunities. We continue to work on the development
of a tri-borough triage team and development of a digital offer in CAMHS. The work of the CAMHS improvement
group continues with a focus on reducing waits.
The Directorate Management Team have agreed a local CYP Strategy which links to the Oxleas’ Strategy. Directorate
Leads are taking forward areas of responsibility.

Forensics and Prison Directorate
Current Achievements
Kent Prison Contract -The team are now in the mobilisation/implementation stage involving engagement with the
commissioners, incumbent providers, and our new subcontractor providers. Everything is still on track for
commencing the new contract on the 1st April 2022.
The Heathrow IRC bid was submitted on the 11th November and we made it past the first hurdle and was invited to
the presentation assessment on 20th December. The Southwest England bid was submitted on the 6th December and
the Thames Valley bid was submitted on the 20th December. In total this covers 16 prisons.
Challenges
At HMP Wandsworth we are continuing progress on the action plan related to the 7 DICs with a specific focus on 5 key
metrics. Delivery of a corrective action plan following the CQC inspection is on track and there is a re-inspection due
in February 2022.
Our on-going challenges remain recruitment and retention of staff, specifically band 5 RMNs at the Bracton and band
5 RGNs and pharmacy technicians in Prisons. Additionally, we are looking to recruit band 7 psychologists across the
Directorate. There are national shortages of both these professional groups.
Developments
The Trust has formally given notice to SLaM where we mutually agreed to end their contract for mental health
services at HMP Wandsworth effective 1st April 2022. A transition been drafted and a project manager assigned to
work collaboratively between Oxleas and SLaM to ensure smooth handover and TUPE of staff. NHSE Commissioners
were also notified on this contract change and are supportive of our decision. The staff and Governor at
Wandsworth will be notified of this decision on the 5th January 2022.
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Paper relates directly to the implementation of Building block one (BB1);
delivering quality management. However, BB1 links to the three key priorities
and all the building blocks and references are made within the paper to these
links.
This relates to all quality of clinical care risks on the BAF, including;
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
Please summarise implications for:
The quality management framework (QMF) aims to ensure we have a culture of
Quality
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Summary

continuous improvement and learning
The QMF relates to effective use of resources and developing a return on
investment
The QMF is a key enabler of codesign and coproduction with users of services and
will impact on improving inequalities in health through our improvement
programmes
The QMF supports user, carer and staff involvement in identifying areas of concern
and working together to address them
The Oxleas Strategy 2021 – 2024 was agreed at the March 2021 board and in May
the trust board agreed that regular updates would be provided on the progress of
each of the strategy areas. The first update was presented to Board in July 2021 and
this outlined the case for change, how we will drive change, future plans to
implement and embed the QMF and how we will measure success.
We are now 3 years into our quality improvement journey. During these 3 years we
have made significant inroads. We have assessed our readiness, secured board
support and organisational buy in, and started to develop improvement capability
and the infrastructure. The introduction of the QMF and it’s positioning as BB1 has
provided a structure and vision to allow a culture of continuous improvement to
thrive. Despite the pandemic we are continuing to make good progress.

This paper provides the second update and concentrates on how we are progressing
against the set outcomes, in developing the infrastructure and shared purpose to
embed the QMF and the future direction we need to take to ensure we sustain and
organisational wide approach to improving outcomes.
It takes time for an improvement programme to embed. Maintaining momentum
takes as much effort and skill as getting started and we must continually evaluate
and adapt our approach to ensure we are achieving our vision. We must stay
focused and supportive in the face of external pressures, despite the uneven pace of
improvement. Over the next 2 years the key areas we must focus on are.
 Aligning our quality improvement to our trust strategic priorities
 Move to an internally motivated organisation
 Continue to build our quality control systems to enable us to have one
version of the truth
 Develop quality priorities that are meaningful and meet the needs of our
population and tackle inequalities in health
 Ensuring we coproduce and codesign our improvements
 Ensure our improvements are sustainable
 Work with our partners to implement system wide change

Recommendation To note the progress and future plans for the
implementation and embedding of the Quality management framework.

Building Block One - Delivering quality
management

Quality Management Framework (QMF) – Continuous
learning system
Introduction
This report provides the Board with the second update on the progress
to date on how we are implementing and embedding the Quality
Management Framework (QMF) and the future direction we need to
take to ensure we sustain an organisational wide approach to achieve a
continuous learning culture.
The tables provide an overview of the QMF 3 key enablers, 4 quality
components and their associated outcome measures, to be achieved by
December 2023.

Key Enablers / Quality Components
Clear vision and purpose
Being clear about how overarching
priorities, as set out in our strategy help
create a continuous learning system
Enabling leadership
Leadership that demonstrates the beliefs,
attitude, skills and behaviours that enable
improvement
Codesign and coproduction
Co-design and co-production – a culture
of listening and action

Outcome Measures
To achieve and sustain an
organisational-wide approach
The Oxleas population are
empowered to improve quality and
outcomes in care
Listen and respond to staff, patients,
and their families. Involving them in
improvement at every opportunity

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

Ensure all improvement activity is
aligned to our trust strategy and
priorities

Quality control
Maintaining quality and
knowing when it slips away.

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

Quality assurance
Independently checking the
quality

Embrace opportunities to learn and
improve internally. To value the
mirror we hold up to ourselves.

Quality improvement
Delivering the improvement

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

Key Enabler 1 - Clear vision and purpose
Being clear about how overarching priorities, as set out in our strategy
help create a continuous learning system
Outcome measure 1
To achieve and sustain an organisational-wide approach by December
2023.

This is the overarching outcome to evidence the successful
implementation of the QMF.
Progress

were at that time on our journey. The same self-assessment was
conducted at the November 2021 Qii committee, (a slightly different,
although comparable group). The results demonstrate that we are
continuing to make progress (despite the pandemic) and provides clear
guidance on how to move to the achieve the next level of capability. The
committee discussed these findings in detail and are currently reviewing
their terms of reference to ensure the committee is still fit for purpose.
A survey is currently being completed by the committee and further
discussion on the structure of the committee to support the future
direction of Qii will be concluded at the January committee.

Future direction
It takes time for an improvement programme to embed. Maintaining
momentum takes as much effort and skill as getting started. The Board
must stay focused and supportive in the face of external pressures,
despite the uneven pace of improvement. We need to:

In 2018 we started our quality improvement (Qi) journey. Three years
on we have made significant inroads. We have assessed our readiness,
secured board support and organisational buy in, and started to develop
improvement capability and the infrastructure. The development and
•
ratification of the QMF as building block 1 has further secured our vision,
however, to achieve and sustain an organisational wide approach we
•
need to continue to develop our infrastructure, align our improvement
activity to our strategic priorities and maintain Board support. By
introducing the QMF it has provided a structure and vision to allow a
•
culture of continuous improvement to thrive.
The Quality improvement and innovation committee (Qii) was
established in 2018 to provide a strategic platform for Qi and
demonstrate the Boards commitment and support for the programme.
In October 2019, the Board completed an IHI Improvement capability
self-assessment tool 1. This provided a benchmark regarding where we
1
IHI Improvement capability self-assessment tool (2017) accessed available to IHI members via
website.
2
CQC – Brief guide: assessing quality improvement in healthcare provider May 2019.

•

continue to build and embed the QMF infrastructure and align Qi to
our strategic priorities 2
increase scale up and spread (move to trust wide projects that are
completed as a series of PDSA’s to ensure bottom-up approach and
sustainability and adaptability for local variation) 3.
increase codesign and coproduction – the Oxleas community are involved
in all aspects of improvement.
ensure sustainability of change and maintain momentum - review of
our governance structures is currently underway, to integrate and
support the QMF including the Qii committee future form and
function.

Mary Dixon-Woods & Graham Martin Does quality improvement improve quality?
https://doi.org/10.7861/futurehosp.3-3-191 future Healthcare Journal (Oct 2016)
3

Key Enabler 2 – Enabling leadership

Other initiatives focused on building leadership capability include
speaker series on key topics such as compassionate leadership,
Leadership that demonstrates the beliefs, attitude, skills and behaviours leadership for improvement, team effectiveness and inclusive leadership.
that enable improvement
Our first two speaker series have been delivered by Professor Michael
West on compassionate leadership and team effectiveness. Action
Outcome measure 2
Learning Sets for senior staffing groups relating to specific topic areas
will be rolled out in quarter two in 2022.
The Oxleas population are empowered to improve quality and outcomes
in care
Future Direction

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

Supporting the leadership programme and our new organisational
values, a leadership behavioural framework is being developed covering
our key expectations of leaders at different levels e.g., early, senior, and
executive. Behaviours supporting co-production, patient experience and
Progress
quality management will be a key feature within this framework. 3600
feedbacks will also be introduced to support leaders identify their
We have recently launched the registration for our new OxLead Early
strengths and development area against the framework and build
Leaders programme, being delivered in collaboration with Tavistock and effective development plans.
Portman NHS Trust. The programme will take 400 of our early leaders
over a two-year period through a 12-month development programme.
To redesign the previous Qi training for senior leaders and rebrand into
The focus will be to support our first level leaders to find their leadership quality management.
voice, build effective and engaged teams and create safe environments
where patient experience, improvement, innovation and performance
To further build on the training and
are central to how we deliver high quality, compassionate patient care. coaching programmes delivered through
the Trust and in partnership with the
190 managers in clinical roles are due to start the programme in January South London Partnership.
2021. Two of the modules within the programme are focused on Coproduction and Quality Management. Participants will gain a strong
foundational understanding of the Quality Management Framework and
how best to put it into practice and embed it into their work
environment. They will also develop a good understanding of key
principles supporting co-production and build confidence to apply
involvement and co-production in their daily work.

Key Enabler 3 – Codesign and Co-production
Co-design and co-production – a culture of listening and action

2019 (big I and little I refers to those who have coproduced or
codesigned the projects respectively) There was a drop in 2020 due to
the reduction in Qi work undertaken throughout the pandemic however
this has now been rectified and continues on an improvement trajectory.

Outcome measure 3
Listen and respond to staff, patients, and their families. Involving them
in improvement at every opportunity

By December 2023 100% of appropriate Qi projects will be either
codesigned or coproduced with staff and/or the people we care for.
This links directly with Building block 2 - Bolstering our service user,
patient, carer involvement and co-production. This is reported separately
to Board; therefore the measure of achievement is based on co-design
and coproduction of our Oxleas community in quality improvement.

Progress

A co-produced, Qi training package for service users and carers is now
in place monthly, delivered face to face. This training was codesigned
and is co-facilitated, and it is expected that this training package will
support more service users and carers to become involved in Qi
projects.
Firmer links have been made with
volunteering services and a clear
process agreed for identifying service
users/carers who would like to be
involved in a project if support is
needed.
The graph demonstrates the gradual
improvement in the number of people
involved in our Qi projects since April

Future direction
•
•

Increase service user/carer involvement in all improvement work
(link with building block two- bolstering our service user, carer
involvement and co-production action plan)
Staff and service user engagement to aid the development of the
quality priorities for each directorate. Listening to staff through
various methodologies including staff surveys, engagement
meetings, training, improving lives reviews to generate and
empower improvements.

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

Outcome measure 4
Ensure all improvement activity is aligned to our trust strategy and
priorities

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

Progress
Integration of a Quality Impact Assessment (QIA) within all
significant service change, new service, or improvement
programmes. This has been successfully implemented as part of
the pre-approval process. All high risk QIA’s (score 8 or above
post mitigations) are reviewed by the clinical senate and
recommendations are made to the executive team and PQAC.
Newly revised quality priorities process agreed - developed based
on quality management data - and with engagement with public
and staff. 3 directorates have trialled this year having their own
specific quality priorities.

Future direction
One of the challenges of implementing sustainable quality
improvement is the hundred flower problem; how do you maintain
a bottom-up approach but still align to the strategic direction and
trust priorities to allow the hundred flowers to bloom in the same
direction? To combat this challenge the revised process will be
implemented for the 2022/23 quality priority development.
Through analysis of the quality control, assurance and
improvement data and truly understanding the needs of our staff
and population through codesign and coproduction
methodologies, meaningful quality priorities will be developed
based on our main wicked problems. This in principle will then
stimulate the desire for services to improve and generate bottomup change ideas. Where applicable some of the priorities for
improvement will be trust-wide e.g., care planning is a universal
wicked problem.
Continue to develop new ways to understand the needs of the
population and inequalities in health (link with building block 4 –
Increasing our focus on service inequalities)

Quality control
Maintaining quality and knowing when it slips
away.

Outcome measure 5
Robust quality control systems that provide one accurate version
of the truth about what is and isn’t working

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

Progress
The service level dashboard development work continues.
A new process has been approved to support the amendment and
development of the Integrated Board report and quality
dashboards, enabling effective reporting routes to Board. This
includes performance and quality metrics.

Future direction
Alongside the creation of the relevant datasets, the Trust’s current
governance processes are being reviewed to ensure that accurate
and timely information is available, shared, discussed and where
necessary, action is taken.

Each dashboard (once developed) will have the capacity to report
accurate and timely compliance/progress for each set of indicators
at a team, directorate and Trust-wide level which will facilitate
both local and strategic focussed discussions through exception
reporting. This will also reduce duplication of the same discussion
at different meetings and the burden of multiple report
generation. With a clear focus on exception reporting this
approach will enable us to embed an improvement approach
which delivers sustained improvements via the Trust’s Quality
Management Framework. This will provide a robust quality control
system that provides one version of the truth about what is and
isn’t working and where the risks are.
To support this work, the quality management team are currently
reviewing the structure of the team to ensure it remains fit for purpose
and can provide adequate support. It is proposed that a new sub-team
will be developed (utilising existing budget). The specialist sub-team
will focus on analysis of data, to identify priority areas for improvement,
ensuring data is developed for improvement rather than judgement for
all quality priorities and Qi projects and effective monitoring of the
changes to ensure sustainability. Liaison with the PMO and business
offices regarding performance and quality data exception reporting and
with informatics regarding developing and monitoring quality metrics.
A new real time auditing system is being investigated with the plan
to implement early 2022.

Quality assurance
Independently checking the quality

Outcome measure 6

Embrace opportunities to learn and improve internally. To value
the mirror, we hold up to ourselves.

A culture shift to internally motivated to improve rather than
externally focused as evidenced by improvements seen through
clinical audit, the improving lives programme etc.

Case for change

There are two main drivers as to why we need to adapt the way
in which we conduct quality assurance within Oxleas.
• Changes to the way we are regulated (CQC 2021 strategy 4) –
revised strategy focuses on regulating across systems and
inequalities in health. Increase emphasis on regulating via a
risk-based model and particularly regulating safe care and the
safety and learning culture.
• Improving and sustaining improvements in quality – Oxleas
has been more externally motivated to implement
improvements (such as CQC inspection reports) than
internally. A systematic review identified this as one of the 4
characteristics to why some organisations struggle to do
sustainable change 5

4

CQC – A new strategy for the changing world of health and social care – Our strategy
from 2021.

Progress

Improving Lives Review (ILP) - In 2020, the existing peer review
programme was reimagined into the ILP with the aim to be a
supportive, continuous learning process to shift the motivation for
change from externally to internally driven. Due to the pandemic
in 2020 the programme was only able to be conducted on a small
number of services however, this provided a good opportunity to
evaluate the programme through a test and learn approach. The
programme started in earnest in April 2021, since then, 37
services across 12 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 37 services, 68% (25)
were rated overall as ‘Good’, 21% (8) rated as ‘Great’ and 11%
(4) of services as requires improvement.

Vaughn et al, (2019) Characteristics of healthcare organisations struggling to improve
quality: results from a systematic review of qualitative studies. BMJ Quality and Safety
2019:28: 74-84

5

The graph depicts an overview of the rating provided for each of
the domains reviewed. This demonstrates Oxleas strongest
domain is Caring, and overall weakest domain is Responsive (due
to care planning and waiting times).

Interactive audit training has also been developed to raise
awareness and the capability of staff.

As part of the ILP, a focused assurance visit (follow up visit) to
services where a 'Requires improvement' rating has been given
takes place, with a focus on gaining assurance of
improvements. These are completed within 6 months following
the ILP, dependant on the level of risk. All focused assurance
visits have provided evidence of learning and improvement in the
services

When the CQC strategy is implemented, it will mean an increased
focus will be placed on trusts’ core services that are considered
high risk (through intelligent collection; complaints, incidents,
whistleblowing etc). We will continue to see (as we did during the
pandemic) focused responsive inspections rather than the
previous full inspection model utilised in the past. This will pose us
with a much higher risk of our overall rating being affected when
our well led is conducted due to the large number of core services
we provide (19). Within the quality management team there are
currently four quality assurance leads that are aligned to the 6/7
directorates. With the development of the QMF, CQC revised
approach and particularly the ILP the role of the QA lead has
evolved. They now have an increased focus on assuring
standards of care are being met particularly regarding safe care
delivery through a risk-based model. The role includes ‘just do it’ /
rapid quality improvement. Responsible for improving lives
reviews and ensuring shared learning is embedded and
improvements made are sustainable to assist with the shift to
internally focused improvements. They will also support the
development and monitoring of quality impact assessments.

1. Heath clinic saw the service being re-rated from ‘Requires
Improvement’ to ‘Good’ overall with effective being rated
‘Great’.
2. Hazelwood clinic's rating remained the same, despite
improvement in many areas, there were breaches around
information governance and good governance
3. HMP Maidstone (Primary Care) received a focused assurance
visit in November, were re-rated ‘Good’ Overall, with Effective
and Well led domains improving to ‘Good’ from ‘Requires
Improvement’.
As the programme continues and all the services are revisited, a
full evaluation of the effectiveness of the programme to stimulate
improvements will be measured.
Clinical Audit - In 2020, KPMG conducted an audit of the clinical
audit processes and gave it an amber / red rating. All the actions
have now been completed; a centralised repository has been
developed and an annual audit plan and report, that encapsulates
all the clinical audits that are being undertaken within the trust.

Future direction

Quality Governance - In light of the realignment to service lines
from boroughs, a full clinical governance review is being
conducted and the terms of reference (TOR) for PQAC and
directorate groups e.g., patient safety group, are being revised to
incorporate the quality management framework. The executive
Quality assurance meeting TOR are being reviewed to ensure
there is robust internal review and accountability for improving
areas of concern from both internal and external scrutiny.

Quality improvement
Delivering the improvement

Outcome measure 7

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

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

Case for change

To be able to move to the next stage of our improvement
journey by aligning Qi to our strategic priorities, increasing
scale up and spread and increasing codesign and
coproduction
• System wide Qi (ICS development and NQB shared
commitment to quality) – develop to ensure we have capacity
to partake and lead system wide Qi, particularly focusing on
inequalities in health and social care and improvements that
will have the largest impact for the local population. 6
• Increased return on investment – with the improvements in
scale up and spread, quality assurance and rapid
improvement and potential cost avoidance in the need for

•

6
IHI Whole System Quality – A unified approach to building responsive, resilient health
care systems White Paper ihi.org

external companies supporting trust wide transformation and
Qi e.g. Moorhouse.

Progress
The current Qi programme and resource has successfully enabled
the trust to continue on our improvement journey. The pandemic
did impact on the ability for the team to deliver Qi training and the
continuation of some projects. However, what we did see (which
is unfortunately not quantifiable) was staff using Qi principles and
the QMF to illicit rapid change and improvements. It evidenced
that Oxleas are already well on the way to achieving a culture of
continual learning and improvement. The annual Qi report for
2020/21 provides an overview of the progress to date and a proxy
measurement for the return of investment. All directorates are
now participating in Qi initiatives and the clinical directors have
accountability within their directors for Qi.
During the pandemic the Qi leads worked with the directors to
cleanse their projects to ensure they were being recorded under
the right methodology e.g., audit, Qi, service evaluation and a Qi
tool kit was developed. Training is constantly being adapted to
meet the needs of our staff and service users. For example, virtual
interactive training was developed during the pandemic and some
training has been designed into bitesize sessions to support and
coach our staff through the different stages of a Qi project.
With the implementation of an integrated care system in April
2022 there will be the potential to increase and influence quality
improvement across the whole system. We are well placed to lead
on some of this work in the future. Within the SLP we have been

leading the violence and aggression Qi programme (linked with
BB6) and we have recently initiated a reducing restrictive practice
Qi as part of the mental health safety improvement programme
(MHSIP) (link with BB3 creating a safety and learning culture).

Future direction
A discussion/options paper will be developed in early 2022 to
review the role of the Qi team especially now the transformation
lead has transferred into the team from the PMO. It will be
proposed that the Qi teams’ role is amended from supporting local
projects via service line or directorate level to supporting with trust
wide/ system wide Qi projects and transformation, therefore
providing the trust with an inhouse specialist improvement team.
This will enable the trust to move to the next stage of our
improvement journey.
Within the quality improvement team, the focus will be on
ensuring:
• All projects supported by the team align to the trusts and
directorates strategic priorities
• We triage the right quality improvement approach
• Continue to build the will, capacity, and capability to conduct
Qi training and coaching
• The right scale up and spread methodology is applied to
ensure sustainable change
• Qi digital solutions are utilised where able (link with BB7
increasing digital and remote service delivery)
• Continue to review return on investment (link with BB8Making the best use of our resources)
• Increase system wide improvement through partnership
working across ICS partners (link with BB5 – effective
partnership working) ensuring a focus is placed on reducing

•

health inequalities (link with BB4 – increasing our focus on
service inequalities)
Codesign and coproduction - Ensure all projects involve our
people and the people we care for.

Summary
Overall, we are making very good progress on implementing and
developing the infrastructure to enable the QMF to be embedded
and have a continuous learning culture. We are now 3 years into
our improvement journey and despite the pandemic we are
continuing to progress.
Over the next 2 years the key areas we must focus on are.
 Aligning our quality improvement to our trust strategic
priorities
 Move to an internally motivated organisation
 Continue to build our quality control systems to enable us
to have one version of the truth
 Develop quality priorities that are meaningful and meet the
needs of our population and tackle inequalities in health
 Ensuring we coproduce and codesign our improvements
 Ensure our improvements are sustainable
 Work with our partners to implement system wide change
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Mandatory Vaccination
Kim Gilbey, Associate Director of People
Rachel Clare Evans, Director of Strategy & People and Iain Dimond, Chief
Operating Officer
No
For the Board’s information

What risks/issues in the We have a significant proportion of staff members (c30%) who may not
report need to be
yet have been double-vaccinated, although some have received their first
noted or acted upon?
vaccine. We will be undertaking a cleanse of the data once the relevant
Information Governance requirements have been complied with.

Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

This will become a mandatory requirement for staff from 1 April 2022, for
staff members who are involved in a CQC-regulated activity and have
contact with service users and who are not medically exempt.
Executive Committee
No
N/A

Link to trust strategy

All our strategic priorities require us to have appropriate staffing levels.

Link to Board
Assurance Framework

BAF risk 1213 relates to vacancies and recruitment pressures

Please summarise
implications for:
Quality
Finances

If large numbers of staff choose not to comply with the regulations, we
will have increased vacancies across the Trust, which will have an adverse
effect on the safety and quality of the services we will be able to deliver.
There will be additional costs in recruitment and temporary staffing
cover to mitigate against any vacancies.

Equality analysis
Service users/
carers/staff

Executive Summary

An Equality Impact Assessment is being completed as part of the project.
There may be concerns regarding continuity of care and access to
services if we need to redesign our offer based on reduced staffing
numbers.

EXECUTIVE SUMMARY (High-level / strategic summary)
On 9 November 2021, the Department of Health and Social Care laid
regulations which amend the Health and Social Care Act, to provide that
registered bodies can only employ or otherwise engage a person in
respect of a CQC-regulated activity if the individual provides evidence
that they have been double vaccinated or are medically exempt.
These regulations apply to all health and social care workers, bank and
agency staff, honorary workers, volunteers, locums, students or
independent contractors who have face-to-face contact with service
users. It also includes non-clinical workers (such as ancillary or
administrative staff) who may have direct face-to-face contact with
patients but are not directly involved in their care. The regulations also
apply where a regulated activity is contracted to another provider.
We are expecting these regulations to be formally approved around 6
January 2022, in which case they will come into force on 1 April 2022,
allowing a 12-week grace period. In order to meet this deadline, all
individuals who are in scope of the regulations and are currently
unvaccinated need to receive their first dose of the vaccination by 3
February 2022 (any delays in Parliamentary approval will delay this
implementation timeline).
Key Highlights, Issues and Exceptions
We have developed a Trustwide communications programme to build
confidence in vaccination and understanding of the mandatory
requirement. Drop-in sessions for staff members and managers are
being held throughout January to provide support, guidance and
reassurance.
An internal Steering Group has been established, which will meet weekly
from 11 January 2022 and a Project Lead has been appointed. Additional
support is required to support with data validation and communication
with affected staff members.

Weekly meetings are being held with Workforce Leads across the ICS to
ensure consistency of approach.
Additional information/analysis
Staff have been notified that we will begin looking up their records on
the National Immunisation and Vaccination database (NIVS) unless they
object before 5pm on 7 January 2021. We are anticipating that we will
be able to validate our data and reduce the number of staff who are
potentially at risk the week commencing 10 January. Letters to all staff
who are not identified as being double vaccinated will be sent on 17
January. Managers are being asked to start informal discussions with
their team members from 6 January. Additional guidance for
redeployment and formal dismissal processes is expected to be
published by NHSE/I on 16 January.
Action required
This report is being shared with the Board for information purposes.

Mandatory Vaccination
Regulations
On 9 November 2021, the Department of Health and Social Care laid regulations which amend the
Health and Social Care Act, to provide that registered bodies can only employ or otherwise engage a
person in respect of a CQC-regulated activity if the individual provides evidence that they have been
double vaccinated or are medically exempt.
These regulations apply to all health and social care workers, bank and agency staff, honorary workers,
volunteers, locums, students or independent contractors who have face-to-face contact with service
users. It also includes non-clinical workers (such as ancillary or administrative staff) who may have
direct face-to-face contact with patients but are not directly involved in their care. The regulations
also apply where a regulated activity is contracted to another provider.
We are expecting these regulations to be formally approved on 6 January 2022, in which case they will
come into force on 1 April 2022, allowing a 12-week grace period. In order to meet this deadline, all
individuals who are in scope of the regulations and are currently unvaccinated need to receive their
first dose of the vaccination by 3 February 2022 (any delays in Parliamentary approval will delay the
implementation timeline).
Who is in scope?
All workers who have face-to-face contact with patients and/or service users and who are deployed
as part of CQC-regulated activity.
This includes individuals working in non-clinical ancillary roles who enter areas that are utilised for the
provision of a CQC-regulated activity as part of their role and who may have social contact with
patients, but are not directly involved in patient care (e.g. receptionists, ward clerks, porters and
cleaners), regardless of contracted hours or working arrangements.
All honorary, voluntary, locum, bank and agency workers, independent contractors, students/trainees
over 18 and any other temporary workers are also potentially in scope.
The requirement does not apply to those employed, or otherwise engaged, in the provision of a CQCregulated activity if they do not have direct face-to-face contact with patients and/or services users.
For example, those whose roles involve providing all care remotely (such as through triage or
telephone consultations) or those in Corporate roles working on sites separate from patient areas.
However, if people in Corporate teams are expected to visit clinical areas where CQC-regulated
services are provided, not matter how infrequently, they will be in scope.
Although the guidance published on 6 December 2021 states that those staff members who are
providing care remotely will be exempt, anyone who would have seen patients in a face-to-face setting
prior to Covid (but has been working remotely on a temporary basis because of lockdown restrictions
or health risks) will be in scope, as this would be a normal requirement of their role. We may need to
mobilise this workforce at short notice to see patients in a face-to-face setting so we require these
staff members to adhere to the same regulations as their colleagues.
People on long-term absence from work, such as maternity leave, shared parental leave, career breaks
or sickness absence, are not in scope unless and until they return to having face-to-face contact.
A person may be deployed in the provision of the regulated activity despite not having been
vaccinated if that person:
• Is under the age of 18
• Is medically exempt

•
•

Is exempt due to a short-term medical condition (which is an option that some pregnant
women may choose to take; for pregnant women the exemption expires 16 weeks postpartum and will allow them to become fully vaccinated after birth)
Has taken part or is currently taking part in a clinical trial for a COVID-19 vaccine.

Medical Exemption
The current government guidance (published on 1 October 2021) confirms that possible reasons for
medical exemptions are limited. From 25 December 2021, staff can no longer self-certify that they are
medically exempt, and all exemptions need to be confirmed by a doctor, specialist clinician or midwife,
using the NHS Covid Pass medical exemption application form.
As the guidance and requirements have changed since the start of the pandemic, we need to review
the medical exemption information we have already received for staff members, to ensure this meets
the new requirements.
Staff who are medically exempt can continue working, however, we will be required to take steps to
ensure the health and safety of the individual, their colleagues, patients and visitors. Managers will be
required to update existing risk assessments to ascertain the potential risk of Covid-19 spread caused
by unvaccinated (but exempt) workers. As a result of this assessment, managers may be required to
put in place other measures and reasonable adjustments to help reduce the risk (to include a review
of PPE use, regular lateral flow testing, remote working, sufficiently ventilated workplaces, cleaning
regimes, hand hygiene etc).
All individuals who are medically exempt (including pregnant women) will be referred to Occupational
Health for advice and recommendations regarding reasonable adjustments.
Current Position

Staff Group

Covid-19
Covid-19
Covid-19
Covid-19
Headcount Vaccination 1 Vaccination 1 Vaccination 2 Vaccination 2
Given %
Not Given %
Given %
Not Given %

Add Prof Scientific and Tech

426

77%

23%

69%

8%

Additional Clinical Services

819

74%

26%

62%

12%

Administrative and Clerical

898

85%

15%

78%

7%

Allied Health Professionals

456

80%

20%

73%

7%

Estates and Ancillary

11

73%

27%

55%

18%

Healthcare Scientists

4

100%

0%

100%

0%

Medical

189

82%

18%

72%

10%

Nursing

1189

76%

24%

64%

12%

Students

8

75%

25%

75%

0%

Grand Total

4000

78%

22%

69%

31%

Staff Group

Covid-19
Covid-19
Covid-19
Covid-19
Headcount Vaccination 1 Vaccination 1 Vaccination 2 Vaccination 2
Given %
Not Given %
Given %
Not Given %

Acute & Crisis

565

73%

27%

60%

40%

Community Mental Health

679

79%

21%

70%

30%

Community Physical Health

709

80%

20%

68%

32%

ALD

156

85%

15%

83%

17%

CYP

665

81%

19%

73%

27%

Corporate

415

89%

11%

84%

16%

Forensics

371

74%

26%

63%

37%

Prisons

440

69%

31%

59%

41%

Grand Total

4000

78%

22%

69%

31%

We are continuing to cleanse the data to ensure we can accurately capture the status of each staff
member. We are also circulating the data on a weekly basis, so managers can identify which staff
members they need to meet with to hold supportive 1:1 conversations about their position.
Directorates will also need to develop business continuity plans in the event that staff who are
currently unvaccinated choose not to take up the vaccine. We need to proactively plan and identify
potential workforce reconfigurations and redesign, ahead of 1 April 2022, to minimise disruption to
services and ensure we can support all of our remaining staff members. An update on business
planning will be brought to the March People Committee and the March Board.
Position for staff members

Double vaccinated – Information has already been verified. No further action needed.

Medically exempt – Ensure we hold the correct verification records.
Single vaccination completed – Managers to meet with staff to understand their experience and offer
support for the administration of the second vaccination. There is a longer timeframe for completion (by 1
April 2022).
Not vaccinated – Managers to meet with staff to understand their reservations, encourage engagement
with the vaccination programme and discuss support options. If staff members decline, this will lead to
notice being given to terminate their contract (hearings to take place from 4 February 2022).
Redeployed staff (previously working in Care Homes) – Redeployment or reallocation of duties may not be
sustainable now. This needs to be revisited.

Managers will be asked to have supportive conversations with staff members who are not yet double
vaccinated, from 6 January 2022 onwards, to ensure individuals have as much time as possible to get
vaccinated and protect their employment. Drop-in sessions for Managers have been organised
throughout January to answer any questions they have on this and a toolkit is also being produced, so
we have consistent messages for staff.

Other areas of activity to meet the Regulations
Students: We have students in nursing, medical and AHP placements across the Trust. We are
currently contacting all Higher Education Institutions to confirm the arrangements they have in place
for healthcare students to meet these requirements and to confirm their plans to support those
students who are not yet fully vaccinated. Students and trainees who opt not to have the vaccination
will be directed to their education provider to discuss the impact this will have on their progression
through the programme.
Volunteers: We are contacting all volunteers (approx. 300) to ensure they are also aware of this
requirement and have been gathering their vaccination information to enable them to continue
working in our clinical settings. All communication and engagement plans will be shared with them
to drive up vaccination uptake.
Contractors: We do not directly employ the majority of our ancillary staff, so we are also contacting
the employing organisations to ensure they are implementing these regulations and can provide
assurance regarding compliance. The scenarios published in the DHSC guidance on 6 December 2021
make a clear differentiation between workers who are deployed for the provision of a CQC-regulated
activity and those who are not. We are seeking additional clarification about these, to ensure we can
give appropriate guidance to the employers of our soft FM staff, for example, who will have face-toface patient contact during the course of their roles.
Agency Workers: Contact with all of the Agencies, who provide us with temporary workers, is being
made by the ICS to ensure they are adhering to the same guidelines where workers have face-to-face
contact with patients and/or service users.
Bank Staff: We will ensure that all of our Bank staff meet the requirements in order to undertake shifts
from 1 April 2022 onwards.
Honorary Contracts: We need to identify all individuals who are working with us on honorary
contracts and ensure Service Teams can identify a) which contracts are still current and b) which
individuals have patient contact. We will need to ensure that all staff members who are not directly
employed by NHS organisations are double vaccinated by 31 March 2022.
We will be required to demonstrate that we have systems and processes in place to evidence and
monitor compliance for all of these groups.
Recruitment: We will make the new requirement clear within our recruitment material and ensure
that those at any stage of selection are aware of this requirement. Occupational Health screening
processes are being amended to check Covis-19 vaccination status as a condition of employment.
Support
We are conscious that this is going to be a difficult time for colleagues who have reservations about
having the vaccination. Targeted information is available to tackle misconceptions around
vaccinations. Additional Listening Sessions have been organised for staff to give them a safe space to
talk about their concerns with members of the Exec (the first was held on 6 December and two more
sessions have been scheduled for 4 and 12 January 2022).
We have also communicated that staff members can contact our expert professionals, who can
answer their questions;
Paul Maycock, Chief Pharmacist: paul.maycock@nhs.net
Jane Wells, Director of Nursing: jane.wells1@nhs.et
Abi Fadipe, Joint Interim Medical Director: a.fadipe@nhs.net
Tom Clark, Joint Interim Medical Director: tomclark1@nhs.net

Line Managers should also be having supportive 1:1 conversations with their team members to
understand their reservations and we have arranged drop-in sessions for managers with members of
the People Team to support them with these discussions and answer any questions they have. These
are being held on 10, 13, 17 and 20 January.
The BAMEx Staff Network are also holding an open event on 11 January (a morning and evening
session) for members to discuss any concerns they may have. In addition, they are offering one-toone sessions for staff members who would rather have a more personal discussion.
We will continue to send regular communications to staff about the support options available.
Next Steps
Phase 1 – Initial Engagement (January 2022)
-

Weekly Covid calls have been set up internally to monitor progress and agree our Trust approach.
Updated compliance lists will continue to be sent to local managers on a weekly basis and we will
continue to review and assess which roles fall within the scope of the new regulations.

-

We will be actively encouraging the uptake of vaccination via communication and engagement
sessions. Evidence has shown that sensitive 1:1 conversations, approached with empathy and
respect are the best way to convert vaccine hesitancy to vaccine uptake. We will be working with
managers to ensure they feel well-informed and able to hold these discussions with their team
members.

-

Agree arrangements with suppliers of temporary workers, education institutions who provide
students, and any other partners who supply workers or volunteers who will be required to
evidence vaccination compliance.

-

Letters will be sent to staff members who are not recorded as being double vaccinated on our
systems, setting out the requirements and encouraging them to access the support options
available. We are having regular meetings across the ICS, to ensure our approach is consistent
with other NHS trusts.

-

Contact will also be made with staff members who have previously declared they are medically
exempt, to ensure they are clear about the new regulations and the application processes for
medical exemption.

-

We will start to consider options for potential redeployment to non-face-to-face roles and review
whether there is scope for certain roles to be redesigned to enable reallocation or restriction of
duties (taking into consideration the impact upon other staff and services).

-

We will review and update our Privacy Notices to ensure the data information and collection
requirements reflect the new regulations.

-

Wording in our adverts will be clear that any newly recruited staff members will need to be fully
vaccinated, where they are in patient-facing roles.

-

A Vaccination as a Condition of Deployment policy will be published, following approval from
staffside, based on the DHSC guidance. This will detail the steps that will need to be taken if staff
members choose not to get vaccinated (template expected from NHSE/I 16 January 2022).

-

We will liaise with our local staffside representatives to ensure they are fully aware of the potential
implications of the regulations and are offering support to staff.

Phase 2 – Final validation and Hearings (4 February – 31 March 2022)
-

Staff who have not had their first dose of the vaccination will be invited to a formal hearing and
notice will be issued to terminate their contract.

-

Undecided staff who have had one dose will be given ten days to confirm/book their second
appointment after 3 February 2022.

-

We will create template management reports for ease of use for presenting managers. Panel
Chairs will be supported by HR Business Partners, as we anticipate these will be emotive and there
will be the potential for difficult discussions about people’s personal circumstances as well as
debates about whether their roles are in scope.

-

Offer letters and contracts will be updated to include a provision about vaccination and clinical
exemption.

Phase 3 – Appeals against dismissal
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Mortality Surveillance Report Quarter 2
Lynda Longhurst, Head of Patient Experience and Patient Safety
Jane Wells, Director of Nursing
The report is not confidential and is unrestricted

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

To assure the Board that our deaths are being reviewed and satisfies the
requirements to report to Boards as a requirement of NHSE/I. The Board
are asked to note the report.

What risks/issues in the
report need to be
noted or acted upon?

•
•

•

The paper provides assurance that all deaths of people receiving
our services have been reviewed to identify any care issues.
There has been a 25% increase in demand on district nursing
services against pre-pandemic levels. This includes an increase in
supporting patients at the end of their lives. Actions taken in
response to this include increasing training and changes in
practice.
The learning being taken from the National Confidential Inquiry
into Suicide and Safety in Mental Health and the South East
London Integrated Care System Preliminary Data Report Suicide
and Self Harm (September 2021) is outlined.

Where has this report
been previously
discussed?

Mortality Surveillance Committee
Executive Committee
Performance and Assurance Committee (PQAC)

Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

The report contains references to death and suicide.

Link to trust strategy

Building Block 3 – Creating a Culture of Safety and Learning

Link to Board
Assurance Framework

The reviews of death take into consideration the PQAC BAF risks: 1905
reducing prone restraint, 1844 managing demand in community mental
health teams, 1912 pressure in district nursing teams, 1913 reducing

LeDeR – Learning from Deaths of someone with a learning disability or an
autistic person
SJR – Structured Judgement Review

waiting times in community mental health teams, 1921 responding to
service delivery concerns.
Please summarise
implications for:
Quality

Finances

Equality analysis
Service users/
carers/staff

Executive Summary

The report shows that deaths that meet the criteria for investigation
under the Learning from Deaths 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.
The investigations ensure that equality and diversity is considered and
includes the learning from LeDeR.
The reviews of deaths investigated include questions from families and
carers the outcomes are shared with them.

EXECUTIVE 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 2 for 2021/22 and provides
assurance through:
1.
Mortality surveillance update
2.
Numbers of deaths reviewed
3.
Learning from reviews
Key Highlights, Issues and Exceptions
In quarter 2:
• 290 deaths were reported and reviewed.
• Further deaths that identified on the NHS National Spine but
not closed on Rio are followed up and all reviewed.
• 6 investigations completed under the serious incident
framework and subject to a Structured Judgement Review and
overall Quality of Care Judgement. The Structured Judgement

Review considered that all 6 were not avoidable and care was
good.
The report contains summaries of:
• A review of end-of-life care by district nurses with a 25%
increase in demand since pre-pandemic with more people
choosing to die at home.
• Action taken to improve identification and escalation of
deterioration of service users in the green zone in community
mental health teams.
• A review of the National Confidential Inquiry into Suicide and
Safety in Mental Health (NCHIS) South East London Integrated
Care System (ICS) Preliminary Data Report Suicide and Self
Harm. The key highlights are that Suicide rates in South East
London are lower than the national average. During 2008-2018,
there were 408 suicides by patients in contact with South East
London, in the 12 months before they died (31% of general
population suicides). There were 71 suicides within 3 months of
discharge from in-patient care; most frequent in the second
week after leaving hospital when 16 (24%) deaths occurred. 171
(43%) suicides were in patients with a history of alcohol misuse
• An update on the LeDeR review process changes. People with an
ASD diagnosis are now in scope for the programme and will be
reported and deaths reviewed from April 2022. There will be
significant changes in April 2022 when reviews will no longer be
carried out by Oxleas reviewers as happens currently and
independent reviewers will be employed by the ICS using the
new process and governance systems with a new focussed
team and process in place.
Additional information/analysis
The information from the NCISH report is being used to update our
suicide and self-harm strategy.
Action required
To assure the Board that our deaths are being reviewed and satisfies
the requirements to report to Boards as a requirement of NHSE/I. The
Board are asked to note the report.

Quarterly Mortality Surveillance Report – Quarter 2 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
290
Quarter 3
278
302
Quarter 4
306
350
These have all been subject to a case review by a clinical reviewer.
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Deaths Expected / Unexpected Natural/ Unnatural by Directorate (at point of presentation to the
Mortality Surveillance Committee):

Q2 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 2, there were 235 deaths identified on the NHS national spine and RiO with no death date
recorded, 97 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
In Q2 there were 11 deaths that were subject to a Structured Judgement Review (SJR).
At the time of writing the report 6 SJR’s had been completed (4 prison investigations were overdue, 1
community mental health investigation not due to be completed until 15/12/2021)

2

Q2 - Summary
Structure Judgement Review

Numbers for Q2

Score 1 Definitely avoidable

0

Score 2 Strong evidence of avoidability

0

Score 3 Probably avoidable (more than 50:50)

0

Score 4 Possibly avoidable but not very likely
(less than 50:50)

0

Score 5 Slight evidence of avoidability

0

Score 6 Definitely not avoidable

6

Overall care score

Numbers for Q2

Score 1 Excellent

1

Score 2 Good

1

Score 3 Adequate

4

Score 4 Poor

0

Score 5 Very poor

0

3. Learning identified from deaths
In quarter 2 the following learning was identified through the mortality surveillance reviews:
Review District Nursing End-of-Life Care during the pandemic
A review of the district nursing work during the pandemic was carried out to understand the impact of
the changing demands and complexity of patient care. Both Greenwich and Bexley teams have seen an
increase in demand 25% higher than pre-pandemic. There has been an increasing demand for end-oflife care at home which has continued, in part, due to Covid-19, but also anecdotally patients are
reporting that they have changed their minds about dying in a hospice location, due to restrictions on
visiting.
Bexley and Greenwich have two professional development nurses for end-of-life care who support
nursing staff to maintain and support their competencies including medication administration. During
the pandemic to support increased demand for end-of-life medication and productivity a policy change
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was made so that nurses who have completed a three-day end of life course at the Hospice are now
able to administer injectable controlled drugs to patients without a witness. This was positively
evaluated in terms of safety and nurses embraced the change using clinical judgement in risk assessing
interventions and appropriately sending two nurses where necessary for patient or clinical safety. The
risk to the change has been shown to be minimal and a snapshot audit demonstrated considerable
time savings.
The main challenges since the start of the pandemic is the increasing complexity and number of
patients requiring multiple visits to prime syringe drivers and increased demand. They also experienced
challenges relating to the Hospice Outreach team and General Practitioner working remotely with
limited home visits. This impacted on verification of death and as a result many more nurses are now
being trained to verify deaths.
Zoning in community mental health teams
There has been learning from a serious incident highlighting the need for community mental health
teams to review patients in the green zone. In taking this learning forward, community teams have
established that they had a concrete approach to when service users are in the green zone and are
over reliant on care coordinators identifying deterioration and escalating this. The onus of this being on
care coordinators is being strengthened through team manager oversight and support. To support the
teams are looking at caseload sizes for care coordinators and reviewing the criteria for the automated
zoning tool and report. Caseloads in Greenwich are now below 25 and they are now exploring the
acuity of these caseloads.
National Confidential Inquiry into Suicide and safety in Mental Health (NCHIS) South East London
(SEL) Integrated Care System (ICS) Preliminary Data Report Suicide and Self Harm (September 2021)
The preliminary data report is intended to be used as a preliminary data report of: National Confidential Inquiry
into Suicide and Safety in Mental Health (NCISH) recommendations that have been shown to reduce suicide
rates; Information about local level risk factors for suicide from the Public Health England (PHE) Fingertips online
tool; local data from the NCISH in relation to the South East London ICS ‘footprint’, benchmarked against
national figures and a list of recent publications relevant to current suicide prevention priorities. This
information should support Quality Improvement plans based on NCISH evidence, and in the three main areas
of: mental health services, self-harm services and suicide prevention in men. It presents detailed local patient
data overall in relation to the South East London ICS ‘footprint’ in addition to detailed patient data on: the postdischarge period; alcohol and drug misuse; self-harm and young people.
In acknowledgement of the effects of COVID-19 on suicide prevention, they have included a brief outline of their
role in responding to local area’s concerns specific to the pandemic and a list of quality-assured publications on
COVID-19-related suicide prevention. The data in this report are from 2008 to 2018, which includes the most
recent year for which comprehensive patient data are available. Data for the most recent years are incomplete,
in part because of the time associated with legal processes.

Highlights
Suicide in England
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There were 51,511 deaths in the general population that were registered as suicide or “undetermined”, an
average of 4,683 per year, in 2008-2018. These deaths are referred to as suicides throughout the report.
Suicide in South East London (SEL)
The population of South East London STP is around 2 million. Based on the national average general population
rate, we would expect at least 200 general population suicides per year, of whom around 50 would be mental
health patients. The actual figure is 121 general population suicides and 37 mental health patient suicides per
year on average.
Suicide in South East London
There were 1,329 deaths by suicide within South East London in 2008-2018. 1,002 (75%) of these by men. This
proportion is comparable to numbers in England as a whole. Suicide rates in South East London are lower than
the national average.
Information about local level risk factors for suicide are available from the Public Health England Fingertips
online tool. In four of the six areas there was a higher rate of alcohol-related hospital admissions compared to
England as a whole. In five of the six areas there was a higher rate of people living alone. In three of the areas
there were higher rates of marital break-ups and long-term claimants of jobseeker's allowance. In two areas
there were higher rates of adults in treatment at specialist drug misuse services. The Zero Suicide Alliance and
Mental Health Foundation’s Social Risk Factor Interactive Map suggests different levels of action is needed to
reduce risk factors related to children and young people, employment and income and mental health and
substance misuse. In Bexley and Bromley "action" is needed, in Lambeth "urgent action" is needed, and in
Greenwich, Lewisham, and Southwark "immediate action" is needed.
Patient suicide in South East London Mental health services in South East London are provided by South London
and Maudsley NHS Foundation Trust and Oxleas NHS Foundation Trust. 2% of patients who lived in South East
London were seen by another mental health trust in the year before death. During 2008-2018, there were 408
suicides by patients in contact with South East London, in the 12 months before they died (31% of general
population suicides).
Patient characteristics
South East London patients who died by suicide were more likely to be younger; specifically between 25 and 44
year of age have a diagnosis of schizophrenia and other delusional disorders and less likely to have an affective
disorder compared to patients in England.
Patients from South East London were more likely to use the method of jumping from height/in front of a
vehicle and less likely to use self-poisoning compared to those patients in England. South East London patients
were more often unmarried, unemployed, and more likely to belong to an ethnic minority group. They were
less likely to be on a long-term sick leave and to have been under crisis resolution/home treatment services
compared to patients in the rest of England. They were more likely to have had a history of drug misuse. South
East London patients were more likely to be an inpatient at the time of death, to be recently discharged and to
have missed last contact with services. They were also more likely to have had a short last admission (less than
7 days) – 32% v.22%.
The findings continue to show the high risk of suicide in the post-discharge period. It is therefore useful to be
aware of how patients who died within 3 months of discharge from in-patient care in our ICS compare to
patients in the rest of England in order to tailor prevention strategies. There were 71 suicides within 3 months
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of discharge from in-patient care in South East London ICS, 19% of all patient suicides in this ICS, an average of 6
deaths per year. Post-discharge suicides in South East London ICS were most frequent in the second week after
leaving hospital when 16 (24%) deaths occurred; peak day was day 2 post discharge when 40% of the deaths
occurred; in contrast to patients in the rest of England where the highest number occurred on the third day
(22%).
Patients with alcohol and drug misuse
Alcohol and drug use is a common antecedent of suicide. There were 171 (43%) suicides in patients with a
history of alcohol misuse in South East London, an average of 16 deaths per year, similar compared to the rest
of England (45%); 156 (40%) had a history of drug misuse, an average of 14 deaths per year, more compared to
the rest of England (34%); and 226 (57%) had a history of either alcohol or drug misuse or both, an average of 21
deaths per year, same compared to the rest of England (54%). Between 2011-2018, 35 (24%) of those with a
drug or alcohol problem were under the care of substance misuse services in South East London compared to
21% in the rest of England.
History of self-harm
Self-harm presents an indication of risk and a chance to intervene. Patients in South East London who died
within 3 months of self-harm were more likely to belong to an ethnic minority group, die shortly after
discharge and had a short (less than 7 days) last admission (43% v. 29%). Patients in SEL were less likely to be
under crisis resolution / home treatment services.
Young people
The main social, clinical and behavioural features of patients aged under 25 who died by suicide in South East
London, compared to patients in the rest of England, in 2008-2018 suggests that suicide in young people is
rising and we suggest a wide range of professionals have a role in suicide prevention in young people including
those working in self-harm, mental health, social care, primary care, youth justice, education and the voluntary
sector. Young patients in South East London who died by suicide were more likely to use the method of
drowning compared to young patients in the rest of England. They were also less likely to be male and
unemployed and more likely to belong to an ethnic minority group. They were also less likely to have a history
of alcohol misuse compared to young patients in the rest of the England.
The information is being utilised to update our suicide and self-harm prevention strategy.

LeDeR reviews update:
In July 2021 NHSE took over the running of the LeDeR process from Bristol University.
The LeDeR process has been renamed as ‘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 will be reported and deaths
reviewed from April 2022.
The programme has interim plans until April 2022 which will not see a great change in the way we carry
out reviews apart from a new 2 stage process and platform. The new 2 stage review includes an initial
review for all deaths followed by a focussed review for those deaths where required (all BAME and ASD
deaths and those with concerns re care, if family requests or significant learning is identified).
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However, there will be significant changes in April 2022 when reviews will no longer be carried out by
Oxleas reviewers as happens currently and independent reviewers will be employed by the ICS using
the new process and governance systems with a new focussed team and process in place.
The main future changes will be that responsibility for reviews will sit with Integrated Care Systems
(ICS) rather than CCGs with a focus on change implementation and ICS must develop LeDeR
Governance groups/Surveillance and Health and Wellbeing Boards with people across the services with
responsibility for quality improvement.
Reviewers will not be asked to make recommendations/actions. Instead, the learning and good
practice they report will be presented to the local Governance group/panel. There will also be a new
academic partner.
While the new system was being implemented no reviews were carried out by LeDeR although Oxleas
carried out table top reviews for assurance that there were no significant issues or SGA concerns.
Over the past 2 months reviews for deaths prior to June 2021 have been allocated to external
reviewers who have been commissioned by LeDeR to review backlog cases and we are now able to
allocate reviews to Oxleas reviewers (those after June 2021).
Currently 4 reviews are allocated with another planned. Reviewers have to undertake a new training
programme before they can access the platform. The time scale for completion of a review is within 6
months.
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Board of Directors
13 January 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to the
Board meeting?
What risks/issues in the
report need to be noted
or acted upon?

Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used in
the report

Item
Enclosure

10
10

Performance and Quality Assurance Committee (PQAC) report (minutes from 17
November and 15 December 2021)
Yemisi Gibbons, Non-Executive Director (PQAC Chair)
Iain Dimond, Chief Operating Officer
Iain Dimond, Chief Operating Officer
N/A
For the board to receive assurance on the work of the PQAC
The following risk / issues requires noting
• Integrated Board report exception report – non achievement of key
metrics
• HMP Wandsworth recovery plan
• Non achievement of patient safety priorities ii and iii
• Regulatory update – HMIP/CQC inspection notices and
recommendations
All papers are reviewed by the Executive committee and/or the relevant
subgroups e.g. Patient safety etc, prior to discussion at PQAC
Details regarding the background of Seni’s Law (new legislation relating to
limiting the use of restraint from professionals or police towards mental health
patients)
ACCT - Assessment, Care in Custody and Teamwork
ACS - Adult Community Services
AHP – Allied Health Professional
ALD – Adult Learning Disability
CMHT - Community Mental Health Teams
CQC – Care Quality Commission
CYP - Children and young people
FFT – Friends and Family Test
HMIP – Her Majesty’s Inspectorate of Prisons
IBR – Integrated Board Report
PFD – Prevention of Future Deaths
RTT – referral to treatment time
SLAM – South London and Maudsley NHS Foundation Trust
SNET - Support Network Engagement Tool

Link to trust strategy

PQAC links with all three big priorities and all eight building blocks of the
strategy. In addition, the trust annual quality priorities.

Link to Board Assurance
Framework

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
Please summarise implications for:
Quality
The report focuses on quality performance and assurance. Assurances, risks and
mitigations may have implications for delivering a high-quality service
Finances
The report does not outline significant financial implications however implementing
mitigations may require financial investments and quality improvements may have
positive implications on the efficiency and cost avoidance/effectiveness.
Equality analysis The committee considers the implications on equality and diversity issues within the
individual standing items including restraint, complaints, and performance.
Service users/
The committee considers the impact to service user experience, outcomes and safety; and
carers/staff
staff safety and well-being.

Executive EXECUTIVE SUMMARY
Summary The Performance and Quality Assurance Committee (PQAC) convened on the 17 November and

15 December 2021. The approved minutes for the November’s committee and draft minutes for
December’s committee are available for information.

Key highlights
Integrated Board Report
Both committees were presented and noted the IBR exception report. The IBR presented to the
December committee is attached.
Target which has failed to
meet target (minimum) 4
out of the last 6 months:

Latest exception report provided from the December Committee
(unless otherwise indicated)

10798 Friends/relatives
involved in care and
treatment

A detailed exception report was provided to the December committee
within the patient experience agenda item The highlights include:

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

The FFT test is general measure of satisfaction and must be
triangulated e.g., with complaints, waiting times data etc.
Two big changes have affected the achievement of the targets.
o different treatment offer during Covid.
o data collection methodology has changed.
A new machine learning data analysis tool has been initiated, utilising
effective content analysis.
A manual coding of the comments showed 3 main themes
o Information and communication
o Co-ordination between services
o Dignity and access
Covid has impacted on the performance against this metric although
we have begun to see improvements over the last few months.

10024 RTT – Physiotherapy

11520 72-hour post
discharge follow up (selfharm)
10323 Section 132 (S132)
11190 Data Quality Maturity
Index DQMI - MHSDS
Completeness
10322 Care Planning
Approach (CPA) 6-month
reviews

Covid has impacted on the performance against this metric although
we have started to see some improvements in recent months. We
continue to review the list of psychologists who can stop the clock
with the teams, to ensure it is accurate and up to date.
This did not meet the target in October however following
management action the 72-hour tracker is now checked daily and
teams are alerted to potential breaches, as a result performance
improved and hit the 100% target for November.
Discussions have taken place with the business office to explore ways
of ensuring the target is met
The MHSDS extract has been reviewed and 2 of the issues have been
resolved (Commissioner Code and Consultation Medium) We
anticipate performance to be at 95% for September submissions
onwards.
Trust wide average is consistently below target due to the CMHT, CYP
and Acute and Crisis directorates. Forensics are consistently over
exceeding the set target. In community mental health we have a
three-point action plan to work on over a three-month period to
January 2022.

Since the last Board update, improvements have been seen in the 11520 72-hour post discharge
follow-up (self-harm) and the 10359 Prisons care plans. The 10343 adult community care bed
occupancy metric has now been removed, following agreement at the November committee, due
to the data/target not accurately representing a current issue.
Health Based Place of Safety (HBPoS) (Section 136 Suite) - 2 breaches in October and 6 Breaches in
November 2021. A live dashboard is now in situ with real time data, and the system is working
well to maximise the capacity. NHSE have contracted 41 extra beds for London as extra surge
capacity throughout winter.

IBR proposal update - In the December PQAC, an update on the proposed changes to the IBR
was noted by the committee.

HMP Wandsworth recovery plan update

The December committee was provided with an update that the necessary improvement that
was expected to date, has not materialised; despite being closely monitored. Meetings have
taken place with the sub-contractors and the commissioners regarding the lack of improvement.
The outcome of the discussions will be provided at the January committee.
Monitoring/performance management is now being completed through five key essential
metrics, which must be delivered; 2 relate to the CQC inspection (management of waiting time
and staffing levels at Addison inpatient unit) and others relate to the improvement plan; the
need for which was further evidenced by the deaths in custody earlier in the year. The
management team are focussing on these 5 things and making sure that the structures for
monitoring them are robust, so the Trust are assured that things are safe.

Directorate Feedback

The Adult Learning Disability (ALD) presentation was noted by the committee in November and
the Forensics Directorate in December. The committee requested further assurances from the
forensics directorate when they next present to PQAC, however some of the assurances will be
gained through the sub-groups, for example the resusitation bag audit results at the patient
safety group.

Patient Safety
Patient safety priorities
a) Priority i - Reduction in restrictive practice
The trust has met the 10% reduction target for the last three months for the total
number of restraints and prone restraints.
b) Priority ii – Physical health monitoring after rapid tranquilisation (RT) - There were 25
incidents of RT recorded in November 2021. Of these, 23 (97%) had evidenced physical
health monitoring in the care records. 17 (74%) had their physical health monitored
within the time frame and frequency required in the policy.
c) Priority iii - Prevention, early identification and management of physical deterioration
and sepsis - The total amount of National Early Warning Scores (NEWS2) forms
completed within the first 72 hours of admission indicates that the Trust’s performance
was 57% in October and 60% in November. This is a drop from previous months due to
changes in the way the data is now being extracted directly from RiO.
Serious Incidents - There were 8 incidents declared as Serious Incidents in October and
November. Two of these deaths occurred in June but were notified to the SI team by the
coroner’s office in November. One unexpected death on Betts ward was due to natural causes
with no additional learning identified from the incident.
Duty of Candour - The committee noted the duty of candour report in the November and
December committees which provides information on those incidents where moderate harm or
above occurred during October and November. It also sets out the actions to be taken regarding
exceptions and breaches of Regulation 20 to ensure the Trust meets its obligations going
forward.
Preventing future deaths (PFD) This was noted by the committee in November. The coroner
issued a report in relation to a death in custody in relation to the transfer and review of prisoners
on an Assessment, Care in Custody and Teamwork (ACCT). The coroner also wrote a paragraph 37
letter in respect of the inputting of clinical information onto Systm1.
Medical Devices – The committee welcomed the addition of a dedicated medical devices safety
officer, who is now in post.
Medicines Management - In November the committee noted the Medicine Management
biannual update.
Mental Health Units (Use of Force) Act 2018 ‘Seni’s Law’ - The Mental Health Units (Use of
Force) Bill, also known as Seni’s Law, received royal assent in 2018. It makes provisions to limit
the use of restraint from professionals or police towards mental health patients.
In November, the committee was presented with a gap analysis of the current
policies and practice against the requirements of the Act and recognised we are making good
progress in closing the gaps.
Mortality Surveillance report - The quarter 2 report was presented at the November committee.
It provided assurance through providing a mortality surveillance update, numbers of deaths
reviewed and the learning from reviews

Clinical Effectiveness
Clinical Audit - The Quarter 2 2021-22 Clinical Audit report was noted at the November
committee. It highlighted the progress across the national and organisational clinical audits the
trust is participating in.
NICE Guidance status report –The Quarter 2 2021-22 NICE Guidance report provided the
November committee with an overview of the revised NICE Guidance process for reviewing and
implementing relevant guidance. The new process was discussed and agreed at Clinical Senate,
which in turn was presented to Trust CEG for their agreement.

Patient Experience
Support Network Engagement Tool (SNET) - In November the committee noted that the
following targets are consistently being met/exceeded. 80% for adult Mental Health, 90% for LD
and Forensics and Physical health are meeting the 50% target. Acute and Crisis service SNET were
slightly below target and discussions are taking place and will be monitored. The committee
questioned whether the targets should now be increased however it was explained that this data
only provides evidence that it has been completed rather than the quality of the data. Further
work is being conducted on the quality of the completion of the tool prior to increasing targets.

Regulatory update

The committee was provided with an update on the recommendations and outcomes of the
HMIP/CQC joint Inspections that have been conducted within our healthcare prison services;
• HMP Belmarsh, August 2021 – report received, no recommendation for Oxleas
• HMP Wandsworth, September 2021 – draft report received. There are a few
recommendations within the report for Oxleas regarding medicines management. There are
no warning notices or requirement actions for Oxleas. A warning and requirement notice was
served to SLaM for waiting list management and staffing levels respectively.
• HMP Rochester, October 2021 – Report received. Requirement notice received regarding
low levels of incident reporting and the dental environment. Action plan has been developed
and submitted to the CQC.
• HMP Swaleside, October 2021 – awaiting report. Immediate feedback was positive for Oxleas
with no requirement notices advised. IC24 (Primary care provider) have received a
requirement notice for medicines management, clinical supervision and safe staffing levels.
This has been factored into the mobilisation plan for when Oxleas take over in April 2022.
• HMP Thameside, November 2021 – awaiting report. Requirement notices revived for
breaches in Regulation 12 Safe care and Treatment and Regulation 16 Receiving and acting
on Complaints. An action plan is currently being developed and will be shared with CQC.

PQAC Risk Register

This was reviewed and agreed at the November PQAC. All the risks held by the Performance and
Quality Assurance Committee have been reviewed through the relevant sub-groups. There are 20
risks across the PQAC subgroup of which (1913) Reducing wait times in community services is
significant.
•

•

Two risks have been extended: blood glucose monitor actions and Ligature points in older
adult mental health wards.
Three risks have been updated to reflect the ongoing work to mitigate and control the risks;
Care Planning, physical health monitoring and patient experience

•

One risk has been reduced; safeguarding data has been reduced as mitigations have now
been put into place.

Action required
The Board are requested to note the report

Integrated Performance Report(IPR) - November 2021
S.No

1

Committee

Regulatory

Reported

Monthly

Origin

Metric
Code

NHSI / NHSE 10766

View from our regulators

Target

Nov-21

Comments - November 2021

Variance

Assurance

Comments - November 2021

Variance

Assurance

Comments - November 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

Nov-21

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

96.2%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

88.9%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

88.8%

6

Quality

Monthly

Trust

11699

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

>95%

90.5%

7

Quality

Monthly

Trust

11700

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

<5%

3.5%

8

Quality

Monthly

Trust

11703

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

>90%

70.4%

9

Quality

Monthly

Trust

11702

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

<10%

16.0%

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

Target

S.No

Committee

Reported

Origin

Nov-21

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

4.4%

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%

43.2%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

69.1%

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

88.6%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

91.2%

16

Quality

Monthly

DoH

11268

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

>95%

92.1%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

76.8%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

92.0%

19

Quality

Monthly

Trust / CYP 11397

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

TBC

54.5% 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

71.8% 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

70.0% 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

Nov-21

Comments - November 2021

>95%

94.6% Validated figures: June 2021 = 84.5%, July 2021 = 96.4%, August
2021 = 98%, September 2021 = 95.6%, October 2021 = 94.5%.
Final figures for November expected after the 15th of the month.

CQUIN-72 Hour Post Discharge Follow Up

80%

95.7%

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

100.0%

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

95.5%

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

70.8%

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

84.3% Final figure after the 12th of the month.

28

Quality

Monthly

NHSE

10446

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

>95%

95.0% October 2021 figure.

30

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

849

31

Quality

Monthly

Trust
(Internal)

10356

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

N/A

4

32

Quality

Monthly

Trust
(Internal)

10447

Incidents of category 3 and 4 Pressure Ulcers

N/A

30

Integrated Performance Report(IPR) - November 2021
33

S.No

Quality

Committee

Monthly

Reported

NHSE

Origin

10448

Medication errors

Metric
Code

N/A

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

85

Nov-21

Comments - November 2021

37

Quality

Monthly

NHSI

10915

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

>56%

63.6%

38

Quality

Monthly

NHSI

10916

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

>56%

86.7%

39

Quality

Monthly

Trust
(Internal)

10645

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

>90%

98.4%

40

Quality

Monthly

NHSI

11314

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

N/A

42

Quality

Monthly

DoH

10323

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

>100%

43

Quality

Monthly

DoH

10325

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

>100%

44

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

93.5% Published by NHS Digital two months in arrears. August 2021
DQMI MHSDS Score. Published 23/11/2021 - DQMI version 47.

45

Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

90.6%

46

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.1%

47

Quality

Monthly

Trust / NHSI 10359

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

>95%

98.0% October 2021 figure.

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

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

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

Assurance

315(340) Published by NHS Digital two months in arrears. August 2021
figure - Published 11th November 2021. Inappropriate beddays(Total OAP bed-days)
96.0% Trust: 120/125 = 96%.

100.0% Trust: 9/9 = 100%

Rules

Assurance

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

Variance

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.

Board of Directors
13 January 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure
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Quality Improvement and Innovation Committee (Qiic) Report
Vicky Ellis, Associate Director of Quality Assurance and Improvement
Dr Tom Clark and Dr Abi Fadipe – Joint Interim Medical Directors
public
•
•

For the Board’s information
To note

What risks/issues in the To achieve the next stage of our Qi journey, embed a culture of
report need to be
continuous improvement and to ensure the recommendations from the
noted or acted upon?
Qi annual report are actioned the revision of the purpose of the Qiic is
being undertaken.
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

The committee report has been noted only in this Committee.
The quality improvement annual report has been noted by the executive
team and Qii committee.
N/A

Link to trust strategy

Building Block One – Delivering Quality Management
However quality impovement and innovation is integral to all 3 key
priorities and all building blocks.
1921: Responding to service delivery concerns
However quality impovement and innovation methodology is used to
mitigate the risks

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

IHI – Institute of Health Improvement
Qi – Quality Improvement
Qiic- Quality improvement and innovation committee

The Qi committee 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 will benefit
overall productivity, provide a return on investment and potential savings.

Equality analysis
Service users/
carers/staff

The Qii 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

Executive Summary

EXECUTIVE SUMMARY
Key Highlights, Issues and Exceptions
IHI Self-assessment
The Committee members undertook a review of the Institute of Health
Improvement (IHI) capability self-assessment tool. This was previously
completed by the Oxleas Board in October 2019. The scores of which
were then compared with those recorded in 2019. Most areas showed
improvement and our assessment confirmed that we had moved up to
‘making progress’ on three out of the six domains.
Qi Annual Report
The committee noted the quality improvement annual report 2021/22.
This year’s annual Qi report (attached) provides an overview of the
journey Oxleas has travelled so far since implementing the programme in
2018 and the future direction of the programme through the
implementation of the quality management framework. The report
provides a focus on the areas where we can quantify (albeit by proxy
measures) how the programme is creating a return on investment.
Our aim over the next 2 years is to continue to develop on this
improvement journey through developing the infrastructure to support
the implementation of the quality management framework. This will
mean that a focus will be on ensuring
•
our quality planning processes enable a codesigned and
coproduced quality priorities for each directorate that are then
prioritised for improvement ensuring a continued bottom-up
approach but at the same time aligning to the trust strategy and
priorities.
•
our quality control infrastructure is developed to ensure we all
know how we are doing and when quality slips away to stimulate
improvement
•
our quality assurance process ensure improvements are
sustainable and provide the desired outcome
•
we triage the right quality improvement approach and continue to
build the will, capacity and capability to conduct Qi.

•
•
•

the right scale up and spread methodology is applied to ensure
sustainable change
we always involve the Oxleas community in codesigning and
coproducing Qi
we ensure our governance structures compliment the
implementation of the QMF.

Infrastructure changes/establishment for patient involvement and
participation (NS)
This paper was presented and noted by the Committee. It provided an
outline on 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.
Terms of Reference (TOR)
The Committee noted its intention to review this forum and TOR’s to
evolve in line with the Trust’s Qi direction of travel, with a view to align
resources more closely with the key strategic and quality priorities.
Following the committee, a survey has been distributed to all members on
the effectiveness of the committee. This will be analysed and presented
to the next committee for discussion.
Action required
The Board to note the Qi annual report and Qii committee report

Oxleas Quality Improvement
Programme
Annual Report: 2020-2021
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1.0 Introduction
In April 2018, Oxleas started a journey to create and embed a culture of continuous quality
improvement (Qi). The case for investing in a Qi programme was to ensure that we have a
consistent and systematic approach to improving quality in Oxleas, giving our staff the
knowledge and tools to make sustained changes that make a difference to our patients, and
joy at work for staff.
Since 2018, we have spent time building a culture of continuous quality improvement across
the organisation. We have reviewed and updated the Qi programme driver diagram which
builds on the original aims. (Please see appendix 1 for the Quality Improvement Driver
Diagram, reviewed January 2021).
•
•

To build a culture of continuous quality improvement by December 2021 by 80% of
teams in Oxleas engaging in quality improvement
Outstanding CQC rating by 2025

2.0 What is Quality Improvement?
In Oxleas, we define Qi as the combination of a ‘change’ (improvement) with application of
a systematic framework, in order to achieve better outcomes. It is a bottom up approach to
finding solutions to ‘wicked’ problems that cause frustrations and affect efficiency by being
creative and testing out new ideas. Qi gives everyone a voice and equips staff with the tools
to make changes that will make a difference.
There are various methodologies and
approaches to Qi but in Oxleas we subscribe to
the Model for Improvement (MFI) - the
Institute for Health Care Improvement’s
framework. This framework asks three
questions underpinned by the Plan, Do, Study,
Act (PDSA) cycle.
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3.0 Oxleas Quality Improvement Journey: 2019 to 2021
3.1 Quality Improvement Team composition
At the onset of the programme, Qi leads were aligned to directorates. In August 2020, the
Quality team as a whole underwent a redesign and now, Qi lead support is instead aligned
to service lines. The benefits of this are:
•
•
•
•
•
•
•

Equitable approach for QA and QI support across the trust
Aid CQC preparation as service lines are aligned to CQC core services.
Improved shared learning across the service lines (CQC ‘should’ action)
Improve peer review reliability
Align with care forums to support work plans and continuous improvement
Improved quality team cohesion, joint working and reduce duplication (Covid-19).
Enable the implementation and embedding of the Quality management framework

The different core services have been grouped and the four Qi leads provide support as
follows:
Service Line 1: Adult Community Physical Health and Children and Young People services
Service Line 2: Adult Acute and Crisis Mental Health
Service Line 3: Adult Community Mental Health and Adult Learning Disability Services
Service Line 4: Forensic and Prison Services and Corporate Functions
It is important to note that in March 2020, most of the Qi team were redeployed across the
trust to help support the response to the COVID-19 pandemic, followed by a trust wide
realignment.
Since October 2021, to support the strategic priorities and widen the scope of the existing Qi team
and offer around larger scale transformation a senior improvement lead and data analyst have
moved from the programme management office into the team. This will enable the team to
triage the right Qi methodology for each project and have the skills to be able to support
both transformation and Qi (model for improvement). The team now consists of the
following roles, senior improvement lead 1wte, 4wte Qi leads, 0.5wte Qi Communications
lead, 2wte Information analysts, 0.5wte Quality management assistant, led by the Head of
Quality Improvement.
3.2 Quality Improvement Training
Review of literature shows that high performing health organisations build in-house capacity
for quality improvement training. In Oxleas, we provide our own improvement training that
aims to equip staff at all levels with relevant knowledge and skills and the freedom to apply
these in their environment.
3

Oxleas commenced its Qi training programme in June 2018 and it has continued to develop
since then. It is important however to note that with the COVID-19 pandemic, there was a
seven month pause in the Qi training offering, as staff were re-deployed and training
packages were re-designed to be virtual.
Oxleas Qi training programme consists of the following:
1. Introduction to Quality Improvement
Pre-COVID, this course was a day long and was delivered face to face. This has now
been reimagined and is presently being run as a three-hour interactive virtual
session for any staff member that would like to know more about Qi.
2. Quality Improvement in Action Workshops
This is improvement science in action training for staff who are directly involved in a
project, it helps to refine their project plan. Before COVID this was a one-day face to
face, however as the trust moves into a more agile way of working this training is
being reworked and divided into three 2-hour workshop sessions to be delivered
virtually. The workshops will be:
a. Getting Started
b. Change Ideas and PDSA cycles
c. Completing your Project & Sustainability
3. Qi Data workshop
This is a half day course for anyone involved in a project who has data responsibility.
This has been redesigned and is being held virtually and aims to run on a monthly
basis.
4. Qi for senior leaders
Previously a one-day training session for senior staff, providing information on how
the Qi framework has been adopted in Oxleas, an understanding of the
organisation’s expectations of senior leaders in progressing the culture of continuous
quality improvement, the role of a project sponsor, the importance of guiding and
supporting teams and Qi project governance at directorate and trust level. This
programme is presently being redesigned, with plans to establish it within the Early
Leaders Programme.
5. SPC Chart workshop
This is a one-day statistical process control chart workshop that equips staff with the
ability to identify the correct SPC chart to use to display their data. It also gives staff
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additional knowledge on interpreting the rules for variation. This programme will be
made virtual and will be run as demand is identified.
6. Ad-hoc
These are Qi sessions that are two hours long or more. They are bespoke and
tailored to the team and includes Core Trainee’s and Nursing Preceptorship training.
These are presently being run virtually, with the most recent Core Trainee training in
September 2021 being jointly delivered with South London and Maudsley (SLAM)
NHS Foundation Trust with plans to continue this approach.
7. Qi training for those with lived experience/carers
This is a 4-hour training programme that has been co-designed with people with
lived experience of Oxleas services and will be co-facilitated. This was finalised just
before COVID emerged and is currently being co-delivered face to face.
In addition to Oxleas specific training programmes, we also engage in valuable partnership
working with the Qi Departments at both South London and Maudsley NHS Foundation
Trust (SLaM) and South West London and St Georges NHS Trust (SWLStG). As a result of this
collaborative, two further training programmes have been developed:
8. SLP Qi Academy
This is an intermediate level programme to become an Associate Quality
Improvement Coach and runs over a six month period. It combines the NHS
Improvements QSIR (Quality, Service Improvement & Redesign) approach and the
EMCC accredited coaching programme in order to achieve a comprehensive and
systematic approach to improvement. It is available for individuals who have a
specific responsibility for enabling teams to progress and deliver improvements in
their services. This programme commenced in 2019 but has been put on pause
temporarily until face to face training can resume, current plans are to start the QISR
programme in January 2022.
9. SLP QSIR-V
NHS Improvement has re-imagined their previously five-day QSIR (Quality, Service
Improvement & Redesign) practitioner programme and have developed an eight
module QSIR-V (virtual programme). SLP colleagues who are accredited QSIR
facilitators have collaborated to deliver this programme.
Since the start of Oxleas Qi journey, it has been a pleasure to accommodate staff from other
NHS trusts and CCG’s onto our training. This has enabled Qi learning and ideas to be shared
across organisations.
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The Oxleas Qi team have developed numerous resources and training aids to support staff
during their training and beyond. These include cheat sheets (pocket guides) such as how to
develop a driver diagram and how to start a Qi project, a measures handbook and a Qi
toolkit. The cheat sheets have been adopted by various other NHS trusts across the country
as well as a hospital in Belgium who has translated them in to French.
Appendix 2 shows the Oxleas training dosing formula and our training achievements within
the Qi programme so far (up to the end of October 2021). It is important to note that no Qi
training was delivered for seven months during the COVID pandemic due to staff
redeployment and the need to redesign training so it could be held virtually. Virtual training
is now in place and regularly being reviewed to ensure training is always fit for purpose.
Chart 1 below details that across the trust 1260 (33% of substantive staff) (+268 from last
annual report) people have been trained in Qi methodology, as of 29th October 2021. This is
in line with the planned training trajectory that we wanted to achieve. We forecast that a
further 280 staff will receive some form of Qi training before the end of the financial year
2021/2022 which would bring the percentage up to 40% and around 1,540 people trained.
Number of staff trained in Qi, as per the dosing formula is a Qii committee agreed success
measure.
Chart 1: Staff trained in Qi by directorate (under old service lines)
Total Staff Attended Qi Training by Directorate
300

207

200
100
0

78

ALD

140

Bexley

191

244

190
121

Bromley Children & Corporate Forensics Greenwich
YP

59
Prisons

30
Non-Oxleas

3.3 Quality Improvement Governance
Oxleas has ensured that there is a clear governance structure in place to support the
embedding of a culture of continuous quality improvement. The Trust Quality Improvement
and Innovation Committee (Qii committee), a committee of the Board that provides
assurance to the Board, has oversight of the delivery of the Qi Programme and ensures that
there is shared learning and good practice from the programme across the organisation.
As of November 2020, two individuals with lived experience of Oxleas services joined the Qii
committee as regular attendees. They provide the committee with expertise and ideas from
6

the perspective of a service user and help support the agenda of increasing co-produced Qi
projects.
The Qii Committee receives updates from directorates on a rolling basis. The directorates
provide feedback on how Qi is implemented and monitored and update on:
•
•
•
•
•
•

Directorate governance of Qi
Number of projects
Training figures
How sustainability and spread is maintained
Service user involvement in Qi projects
Challenges or areas of support required from the Qii Committee

3.4 Quality Improvement Communications
The Qi programme now has a presence on the trust external website. There are
sections for: ‘About Qi’, ‘Completed Qi projects’, ‘Qi resources’ and ‘Meet the Qi
team’. These pages, along with the Qi pages on the Ox, are routinely updated as
further content is developed. Completed project posters as well as easy read text are
included on the website so content is accessible by those with screen readers.
Appendix 3 provides screenshots of the Qi pages on the trust website.
The Qi team, with support from the Communications Officer, maintain an active twitter
presence. Resources, along with project updates and Qi celebrations are regularly ‘tweeted’
about and shared with followers.
3.5 Quality Improvement Celebrations
The Qi team continue to share and celebrate Qi stories of success – be that events,
completed projects, poster presentations or awards. Detailed below are a few examples of
the Qi Programme successes from 2019 - 2021.
Annual SLP Qi Conference
The second annual SLP Qi conference was held in November 2019 and was a great success –
attended by over 300 delegates. Nine breakout sessions took place throughout the day,
complimented by five plenary speakers. Further, over 30 posters were submitted for a
poster competition.
COVID has meant that there will be no conference in 2020 and 2021 however in place of
this; a date for a virtual Oxleas Quality showcase is being explored. This conference will
promote the Quality Management Framework and will be an opportunity for great audits,
service evaluations, and pieces of research as well as Qi projects to be showcased.
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3.6 Service User/Carer involvement in Quality Improvement
As of 29 October 2021, 51% (median average 33%) of the active Qi projects across the trust
involved service users/carers in the projects.
During COVID some projects were able to continue with service user involvement by being
creative and doing things differently. Following COVID there was a reduction in projects with
service user involvement. In July 2020 the Qi team reviewed all paused projects with the
project teams and subsequently, some were discontinued.
There has been a great push from the Qi team and staff to get more service user/carer
involvement within the projects, As is illustrated in the chart below. However, there will
need to be a continued focus on increasing service user involvement in Qi projects as
involving and co-producing with our patients will ensure we create and improve services
more aligned to patient needs.
Chart 2: Service user/carer involvement in Qi projects
% of Active Projects with
'Big I' or 'Little I'
60%
50%
40%

Median
Initially fixed at Apr-Aug 19
Phased at Sep-Jun 20
Phased Dec20-Jun21

33%

30%
20%
10%

24%
15%

Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21

0%

A co-produced, Qi training package for service users and carers was completed in February
2020 and testing was due to commence as COVID emerged. The testing was put on pause,
with virtual training being explored, but training is now in place monthly delivered face to
face. This training is co-facilitated, and it is expected that this training package will support
more service users and carers to become involved in Qi projects.
Firmer links have also been made with volunteering services and a clear process agreed for
identifying service users/carers who would like to be involved in a project if support is
needed.
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Service user involvement in Qi projects is a Qii committee agreed success measure for the Qi
programme and it is an objective of the Qi team to increase the number of coproduced Qi
projects.
3.7 Number of Quality Improvement Projects
As of 29th October 2021, there are 37 active projects across the trust. There are a further 33
projects proposed in the pipeline and a total of 66 projects have been completed.
Observing an increase in the number of projects by directorate is a Qii committee agreed
success measure for the Qi programme.
Directorate Project Status
Children and Young People
Forensic and Prisons
Adult Learning Disabilities
Corporate
Bexley
Bromley
Greenwich
Change since last Qii
meeting

Projects
active
4
9
3
2
7
5
6
36
-25

Projects
planned/
paused
2
4
3
1
8
5
10
33
-7

Change since
Projects
Total previous Qi
completed
annual report
9
15
-5
12
25
-3
7
13
+1
3
6
-1
9
24
+5
9
19
-5
17
33
-1
66
135
+23
-37

4.0 The impact of Quality Improvement on Staff Survey results
Three questions from the National Staff Survey had been identified which could be used as
success measures for Qi. These are:
• Opportunities to show initiative frequently in my role
• Able to make suggestions to improve the work of my team/department
• Able to make improvements happen in my area of work
Improvements in these scores were agreed by the Qii committee as success measures for
the Qi Programme. Charts 3-5 below detail the National Staff Survey results, inclusive of Q2
(July-September 2020) data. It is important to note that there has been no data obtained for
these questions since September 2020 due to a change in process in collecting this data.
This has also been impacted by the Trust realignment to new directorates causing a data
collection issue.
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Chart 3: Opportunity to show initiative
frequently in my role

Chart 4: Able to make suggestions to
improve the work of my team

Start of
Qi

Start of
Qi

Chart 5: Able to make improvements happen in my area of work

Start of
Qi

The Qi programme commenced in April
2018 and it can be seen from these charts
that there has been an increase in staff
reporting positively in these areas since
then. Increases in positive reporting in
these areas cannot however be solely
attributed to the Qi programme.
To note: No data was available between
January and June 2020 due to a change in
process in collecting this data.

5.0 Return on Investment from Quality Improvement
An important aspect of Qi is seeing clear outcomes being achieved, knowing that the
changes tested and implemented have made a difference to patient care, service delivery
and creates joy at work for our staff.
In addition to the success measures – detailed throughout the sections above - there are six
areas where the NHS can expect to see a return on Qi investment. These six areas have been
proposed by the joint work done between ELFT and the IHI and are listed below. Evaluation
of other Qi programmes indicates that the majority of return on investment is focused on
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‘patient and family outcomes’, ‘staff experience’, ‘productivity and efficiency’ and ‘cost
avoidance’.

Since the onset of the Qi programme, 66 projects have been completed that have met the
project aim. Examples of some of these projects are detailed below, some of these projects
have proxy savings attributed to them and it is important to note that these are proxy
savings and should not be noted as confirmed actual savings that have occurred.
Cost Avoidance
Project aim: To reduce the cost of stock at Eltham Community Beds (ECB) by 20% by
December 2021
Within Eltham Community Beds (ECB) there was a consistent problem whereby stock was
always going out of date, due to being poorly organised causing wasted additional
reordering expense. The ECB team identified that stock was being stored in multiple places
around the ward and is often difficult to find, which in turn meant that stock would expire
and must be replaced at high cost to the trust. A variety of change ideas were explored
within this project such as deciding to develop a stock book as a change idea that showed
frequently ordered items for the unit to minimise future workload. The project resulted in a
reduction of 43% in the overall monthly spend.
This project is currently being explored as a scale and spread, with a Qi Lead completing a
secondment within the finance department to look at this from a more trust wide
perspective.
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Chart 6: Monthly spend on ECB unit

Baseline = £4,589/month
After changes = £2,589/month
(43% reduction)
Proxy Saving: £23,679/annum

Project aim: Reduce spend on clinical stock items in the Bracton centre by 25% by February
2021
Prior to the start of the project, the combined spend on clinical stock for all wards equated
to around £989 per month (Apr 19 to Mar 20). In the following 10 months after
implementing the change ideas, this reduced to around £300 per month and therefore a
70% reduction in spend. This was achieved through a central stock room being identified
and a new process for ordering stock from a centralised budget code was set. Each ward
gave up some of their budget to fund the central code.
Chart 7: Average monthly spend on the Bracton centre
Baseline = £986/month
After changes = £300/month
(70% reduction)
Proxy saving: £8,232/annum

Baseline = £986/month
After changes = £300/month
(70% reduction)
Proxy saving: £8,232/annum
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Productivity and Efficiency
Project aim: To reduce the time spent on handover admin by 50% by Dec 2020
When the project commenced, the handover process at Oaktree Lodge relies on a booklet
printed twice per month, updates are not always communicated until the booklet is
updated. One of the change ideas implemented was an electronic handover, with ambitions
to speed up the handover papers and reduce paper wastage. The staff took this on board
and found their own ways to get the handover notes updated - most are now updating as
they go through the shift rather than at the end of the shift trying to write it all down in one
go.
Chart 8: Average time (in minutes) to prepare handover for every shift
Time reduced from a median of
35 minutes/shift to 12
minutes/shift
Proxy saving: Assuming a band 5
nurse saves 20 minutes/shift on
handover time:
• 1-hour additional clinical
time/day
• £4,800/year
Project aim: To reduce handover time by 50% for the Woolwich Network District Nurses by
August 2020 125406
Handover is an integral part of community work. Handover takes place daily and currently
takes too long, having a negative impact on staff and patients. The current handover puts
too much stress and pressure on nurses and their ability to deliver care.
The team noted that their handovers took between 1-2 hours, with feedback from staff and
managers that handover is taking too much time, and this could be improved. Also
supporting this feedback RCA action plan has pointed out the need to record keep which is a
direct result of staff not having sufficient time to keep their records. Findings found that the
implementation of a timed update meant the team could be more efficient with a reduced
median of 75 minutes to 34 minutes handover.
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Chart 9: Average time (in minutes) to prepare handover for
every shift

Time reduced from a median of
75 minutes/shift to 34
minutes/shift
Proxy saving: Assuming a band 5
nurse saves 40 minutes/shift on
handover time:
•

2-hour additional clinical
time/day

• £9,600/year
Project aim: To reduce the proportion of did not attends (DNAs) across Bromley OA CMHT to
5% by end June 2020 120141
The rationale for this project was that too many recorded DNA's completed in error by
Clinicians therefore not seeing a true reflection of DNA's and whether these show a patient
is relapsing or well enough to be discharged. Baseline data suggested 14% of all contacts
were DNA and following several training events, the team successfully reduced DNA rates.
Chart 10: The percentage of contacts incorrectly recorded as DNA
Percentage of Monthly Contacts Classed as DNA
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Project aim: To increase the number of consent forms completed in healthcare at HMP
Belmarsh by 100% by September 2020
This project will benefit the service at HMP Belmarsh to decrease the amount of time it takes to
receive patient’s medical records. Data shows how many prisoners we have coming in compared to
the number of consent forms that are completed at reception. Without patients consent we are
unable to gather medical information, which can delay them receiving medication/treatment they
need. Baseline data showed that consent forms were being completed 65% of the time, however
following the project the results are now being sustained at 100%.
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Chart 11: The monthly percentage of completed healthcare consent forms at HMP Belmarsh

Staff Experience
Project aim: To improve clinician satisfaction with remote consultations by 20% by 31 July
2020.
This project recognised several problems around remote working at the start of the
pandemic. They tested different training and engagement change ideas to increase staff
satisfaction and confidence in the news ways of working. Baseline data prior to changes
displayed clinician satisfaction of 53%. Following changes clinician satisfaction was 76%.
Chart 12: Average staff confidence using remote platforms for patient consultations.
Staff Confidence Using Virtual Paltforms
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Project aim: Attendance at the joint team meeting to increase by 50% by March 2021
(Bexley and Bromley Social Care)
This project was introduced as an opportunity for all members of staff to have input into
how the team operates, provide a safe place to learn, reflect and celebrate and attendance
records show poor attendance rates, this impacts on staff as they don’t receive regular team
updates, feedback on care planning audits etc which could have a negative impact on
patients. Baseline data showed participation of 30%. This is the only meeting that involves
every member of staff and needs to provide a forum for feedback both from and to the
management board.
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The team implemented several things to ensure a better outcome at the meetings, some of
which included; emailed all staff to gain ideas for topics, changed agenda to be more
appropriate and identified a feedback mechanism. Findings showed that staff are more
engaged and willing to present and be part of meeting and senior staff meeting has been
reduced to every other month as opposed to monthly. Data showed an increase in
participation to 55%.
Future plans for this project include sharing learning with other teams and scale the project
up to other services within Oxleas. Newsletter to be distributed ALD wide to include all
teams.
Chart 13: The percentage of staff attendance at monthly meetings

Patient, carer, family experience and outcomes
Project aim: To increase participation and recording of annual health checks by GPs to 50%
by Dec 20 and 80% by Dec 21
Chart 13: Percentage of caseload that have had their annual health check completed.
This project aimed to improve patient experience and service user relationships, as well as
develop more effective relationships with Primary Care. In order to do this staff liaised with
placements to ensure they take service users to their annual health checks and with CPH
nurses to share information regarding annual health checks. Ensured that there was regular
communication with GPs to directly ask them if health checks have taken place either via
email or phone. This project was one of the few projects that continued throughout COVID
as they worked through and overcame new working challenges putting service users at the
heart of their project. Data showed an increase from 60% to 86%
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Project aim: To reduce the number of patients in Greenwich CMHT who are overdue their
depot medication by 50% by December 2021
This project arose out the pandemic where the team utilised a business continuity plan, in
which, depots were identified as essential interventions. Compliance with prescribed
medication is suggestive of a stable mental state and likelihood of recovery/continued
stability. If patients are able to remain well at home and in the community, this will reduce
the pressure on inpatient services with relapsed clients and will provide a better quality of
life for patients. Utilising (and documenting) the depot pathway for non-compliant clients
will help to provide early intervention to reduce the risk of relapse. A collective database
allows management to have an overall perspective of compliance levels and can allocate
resources appropriately. The data for this project showed a baseline of 65 overdue depots.
The project is currently in the testing phase and making good progress towards the aim of
achieving a reduction to 50%.
Chart 14: Number of monthly overdue depots in Greenwich CMHT
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6.0 Looking forward – what next for Quality Improvement in Oxleas
The graphic below details how long it takes to build a culture of continuous quality
improvement. Based on programme successes so far and the examples of return on
investment, we believe that Oxleas has achieved the first stage and is now well on the way
to achieving the 2nd stage of Quality Improvement - making it part of early work.

Since the onset of the Qi programme, Oxleas approach to improvement has aimed to
embed a culture of continuous Qi and learning, building the will and infrastructure – with an
overarching improvement vision that is supported at every level. This has been supported
by a variety of training courses as well as collaborations with the South London Partnership
(SLP) to further drive improvement. We focused on letting ‘a hundred flowers bloom’ to
help embed Qi - this meant that all proposed projects were supported, wherever they
sprouted. Successful Qi projects emerging across the trust demonstrated to all how Qi can
really help us to improve. In turn, this helped more staff engage with the framework –
cultivating a Qi culture.
Three years on, it is time to focus on the next stage of the Qi journey. This requires aligning
Qi activity with Oxleas strategy and vision, therefore encouraging the flowers to start
growing in the same direction towards the same goals. We know that Qi alone does not
represent a holistic approach for managing quality and if we use Qi to solve complex wicked
problems then we need other approaches for other types of problems, such as
improvement that is needed to make an immediate response to safety concerns. Adapting
how the Qi teamwork to support these next changes are currently underway with plans
being fully implemented in April 2022. The Quality Management Framework will guide
Oxleas in the way we achieve our objectives and is one of our strategic ‘building blocks’; the
Qi team support the delivery of improvement and be firmly linked into the other framework
components.
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The Oxleas Quality Management Framework (QMF)
The Quality Management Framework (QMF) that has been developed (September 2020)
supports this next stage of the Qi programme. Further, applying the QMF will help shape a
continuous learning culture - meeting our trust goals and vision of improving lives.
The QMF will support the Qi programme by developing four quality components which are
inter-dependant of each other:
•

•
•
•

Quality planning (QP) – Understanding the
priorities for improvement and the design of
appropriate interventions
Quality control (QC) – Maintaining quality and
knowing when it slips away
Quality assurance (QA) – Independently checking
the quality
Quality improvement (QI) - Delivering the
improvement

In addition to these four quality components there are three key enablers:
•
•
•

Clear vision and purpose – Aligning work with the organisation’s priorities and
having a shared purpose
Enabling leadership – Beliefs, attitudes, skills and behaviours that enable
improvement
Co-design and Co-production – A culture of listening and acting

Together, the four components and three enablers are all crucial in embedding a continuous
improvement learning system that is understood and supported at every level of the
organisation.
Our aim over the next 2 years is to continue to develop on this improvement journey
through developing the infrastructure to support the implementation of the quality
management framework. This will mean that a focus will be on ensuring
•

•
•

our quality planning processes enable a codesigned and coproduced quality
priorities for each directorate that are then prioritised for improvement ensuring a
continued bottom-up approach but at the same time aligning to the trust strategy
and priorities.
our quality control infrastructure is developed to ensure we all know how we are
doing and when quality slips away to stimulate improvement
our quality assurance process ensure improvements are sustainable and provide the
desired outcome
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•
•
•
•

we triage the right quality improvement approach and continue to build the will,
capacity and capability to conduct Qi.
the right scale up and spread methodology is applied to ensure sustainable change
we always involve the Oxleas community in codesigning and coproducing Qi
we ensure our governance structure compliment the implementation of the QMF.
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Appendix 1: Qi Programme Driver Diagram (last reviewed and updated January 2021)
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Appendix 2: Qi training dosing formula (data as of 29 October 2021)
Please note: This does not take into account staff that have left the organisation
4 staff members due to go on
IHI Improvement Advisor course
commencing 2022

Target
Improvement Advisor,
advanced Qi training - 2

IA's
2
Qi
Coaches/Leads

Qi coach training,
intermediate level – 19

10
Qi Sponsors

Qi Senior Leaders
training - 92

67
Qi Champions

Qi in Action
training - 462

106
Qi Advocates (staff involved in projects)
1075

Introduction
to Qi - 925

All staff (rest of workforce)

Awareness, induction All of workforce

Service users, carer, LXP’s, Governors have previously been attending ‘Into to Qi’ but training for them has
now been established ‘Improvement for all’ that is currently delivered monthly.
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Appendix 3: Communications – Qi pages on the external trust website

Each sub heading
expands to list the
different projects
completed in those
areas
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Board of Directors
13 January 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

12
12

Business Committee (16th, 22nd, & 29th November and 21st Dec. 2021
Committee minutes)
Alex Owoo – AD Financial Management & Planning
Azara Mukhtar – Director of Finance
N/A

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

This paper sets out the discussions that took place at the Business
Committee meetings (16th, 22nd, 29th November and 21st December 2021).
It is intended to update the Board.

What risks/issues in the
report need to be
noted or acted upon?
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

Business Committee reviewed and approved the following bids:
1. Thames Valley Prisons Lot 1 and 2
2. SW England Prisons
Business Committee

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.

N/A
SW – South West
AFC – Agenda for Change
LA – Local Authority
SE – South East
ICS – Integrated Care System
H1 – Half 1 (April to September)
H2 – Half 2 (October to March)
SDF – Service Development Fund
SR – Spending Review
PCs - Provider Collaboratives
CC - Complex care
SLP - South London Partnership
UEA – Urgent Emergency Admission
CIP – Cost Improvement Programme
SOF – System Oversight Framework

Link to Board
Assurance Framework

The Business Committee reviewed and approved recommendations for
the 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 for:
Quality

Finances

Equality analysis
Service users/
carers/staff

Executive Summary

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.

Financial Performance to M8 (November 2021)
The Trust delivered a breakeven position before profit on asset sales at
the end of November 2021 (M8). Income was based on the H2 agreed
allocation which takes into account inflationary uplift for pay-award as
well as System and Covid top-up of circa £7.6m (£2.5m more than the
revised H1 allocation). The position includes reallocation of the

underspend from the 2021/22 new monies in H1 (SDF and SR), £1.3m in
total for H1
Key highlights
•

Overall, income reported a £13.2m under-achievement at the end of
M8. The under-achievement is matched by equal and opposite
underspend in both pay and non-pay spend categories. The key drivers
for the adverse variance are: £3.6m returned to the ICS under the
System & Covid top-up policy relating to H1, deferral of underspends in
the Provider Collaboratives (PCs) and Complex care (CC) programmes
(c£2.6m YTD); reallocation of 2021/22 new monies underspend to Place
c.£1.3m and the deferral of new funding budget for posts yet to be
recruited into. The PCs and CC deferrals will form part of the 3-way
South London Partnership (SLP) split at the end of the financial year.

•

Pay spend reported a £4.2m 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 did not change
significantly in M8; work is still on-going to recruit into the new monies.
At the time of concluding this report, there were circa 109 posts (Acute
& Crisis and Community MH) of which 25 offers have been made and
the active recruitment percentage is c.80%. On a separate note, the
wards overspent by £26k across the Trust in M8, this is an improved
position compared to previous months. Acuity and costs for
specialling/observation are still the key cost drivers for the ward
overspends. In addition, the Trust spent c. £320k in the month covering
for covid related sickness and for backfilling staff.

•

Non-pay reported £9.2m underspend at the end of M8. The position is
net of the cost pressure presented by the reliance on private beds. At
the end of M8, the total spend on private acute beds was circa £4.6m
(including £1.5m spent at Hayes Grove - Priory). Overall, we are
reporting a fall in UEA spend in M8. There are a number of signs to be
hopeful that we are beginning to see improvement on beds (both
external demand and internal bed base usage); there is however
ongoing higher acuity and observations in the wards than the
substantive budget. Sustaining the gains made in the last couple of
months will very much depend on the impact of the new COVID variant,
Omicron, on our wards and services as well as continuing to deliver on
the flow and Great Out of Hospital Care programmes.

•

The agreed H2 ICS system allocation has in it an indicative 3% CIP
requirement. The Trust will continue to rely on non-recurrent measures
to meet this target.

•

Agency spend was 39.6% below the NHSI assigned threshold, an
improvement to prior month. However, we expect temporary staffing
overall to increase as we address waiting list issues and recruit
temporarily, where possible, to the new funding streams pending
permanent recruitment.

Bids and Tenders
The Committee received the following updates on general bids (this was
following the Business Committee meeting on the 16th Nov, and two
Special meetings on 22nd and 29th November). Key discussion points and
approvals/recommendations are listed below as well.
• The Special Business Committee meetings on 22nd and 29th were
extended to other Board members
• Thames Valley bids (Lots 1 & 2) were submitted on the 20th
December
• The Heathrow IRC bid was submitted in November, a presentation
took place during December and the outcome of the bid is
expected on the 7th January 2022
• The Committee received an update on the Kent prisons
mobilisation
• RBG Integrated Children Service bid – The Committee was told the
expression of interest was submitted on time, an update paper
which will set out expected next steps will be tabled at the next
Committee meeting.
• The Committee received an update on the SW England Prisons.
The final submission was due 6th December. The Committee was
told we were within budgets for all four Lots.
• The Committee reviewed and discussed Lots 1 to 3 of Thames
Valley (TV). The Committee had Board delegation for Lot 2 but not
Lot 1. In view of this, the Committee agreed the right governance
route to take before submitting the bid for Lot 1, will be for the
Chairman to take chair’s action based on the business Committee
recommendation for Lot 1, and then take it to the January Board
meeting for noting. The decision on Lot 2 and SW England had
been delegated to the business committee.
• The Committee noted a Special Executive meeting where all the
bids (Thames Valley Lot1 to 3, SW England) were all thoroughly
reviewed and discussed
The following recommendations were made:
1. Request for approval for Lot 2 (TV) Bullingdon bid for submission in line
with the delegated authority from Board to BC. Outcome – Approved

2. Request for approval of Lot 1 (TV) Huntercombe, Grendon and Springhill
and recommend for Chair’s action. Submission to be ratified in the next
formal Board – Outcome - Approved
3. The Committee approved the SW England prison bid for submission
subject to the final tweaks

Bridges Healthcare Service Ltd update
The Committee received an update on the above debt and the latest
actions taken to retrieve the debt.
SEL ICS Finance update
The Committee noted the update on the M7 ICS finance update. Key
movements in the ICS position were discussed.
Charitable Fund update
The Committee received the regular 6 monthly update on Charitable
funds. The Committee was told that we are still in a position where we
are not spending charitable funds at the rate we would like to principally
due to the pandemic.
SEL ICS meeting with Julian Kelly
The Committee was provided with an update on the meeting between
Julian Kelly (Joint Chief Financial Officer for NHSI/E) and the SEL ICS. The
meeting was called because of SEL’s SOF rating. (Oxleas is the only SOF 1
organisation within the ICS, and the ICS, is rated SOF 3 which puts us on
the national radar). The Committee was told that following the meeting
we expect to maintain SOF 3 instead of being moved to SOF 4.
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Financial Overview
ICS
plan

M8
YTD

H2 Funding is based on 2021/22 H1 funding, but adjusted for a higher efficiency requirement, capacity funding and inflationary impacts. The
agreed bottom line for the Trust is a breakeven position with a delivery of 3% non recurrent CIP.
The Trust delivered a breakeven position before profit on asset sales at the end of November 2021 (M8). Income was based on the H2 agreed
allocation which takes into account inflationary uplift for pay-award as well as System and Covid top-up of circa £7.6m (£2.5m more than the
revised H1 allocation). The position includes reallocation of the underspend resulting from the 2021/22 new monies in H1 (SDF and SR); £1.3m
in total for H1.
Key highlights: • Overall, income reported a £13.2m under-achievement at the end of M8. The under-achievement is matched by equal and opposite
underspend in both pay and non-pay spend categories. The key drivers for the adverse variance are: £3.6m returned to the ICS under the
System & Covid top-up policy relating to H1, deferral of underspends in the Provider Collaboratives (PCs) and Complex care (CC)
programmes (c£2.6m YTD); reallocation of 2021/22 new monies underspend to Place c.£1.3m and the deferral of new funding budget for
posts yet to be recruited into. The PCs and CCs deferrals will form part of the 3-way SLP split at the end of the financial year.
• Pay spend reported a £4.2m 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 did not change significantly in M8; work is still on-going to recruit into the new
monies. At the time of concluding this report, there were circa 109 posts (Acute & Crisis and Community MH) of which 25 offers have been
made and the active recruitment percentage is c.80%. On a separate note, the wards overspent by £26k across the Trust in M8, this is an
improved position compared to previous months. Acuity and costs for specialling/observation are still the key cost drivers for the ward spend,
in addition the Trust spent c. £320k in the month covering for covid related sickness and for backfilling staff.
• Non-pay reported £9.2m underspend at the end of M8. The position is net of the cost pressure presented by the continuous reliance on
private beds. At the end of M8, the total spend on private acute beds was circa £4.6m (including £1.5m spent at Hayes Grove - Priory).
Overall, we are reporting a fall in UEA spend in M8. There are a number of signs to be hopeful that we are beginning to see improvement on
beds (both external demand and internal bed base usage) there is however ongoing higher acuity and observations in the wards than the
substantive budget. Sustaining the gains made in the last couple of months will very much depend on the impact of the new COVID variant,
Omicron, on our wards and services as well as continuing to deliver on the flow and Great Out of Hospital programmes.
• The agreed H2 ICS system allocation has in it an indicative 3% CIP requirement. The Trust will continue to rely on non-recurrent measures to
meet this target.
• Agency spend was 39.6% below the NHSI assigned threshold. An improvement to prior month. However, 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.
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Financial Overview continued….
CIPs

Risks

The Trust will continue to pursue transformational programmes. The assigned CIP requirement for the second half of the year is £4.9m (3%
of expenditure baseline) target. We expect to deliver this CIP non recurrently through vacancies as minimal schemes have been identified
to date.
For the SEL ICS to deliver a breakeven plan each organisation has made assumptions on the requirement for additional unidentified
efficiencies in H2, on top of planned efficiencies. This position may be partially mitigated by the opportunity for receipt of Elective Recovery
Fund (ERF) income above our assumed ERF income levels and planned costs of activity delivery.
Looking ahead – Initial modelling (within ICS) for 2022/23 indicates a potential savings requirement of £200m over and above 1.1%
requirement assumed to be embedded in potential growth funding for 2022/23.

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 November was £2.1m behind plan. However, it is anticipated
that this slippage is temporary and that both the Estates and IT allocations for the year will be fully utilised through additional schemes such
upgrading the Trust’s WiFi and network infrastructure. All the additional schemes will be given the go ahead within this calendar year.
The Trust has been involved in discussions with its SEL ICS partners with regards to how future capital allocations will be shared across the
ICS. It has been agreed that Asset Value (NBV) will form the basis of next year’s allocation, with 10% of funding set aside to establish a
system wide strategic fund. The Trust awaits formal notification of its budget for next year, but at a SEL ICS CEO meeting the Trust was
allocated approx. £11m with an additional £4m for QMH to be drawn from the new ICS strategic fund.

Cash

BPPC

Total cash has increased by £3.8m in November, with the balance at month end reaching £123.7m. Total cash is now £34m above plan,
principally due to an increase in deferred income and accrued expenses. 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. This excludes the
payment needed for Provider Collaboratives.
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 November was 92% by volume and 94% by value, compared to 93% in October for both volume and
value. The national provider average is approximately 87% by value.
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Statement of Comprehensive Income
• Income: £13.2m behind plan
• The key drivers for the adverse variance are the return of £3.6m
for covid top-up, reallocation of underspend on the new monies
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 as overseas patient income. The variance
also includes the deferral of PCs and CCs underspend (c. £2.6m)
• Pay: £4.2m 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. Of the overall posts that have gone out to advert we
have recruited c. 80% are actively being recruited into.
• The run rate did not change materially; we do however expect this
to ramp up as we recruit into the new monies in future months.

The Trust delivered a breakeven position before profit on asset
sales at the end of November 2021. Income was based on the H2
agreed allocation which takes into account inflationary uplift for
pay award as well as System and Covid top-up of circa £7.6m
(£2.5m more than the revised H1 allocation). The position includes
reallocation of the underspend resulting from the 2021/22 new
monies in H1 (SDF and SR); £1.3m in total for H1.

• Non-pay: £9.2m 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.
• Agency Cap: agency spend now stands at 39.6% below the NHSI
assigned threshold. An improvement to the prior month.

4

Statement of Financial Position

Debt summary
•

Total Trade Receivables stands at £9.7m at Nov 21, a decrease of £0.3m from Oct 21 and a decrease of
£3.2m from year end. £3.1m has been received since month end, including £1.7m relating to debts over 90
days.

•

Debt > 90 days was £4.7m at M8 compared to £5.9m at M7 and £4.2m at year end.

•

Material debts that were a cause for concern and / or an area of concerted effort as at month end, are noted
below:
 RBG: £0.87m The Trust has been successful in recovering £1.2m of the previous overdue RBG debt.
The majority of the remaining overdue debt relates to services with fixed monthly amounts where
subsequent invoices have been settled.
This indicates that the non-payment is an oversight on the
part of RBG rather than a real default risk. £0.5m has now been received since month end and the
Trust is working with RBG to clear the remaining outstanding debt.
 HEE: £1.2m LDA funding for Q2. Payment has been received since month end.
 LGT: £0.49m (£0.3m QMH recharges). Discussions are continuing with LGT to resolve queries
including £3m owed by the Trust to LGT over 90 days. £0.1m of the debt owed by LGT, has been
received since month end.
 LB Bromley: £0.35m s75 funding delayed by change of personnel at LBB. Trust working with LBB to
clear debt.
 Bridges Healthcare Services: £0.25m. Debtor entered into voluntary liquidation. The Trust has
instructed its solicitors to obtain Counsel’s opinion on the case. The Trust awaits an update on this to
see if there is any recourse to the losses incurred.

Payments
The percentage of invoices by volume which were paid in November was 92% by volume and 94% by value,
compared to 93% in October for both volume and value. The national provider average is approximately 87%
by value.
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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
Community Diagnostic Hub (CDH) or to relocate Pinewood House now seems
unlikely. Will proceed with demolition plans in the upcoming financial year
Alliance Medical: Scanners now live. Currently looking at the possibility of
installing 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: Asbestos strip completed. Contractor
engaged to start works in January.
New Contemplation room and conferencing suite:
Conference suite - Work starting soon
Contemplation room - Out to tender this week/early next. To start early
January and complete March 22.

Key Highlights
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 November was £2.1m behind plan. However, it is
anticipated that this slippage is temporary and that both the Estates and IT allocations for the
year will be fully utilised through additional schemes such upgrading the Trust’s WiFi and
network infrastructure. All the additional schemes will be given the go ahead within this
calendar year.
The Trust has been involved in discussions with its SEL ICS partners with regards to how
future capital allocations will be shared across the ICS. It has been agreed that Asset Value
(NBV) will form the basis of next year’s allocation, with 10% of funding set aside to establish a
system wide strategic fund. The Trust awaits formal notification of its budget for next year,
but at a SEL ICS CEO meeting the Trust was allocated approx. £11m with an additional £4m
for QMH to be drawn from the new ICS strategic fund.

Re-roof of D Block: Letter of intent out to contractor. Works to start on 28th
November 21.
Road Resurfacing: Due for completion this financial year.
Breast Screening move: Due for completion this financial year
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Risk Register
The table below sets out the current status of all the live Business Committee risks
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Appendix 1 - Operational Performance
 CYP: £1,850k underspend YTD
The position is mainly driven by vacancies, linked to skilled staff shortages. Income overperformance driven by CAMHS Crises (£93k) and
Bexley Adolescent services (£102k). Pay relatively unchanged compared to previous month. Non-pay; The reduction in month is linked to
costs associated with the Young Greenwich contract being lower than expected (£85k)
 Forensics: £207k underspend YTD
Income over-performance is predominantly the driver of the financial position; with Overseas patients and TILT running at 92% (11 out of
12 beds) and 83% (15 out of 18 beds) capacity respectively. The service continues to use temporary staffing cover to manage vacancies,
staff sickness, long term segregation as well as increased seclusion observation. Non-pay overspend is driven by Assertive Rehabilitation
Pathway Digital Technology Pilot which is being considered for possible recharge to SLP. In month, ISS catering spend has increased due
to additional cost within the Memorial wards (Hazelwood and Greenwood), this relates to the new "cookfreeze" service (in-house catering
discontinued and outsourced to ISS). Work is being done with the service to identify funding for these additional cost from within the
position.
 South London Partnership (PCs)/ Complex Care (CC)
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. Between PCs and CCs, we have deferred c. £2.6m YTD – refer to appendices 5 & 6. SLP is currently forecasting c.
£11m investment reserve (£5m PCs and £6m CCs) at yearend with the aim of carrying this forward into future years for reinvestment.
 Prisons: £651k underspend YTD
The position is driven by Income received in relation to various contract variations; corresponding expenditure are now being fully incurred
for most of this. These include the Mental health uplift, Elmley Pharmacy, Reception testing 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.
 Adult LD: £652k underspend YTD
Overall the directorate continues to be underspent however this slowed down this month. Income is lower than trend due mainly to
reductions for Atlas House income. Pay was slightly up on trend as posts were filled however remains underspent overall. Non-pay spend
is similar to levels seen recently and also remains underspent.
 Acute and Crisis: £1,992k overspend YTD
Income is £264k lower than average due to an inter-directorate recode of an invoice (Newton Diagnostics) £159k, correction of an income
double count relating to Transformation programme in M7 (£59k) and decrease in Non BBG invoices (£24k) offset by lower non-pay cost.
YTD favourable position is mainly due to non-BBG invoices £1.2m, Barefoot Lodge income £189k and Bexley Risk Share £182k which is
partially offset by underperformance on Oaktree Lodge (£411k) and TARN (£212k). Pay is £87k below trend due to reduction in specialling
and close observations in Avery, Holbrook and Shepherdleas Wards. Non-Pay was £571k below trend due to re-code of Newton
Diagnostics, reduction in UEAs and TARN under-performance.
 Community Mental Health: £573k underspend YTD.
The financial position in month is £295k less than the previous month, mainly due to a reduction in pay costs. Income; The additional
income in month (£139k) relates to funding for CPD costs, the CPD costs is the increased spend shown under non-pay. Pay; £365k less
than month 7, linked to the Directorate restructure actioned in October (£271k), and reduction in Bexley waiting list initiative payments
(£45k).
 Community Physical Health: £587k underspend YTD
Income is £157k higher than the trend in the previous 7 months due to release of deferred income for 2 Project managers (£72k), £30k
cumulative M1-8 recharge for Podiatric surgery in Bexley MSK and £17k increase in Woundcare income. Pay is £69k higher than trend due
to recruitment to Nurse Band 5 vacancies within Eltham District Nurse and JET as well as Physio Band 6 new starters in Bexley MSK and
Neuro. The favourable YTD variance of £391k is mainly due to AHP (£324k) and Nursing vacancies (£264k) across the Directorate offset by
A&C Bank costs within Management cost centre (£237k). Non-Pay is £91k above trend mainly due to increase in spend on Woundcare
(£43k) due to backlog of invoices offset by income, £20k accrual increase for Home Oxygen and Pathology SLA respectively based on the
information from the suppliers.
 HQ Services: £1,223k underspend YTD
The underspend is driven by vacancies; the majority of which are likely to be recruited to in due course. Estates and facilities is underspent
8 billed
due to prior year related general rate rebate received in M1 as well as current and prior year (M9-12) related vaccination hub income
in-month. In addition, HR is underspent due to unutilised HEE training and CPD funding. The service is actively working on spending plans.

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.
We expect increase in the overall agency
spend as we rely on temporary staffing to
cover vacant shifts as well as the
programmes funded by the new monies.

•

2021/22 – agency ceiling remained unchanged from 2019/20.
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Appendix 3 – Bank Analysis

The monthly bank have reported similar levels of
spend for the last couple of months. This is a
reflection of the continued high acuity and
observations within our wards and community
services. We expect increases in bank spend as
the new variant impacts on our services.

There was a significant drop in spend in May and June compared to prior months. The key staffing category with significant reduction in cost is nursing.
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Appendix 4 – COVID-19 monthly spend
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 has increased by £3.8m, driven in part by
increase in the slippage within capex and increased
receipts, in particular £1.2m towards the overdue RBG
Debt. The cash position at month end is now £34m
higher than planned, primarily due to a
£18.7m
increase in deferred income and £12.9m increase in
accrued expenses when compared to the plan.
Cash balances are expected to remain higher than
planned for the remainder of the year with the balance
at March expected to be c£112m compared to a plan of
£83m..
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Report from the Partnership Committee
Susan Owen, Risk and Governance Manager
Jo Stimpson, Non-executive Director and Chair of the Partnership
Committee
Ify Okocha, Chief Executive
Not confidential
To update the Board of Directors on the work of the Partnership
Committee.

What risks/issues in the The report covers the following items:
report need to be
noted or acted upon?
• Integrated Care System (ICS) developments
• South London Partnership (SLP) update
Where has this report
Partnership Committee 14 December 2021.
been previously
discussed?
Are there any issues in No such issues to note.
the report that might
cause upset?
Glossary of
ICS – Integrated Care System
terms/acronyms used
SLP – South London Partnership
in the report
Link to trust strategy

Link to Board
Assurance Framework
Please summarise
implications for:
Quality
Financial

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 and 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

Equality analysis
Service
user/carer/staff
Executive Summary

The Partnership Committee will ensure that new and existing
partnerships 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
EXECUTIVE SUMMARY (High-level / strategic summary)
Key Highlights, Issues and Exceptions
ICS developments: The committee received an update on ICS
developments, including delegation arrangements and provider
collaboratives. Key points to note were that we will need to rationalise
reporting structures and understand how finances will be allocated. The
board will be kept appraised of further developments.
SLP update: The committee heard that at year end, we will need to
consider how we re-invest savings and going forward, how we address
historic differences in funding. A business case on ALD in-patient
provision is in development and we are moving forward with Community
Support Plus. The Operational Framework includes guidance on planning
for bed capacity and we are working through this to ensure consistency.
Additional information/analysis
The minutes of the committee are available in the ‘For Information’
section of the board pack.
Action required
For the Board of Directors to note.
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Infrastructure Committee Minutes (Meeting 21 December 2021)
Suzanne Shale – Non-Executive Director
Rachel Evans – Director of Estates & Facilities
Public

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

For the Board’s information
To assure the Board

What risks/issues in the The Board are asked to note that ICT had responded well to a recent high
report need to be
risk cyber vulnerability
noted or acted upon?
The Board are asked to note approval of the Green Plan by the
Infrastructure Committee and the considerable work associated with
delivery
Where has this report
Infrastructure Committee
been previously
discussed?
Are there any issues in None
the report that might
cause upset?
Glossary of
FM – Facilities Management
terms/acronyms used
ICT – Information Communications and Technology
ICS – Integrated Care system
in the report
QMH – Queen Mary’s Hospital
Link to trust strategy
Link to Board
Assurance Framework

Please summarise
implications for:
Quality

Building block 7 – Increasing Digital and Remote Service Delivery
Building Block 8 – Making best use of resources ( Finance and
Environmental Sustainability)
Risks
1994 Cyber security strategic risk
1995 Achieving carbon zero
2006 ICS capital regime

We aspire to deliver high quality environments across our Estate and
make best use of digital technology. The emphasis on sustainability in the
Green Plan may support further consideration of how to deliver patient

Service users/
carers/staff

care so that it is both responsive to patient needs and effectively
minimising use of carbon intensive resources.
Future capital expenditure must fall within the sum allocated by the ICS.
The ICS has recognised that QMH is a shared resource from a capital
funding perspective. The cost of implementing the green plan is not yet
fully known or recognised by the ICS.
Future restriction on capital expenditure may impact on some social
groups by inhibiting estate or other infrastructure development. Climate
change has a disproportionate impact on deprived groups and
exacerbates health inequalities.
We aim to achieve carbon goals without disadvantaging service users. The
Green Plan has implications for all staff to support its implementation.

Executive Summary

EXECUTIVE SUMMARY (High-level / strategic summary)

Finances

Equality analysis

Highlights of the discussions at the 21 December Infrastructure
Committee are provided below.
Key Highlights, Issues and Exceptions
•

The Green Plan was approved. Given the extensive nature of the plan
an overview is attached

•

The Committee approved and recommends to the Board the Hard FM
Tender which will be considered in Part 2 of the Bard meeting

•

The Committee was advised that £10,937,000 capital had been
secured plus £4m for Queen Marys Sidcup (QMS) from the ICS.

•

The Committee noted that for the 4th year Emergency Preparedness,
Resilience, Response achieved 100% compliance

•

The Committee noted that ICT had responded well to a recent high
risk Trust response to recent cyber vulnerability

Additional information/analysis
The full minutes are attached which provide greater detail
Action required
The Board are asked to note

OXLEAS GREEN PLAN
Summary

oxleas.nhs.uk

Background to current plan
We set out on our green journey several years ago and have achieved a great deal
already. We have reduced our NHS Carbon Footprint by 31% since 2015/16 and we
have already invested significantly in low carbon technologies such as LED lighting,
solar PV panels and Electric Vehicle chargers.
Our Green Plan brings together key stakeholders to deliver positive changes in each
area of focus, meeting the targets and driving plans for improvement to become
more environmentally sustainable.
Our first challenge is to understand the further scope for further decreasing our
carbon footprint because the easy solutions have already been implemented.
We also need to be able to set achievable targets, track and review our progress.

11 January, 2022
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Carbon Emissions
The Trust’s emissions can be categorised into two main groups: NHS Carbon Footprint and NHS Carbon
Footprint Plus.
The NHS Carbon
Footprint will be our
main focus in the first
years, as it contains
activities that are in the
Trust’s control. This
contains both direct
emissions, which are
those that we create
ourselves, as well as
indirect emissions
which result from
products or services we
purchase.

11 January, 2022

The emissions under
NHS Carbon Footprint
Plus are all indirect
emissions, which are
more difficult to
quantify and not in
our direct control,
however we can make
informed choices
around what products
and services we
purchase and part of
our 3 year strategy will
be to audit and
evaluate where we
can have influence
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Carbon Targets
NHS Carbon Footprint
Our overall carbon reduction targets are aligned to the NHS-wide targets defined within the 2020 Delivering a
Net Zero NHS report. Our key targets are as follows:
 40% carbon reduction by 2024/25: This is our target to the end of this Green Plan ( we have already
reduced our emissions by 31% and are therefore targeting a further 9%)
 80% carbon reduction by 2032
 100% carbon reduction by 2040

NHS Carbon Footprint Plus
Whilst our overall aim for reducing our NHS Carbon Footprint Plus is aligned to the NHS-wide targets defined
within the 2020 Delivering a Net Zero NHS report, as with our targets for our ‘controllable emissions’, we
understand that it is imperative that we set ourselves interim targets to ensure that emissions reductions gain
momentum across the organisation and cumulative carbon emissions are avoided. Our key targets are as
follows:
 20% carbon reduction by 2024/25 – This reflects our target for the term of this Green Plan
 80% carbon reduction by 2039
 100% carbon reduction by 2045
11 January, 2022
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Our Carbon Footprint
In this Green Plan, we have targeted a 40 % reduction in our NHS Carbon Footprint emissions by 2024/25
against a 2015/16 baseline year.
Previous de-carbonisation work has reduced our emissions by 31%, therefore we are targeting a further 9%
reduction within the 3 year term of this Green Plan.

11 January, 2022
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What have we achieved so far
EV Chargers
• We were one of the leading trusts
for the installation of EV charging
points with 18 currently installed
across our larger sites
• We are developing a proposal for
the installation of further charging
points

Transport and Travel
• The Trust runs a cycle to work
scheme
• Business mileage for EV’s and
cycling is the same as for fossil fuel
vehicles
• NHS Car lease scheme only leases
low carbon or EV vehicles

Energy production
• Photo Voltaic and Solar
panels installed at
 Bracton
 Market Street
 QMH Cancer Centre

Energy Saving
• We have installed LED lighting in
approximately 80% of our owned
estate.
• All new lighting installations are
Smart LED
• Estate Rationalisation has reduced
our energy usage

Waste
• Trust clinical waste is incinerated
and forms part of our current heat
provision to QMH
• Low level of food waste, which is
recycled for fertiliser

Procurement
• All paper is now from a
recycled source
• Printing reduced by over
50% from 2015

11 January, 2022
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Green Plan 3 year focus areas
Energy







Area of focus
Complete survey to optimise the control of energy
consumption at larger sites through our Building Energy
Management Systems (BEMS)
Complete surveys to assess scope and applicability of
low carbon technologies (eg solar PV, air & ground
source heat pumps)
Green Plan Targets
Install smart energy meters across our owned estate
Complete LCSF-funded HDP projects to reduce energy
usage on one of our larger sites

Water
Area of focus
 Monitor water consumption across the Trust via
installation of water meters at larger sites
 Provide information and advice to staff and patients in a
water reduction initiative and raise awareness through
campaigns
Green Plan Targets
 Reduce water consumption by 15% from 2020 levels

11 January, 2022

Waste

Area of focus
 Sustainability Action Group to undertake a ‘Waste
review’ to develop a set of waste-specific actions to
communicate and educate on reduction, reuse and
recycling
 Evaluate upcycling opportunities such as freecycle or
reverse vending machines
 Explore alternatives to single-use items such as reusable
sharps
Green Plan Targets
 Increase proportion of waste recycled to 80% by 2025
 Eliminate single-use plastics across the Trust by 2030
 Continue our trajectory of reducing paper use year on
year
 Reduce food waste across the Trust by 10% from
2019/20 value
Capital Projects

Area of focus
 Update building design specification to incorporate best
practices on use of materials, including carbon from
production use and disposal
 Ensure sustainability criteria are embedded in the tender
evaluation process and weighting adequately reflects
importance
7

Green Plan 3 year focus areas
Travel & Transport
Area of focus
 Identify a process for recording patient transport data
 Sustainabilty Action Group to review and develop a plan
for mileage reduction
 Repromote the Cycle to Work scheme
 Consider how to quantify changes to travel and transport
as a result of digital transformation
Green Plan Targets
 Implement process for recording patient transport data
 Include sustainable travel options in all transport related
tenders
 Develop specific Green Travel Plan

Workforce and System Leadership
Area of focus
 Circulate our Green Plan and encourage discussion as to
how future versions can be developed and improved
upon
Green Plan Targets
 Develop a tailored induction module, such as net-zero
training package for all new staff
 Develop online information and training to drive
behavioural changes such as turning off lights, IT
equipment etc and recycling correctly

Sustainable Models of Care






Area of focus
Develop a plan to record how Oxleas are optimising appointments to minimise the number of visits for multiple
treatments
Review how the Trust can capitalise on a ‘smart hospital’, such as migration of non-sensitive data
Continue to identify and record in green plan new default practices that deliver carbon savings such as Home First
initiatives
Develop opportunities to work in partnership with local GPs, the voluntary sector and our local providers to further
optimise the delivery of high quality, localised care

11 January, 2022
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Green Plan 3 year focus areas
Digital Transformation








Area of focus
Develop a standardised way to use digital resources such as data and how data is stored
Continue engagement with digital ambassador program working in conjunction with the SLP
Develop ways to measure and understand the interdependency between sustainability and technology
Measure items that are reused – donate electronics such as old iPads
Review of purchase of IT equipment considers electrical efficiency
Develop a carbon rating system for new applicable projects






Green Plan Targets
Complete draft personas
Develop ways to measure and understand the interdependency between sustainability and technology
Complete Communication Plan to support changes in behaviour
Complete Agile Working Plan

Supply Chain & Procurement

Area of focus
 Conduct Procurement for Carbon Reduction (P4CR) exercise to identify specific opportunities to reduce supply chain
emissions
 Conduct review of standard tender evaluation criteria to ensure the importance of sustainability aspects is reflected
 Review existing walking and refurbishment schemes and if suitable for the Trust
Green Plan Targets
 Revise standard letter evaluation criteria to ensure the importance of sustainability aspects is adequately reflected

11 January, 2022
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Green Plan 3 year focus areas
Food & Nutrition
Area of focus
 Review procurement against Defra balance scorecard
 Identify ways to reduce food waste at the staff canteen in
QMH. Monitor NHS guidance of best practice on hospital
food
Green Plan Targets
 Ensure food services are only procured from environmentally
sound suppliers

Green Space and Biodiversity
Area of focus
• Review opportunities for green space expansion at
community sites within SAG meetings
• Embed the importance of green space retention and
expansion within the Trust’s capital projects processes
• Conduct staff survey to understand opinions on green space
and wider sustainability goals and actions

Local Air Pollution
Area of focus
 Measure and track site NO2 and PM levels at QMH
 Work with local councils to reduce site led emissions (eg ‘no
engine idling’ campaigns)
 Understand support available to become a ‘Clean Air Hospital’
using the framework developed by Great Ormond Street
Green Plan Target
 Measure and track site NO2 and PM levels at QMH

Refrigerant Gases
Area of focus
 Identify options for low GWP alternatives to currently
used refrigerants
Green Plan Targets
 Create policy on selection of refrigerant gases in
new/refurbished refrigeration equipment across the
Trust estate

Adaptation

Area of focus
 Develop a Climate Change Adaptation Risk Assessment (CCARA)
11 January, 2022
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Tracking Progress
To ensure that we can
assess our progress, it is
important to define a
number of Key
Performance Indicators.
This table outlines the
initial KPIs we will use to
track how we are
progressing.
Going forward our aim is
to develop and refine the
metrics selected so that
we are can push forward
on our sustainability
journey across all areas of
focus.

11 January, 2022

Area of Focus

Energy

Waste

Water
Transport
Net Zero

KPI

Units

Electricity consumption

kWh / m2

Gas consumption

kWh / m2

Heat from incineration
(QMH)

kWh / m2

Carbon from energy

kgCO2e /
m2

Total waste produced

kg / m2

Waste recycled

%

Food waste produced

kg / m2

Water consumption

m2 / m3

Carbon from business
mileage

tCO2e

NHS Carbon Footprint

tCO2e

NHS Carbon Footprint
Plus

tCO2e

Description
Total electricity demand per m2 of
occupied floor space.
Total heating fuel demand per m2 of
occupied floor space.
Total heat from incineration per m2 of
occupied floor space. Applies to QMH
only.
Total
carbon
impact
of
built
environment. Primarily Scope 1 & 2 but
includes WTT and T&D emissions.
Total Trust waste generated per m2 of
occupied floor space.
Proportion of total waste sent to
recycling.
Total food waste produced per m2 of
occupied floor space.
Total water consumption per m2 of
occupied floor space.
Total carbon impact from miles
completed on Trust business.
Total emissions from Trust-controlled
activities (Figure 5)
Total emissions from wider Trustinfluenced activities (Figure 5)
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Governance
Strong leadership and support from decision makers will be required to embed sustainability across the
organisation. Sustainable organisations are better positioned to anticipate and react to economic, social,
environmental, and regulatory changes as they arise.
TRUST BOARD

The Trust Net Zero-lead and
champion of sustainability will
be the Director of Estates and
Facilities.
BOARD LEVEL
NET ZERO LEAD

DIRECTORS

HEAD OF
ESTATE
DEVELOPMENT
DIRECTORATE
CHAMPIONS
SUSTAINABILITY
MANAGER (new
post)

SUSTAINABILITY
GROUP`

11 January, 2022

The Trust is intending to create
a new Sustainability Manager
role to lead the Sustainability
Action Group and be
responsible for oversight of the
plan, and driving delivery.
The Sustainability Action Group
will require attendance by
champions from all directorates
to ensure our goals are
achieved.
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Risk & Mitigation

The plan currently includes a generic risk assessment which could be applied to many healthcare organisations. Our aim
will be to refine our risk register to reflect the specific challenges the Trust faces. These will then be reviewed and
updated on an annual basis.
Risk

Failure to comply
with environmental
legislation

Description
Given the Trust’s size, disaggregated estate and
complexity of operations it is conceivable that we
could inadvertently fail to comply with one or more
elements of environmental legislation.

Mitigation

It is likely that some decarbonisation schemes will
require significant capital investment to progress.
Capital expenditure limits set out by the ICS could
constrain our efforts to deliver some larger schemes.
As part of our overall strategy to promote
engagement with the local community, we recognise
that a coordinated approach that incorporates
environmental and social sustainability is paramount.
As a core part of the community, the Trust must lead
by example on sustainable development to ensure the
concept is embedded in the wider community.

the Trust.

This risk is managed on an ongoing basis through the retention of expert support and
diligent Trust oversight.

complete a Climate Change Risk Assessment (CCRA).
The rapidly changing climate will result in an increased
Adverse impacts of
frequency of extreme weather events such as
Develop Cool air strategy to assess the need for additional cooling across the estate and
the changing climate heatwaves and storms. Increased pollution will also
its potential impact in terms of carbon emissions.
drive an increase in health-effects linked to air quality.
Risks identified will be managed through a Climate Change Adaptation Plan (CCAP).
When factors such as the potential changes to the
Trust estate, the evolving requirements of high-quality
To minimise the impact that factors outside of the Trust’s influence can have on our
Failure to meet
healthcare and changing carbon intensity of resources,
sustainability reporting, we have chosen to benchmark our KPIs using normalising
carbon reduction
are taken into consideration, it is by no means
factors (e.g. m2 floorspace or patient numbers)
targets
guaranteed that the Trust will continue its current
trend of reducing overall carbon emissions.
Finance will be required to deliver on the
Consistent, clear reporting on progress and requirements will enable the Board to
commitments of our strategy. Efficiency savings and
embedded sustainability practices may be masked by provide the support required to meet our targets.
rising utility costs and changing requirements of
Additionally, the Estates & Facilities team are developing, through our Heat
healthcare.
Financial support
Decarbonisation Plan, clear Business Cases for decarbonising individual buildings across

Local community
support

11 January, 2022

Developing credible application to centralised funding schemes such as the PSDS will be
critical to progressing our heat decarbonisation aims.

A clear and demonstrable commitment to our sustainability agenda which is effectively
communicated to local stakeholders will be critical to mitigating the risk of any local
community disenfranchisement with new sustainability projects.
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People Committee update
Rachel Clare Evans, Director of Strategy & People
As above
No

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

To update the Board on the November Workforce Committee meeting

What risks/issues in the
report need to be
noted or acted upon?
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

Risks relating to mandatory vaccination are covered elsewhere on the
Board agenda.

Link to trust strategy

Big Priority 3: Making Oxleas a Great Place to Work

Link to Board
Assurance Framework

BAF risk 1213, 1471 and 1502.

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

Executive Committee
No
SAS – staff grade, associate specialist and speciality doctors
WRES – Workforce Race Equality Standard
HEE – Health Education England
PICU – psychiatric intensive care unit

People issues directly affect our ability to recruit and retain good quality
staff and to provide good quality care to our patients.
People issues can result in additional costs in recruitment and temporary
staffing cover to mitigate against any vacancies.
Ensuring that all our staff feel valued and included improves staff
experience, retention and quality of care.
People issues directly affect our ability to recruit and retain good quality
staff and to provide good quality care to our patients.

Executive Summary

Medical Staffing
The Committee heard that the medical vacancy rate stands at 15%,
reflecting increases in consultant rates in Forensics and CAMHS and an
increase in the Junior grade rate in ALD, CAMHS and Bromley. There will
be a focus on medical workforce planning as part of the new People
Strategy work on workforce planning.
There has been little interest in transferring to the new 2021 SAS contract,
because the basic salary on the 2008 contract is higher than the basic
salary on the new 2021 contract.
The Committee was pleased to hear the news that medical
apprenticeships were due to be launched. This could help to widen access
to the profession.
The Committee discussed the proposals for reporting WRES data
specifically for the medical profession. The team will keep abreast of the
emerging requirements and liaise closely with the Equalities and Human
Rights lead.
Medical rotations had returned to normal and the NTS2021 results were
good overall. The Trust’s efforts have been praised at the last HEE quality
visit by the Deputy Dean who considers the Trust ‘one of the shining lights
in South London’.
Safe Staffing
The Committee considered the paper that had gone to the Board in
November. It was explained that the safe staffing review had been
undertaken for the period January to June 2021. It concluded there are
sufficient staff to meet the clinical needs of patients on the mental health
in-patient wards.
The Mental Health Optimal Staffing Tool (MHOST) was utilised as required
by NHSE/I and all staffing level decisions were based on available MHOST
data, triangulated with professional judgement and service quality
indicators.
Meadowview and Eltham Community Beds had not been included in this
establishment review - a separate establishment review would be
undertaken when the new service model had been established. In the
interim, safe staffing levels had been agreed and would be adjusted to
respond to changing patient acuity and dependency.

Highlights included that Shrewsbury ward had demonstrated a high
number of patients who were ready for discharge. The PICU numbers also
highlighted a number of patients who were ready for discharge. Overall,
the reported acuity was lower than during the same period the previous
year. The recommended staffing levels on the Tarn ward during the
period had been met.
All older adult wards had adequate staff, with Scadbury and Holbrook
ward having significantly higher numbers of staff than recommended
average. The manager of Shepherdsleas ward, explained that the acuity
had increased during the census period with one patient needing two to
three nurses to attend to their needs.
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 suggests 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.
People Strategy
The new People Strategy supports the Oxleas’ three-year strategy as well
as the wider aspirations of the People Plan, the London Race Strategy and
more.
The strategy includes the proposals for making Oxleas a Great Place to
Work – the third big priority in the Oxleas strategy. These aspects had
been considered at the Board in November.
The People Strategy includes elements relating to workforce planning,
getting the basics right and more. Following the Board discussion, there
had been considerable focus on getting the hygiene factors right for staff
and changes were being planned to (a) improve the access to pension
support for staff, (b) to ensure a consistent approach to the provision of
refreshments for staff across different sites and (c) ensuring that all staff
understood their pay and bank rates.
The Committee welcomed the strategy and commended the breadth and
depth of activity to support and develop staff.
The Committee explored whether the breadth of initiatives were reaching
all front line staff. It was agreed that this needed continued focus and
needed careful thinking in the context of prisons expansion. There are a

range of ways that communications are delivered, designed to appeal to
different audiences, but the key aspect is for line managers to update
their teams in person about the monthly Team briefing content.
Disciplinaries and Just Culture
The paper set out a detailed deep dive into the WRES 3 data and followed
an in-depth session with the People Committee Non-Executive Directors
going through the detail of each case.
The Committee noted that the overall numbers of disciplinaries were
reducing and that this was welcomed. The spike of disciplinaries that had
been seen in Forensics and Prisons last year had been addressed and the
numbers were now in line with other parts of the trust. The overall
numbers were low but the impact on individual staff members was
significant and this would always merit continued focus. All cases that
proceeded to disciplinaries had resulted in action being taken.
The team discussed the detailed range of recommendations and activities
that had been introduced to ensure that everything possible was being
done to ensure processes that were robust and non-discriminatory. The
focus needed to be on reducing the likelihood of incidents and sharing
learning.
The Non-Executive members of the Committee present explained that
they had gained significant assurance from the separate deep-dive into
the data and felt assured that all necessary action was being taken.
Workforce Update
A particular highlight had been the introduction of the new OxLead
programme. All managers at Band 6 and Band 7 level would be expected
to have completed the programme over a three-year period. The
approach to date had been to target both individuals and managers
separately to ensure that the right people had been reached.
The Committee noted that the LGBTQ+ network had undergone
significant turnover – did this suggest that more needed to be done to
support our networks? Karen Edmunds explained that our Staff Network
policy sets out the levels of protected time for all staff network executive
members and also proposes an approach whereby the different roles are
spread across a wider group so that the pressure on any one individual is
reduced. Nevertheless, there can be a period of disruption when one or
two key individuals move on at the same time. Support is provided to
ensure continuity when there are changes.

People Committee risks
The People Committee risks had been updated and had been discussed at
the Audit and Risk Committee the previous day.
The three main risks for People Committee were around recruitment,
discrimination and abuse, and burnout.
The pressures around recruitment were pressing because a number of
trusts were seeking to recruit as a result of increased Mental Health
Investment Standard (MHIS) monies. The changes requiring vaccination
to be a condition of deployment could also have a negative impact on
staffing numbers.
Significant work was ongoing to address both discrimination against staff
and also violence and abuse. The Building a Fairer Oxleas work was in its
second year with an ambitious programme of supporting activity. The
work on violence and abuse was covered elsewhere in the agenda.
On burnout, there was some sense that staff was starting to recover from
the pressures of the pandemic, having had some opportunity for annual
leave and holidays. But the winter pressures could well change the
position and this would be kept under review.
The emerging risks related to (a) higher than usual turnover, (b) prisons
expansion and (c) vaccination as a condition of deployment.
Violence and Abuse
The paper on violence and abuse was presented to the Committee,
representing a team effort across the Executive and beyond.
A detailed action plan had been developed, supported by a refreshed
flowchart. The action group meeting was being established as a formal
sub-Committee of the People Committee. Directorate leads were being
agreed and a patient-staff compact would be co-produced to set clear
expectations around civility and respect.
The Committee welcomed the increased focus on violence and abuse and
the excellent Quality Improvement work that had delivered 40%
reductions.

Race Pay Gap paper
The Committee noted that not all NHS Trusts produce a race pay gap
paper and recognised the importance of gathering this data. It was not
always easy to draw clear conclusions from the data – a pay gap which
favours Black, Asian and Minority Ethnic staff can indicate that staff are
getting stuck at a particular level and finding it difficult to progress.
It was agreed that the data should continue to be gathered and that
trends should be monitored over time. It was also agreed that it would be
useful to have deep dives on different areas and this would be
considered.
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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
Not confidential
To update the Board of Directors on the work of the Audit and Risk
Assurance Committee.

What risks/issues in the The report covers the following items:
report need to be
noted or acted upon?
• Internal audit reports
• Local Counter Fraud Specialist (LCFS) report
• External audit update on climate change disclosures
• Risk register report from the People Committee
• Fit and Proper Persons Test
• Thematic review of service line risks
Where has this report
Audit and Risk Assurance Committee 16 November 2021.
been previously
discussed?
Are there any issues in No such issues to note.
the report that might
cause upset?
Glossary of
LCFS – Local Counter Fraud Specialist
terms/acronyms used
SMT – Senior Management Team
in the report
IBR – Integrated Board Report
FRC - Financial Reporting Council
CQC – Care Quality Commission
Link to trust strategy

Link to Board
Assurance Framework

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
item.

Please summarise
implications for:
Quality

Service
user/carer/staff

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.

Executive Summary

EXECUTIVE SUMMARY (High-level / strategic summary)

Financial
Equality analysis

Key Highlights, Issues and Exceptions
Care planning update: team dashboards are in now place for mental
health teams and care planning information is available in team and
Senior Management Team (SMT) dashboards. As part of the work
associated with the new directorate structures and the new Integrated
Board Report (IBR) proposals, further work is underway on our
governance processes and the data that is required to support these
processes. New data sets will be created for review at both directorate
and trust quality groups.
Internal audit report on serious incidents: This achieved an outcome of
significant assurance with minor improvement opportunities
(amber/green), with two medium priority and two low priority
recommendations. The audit found that there was a good procedure and
oversight. The audit was undertaken before the re-structure, so as part of
the move to the new directorates there is scope to tighten controls and
review outstanding actions. There will be greater clarity on how staff will
be held to account on completing actions through the new governance
structure.
Internal audit on waiting list management: The report received an
outcome of partial assurance with improvements required (amber/red)
which was in line with the trust forecast. There were two high priority
recommendations, three medium priority recommendations and one low
priority recommendation. Short term due dates have been set given the
scale of the work. It is envisaged that a technical solution will be
identified by February 2022 and many of the of the actions will be picked
up through the Zero Delays workstream.

Local Counter Fraud Specialist (LCFS) report: The committee received a
proactive review of timesheets, with a focus on shift workers booked and
authorised by same person, and staff who undertake frequent shifts.
There was no evidence of fraud, but five medium and two low priority
actions were raised to strengthen controls. The committee heard that
managers are constantly being challenged to improve roster practice, and
work is underway to review sign off processes, including authorisation
limits and segregation of duties.
External audit update: The committee received an update on climate
change disclosures. There are already more demands in the private
sector, and it expected that this will be rolled out to the NHS and whole of
the economy by 2025. Financial reporting standards will be updated to
cover governance, strategy, risk management, targets and metrics, and
the impact on the business. The Financial Reporting Council (FRC) will be
holding auditors to account. These discussions will be taken forward
through the Infrastructure Committee as well as the Audit and Risk
Assurance Committee.
Risk register report from the People Committee: The committee heard
that recruitment will remain a risk for some time. There are a range of
innovations in place to attract staff to Oxleas and ensure that they have a
good experience. Our work on reducing violence, aggression and
discrimination has stepped up over the past year. Emerging risks relate to
turnover, prison expansion and mandatory vaccines for health and social
care staff, which takes effect from 1 April 2022.
Fit and Proper Person Test: The committee received the annual
assurance review of the Fit and Proper Persons Test. There are a range of
checks in place, and we have more demanding standards than many other
trusts. This arrangement will continue, as the CQC do check this.
Thematic review of service line risks: The committee received a thematic
analysis of service line risks. There are 84 risks across the three new
directorates. Mental health community has the most risks overall, and
physical health community has the most significant risks. Whilst there are
differences in the top two themes for each directorate, the over-riding
theme across the three services is wait times, with a total of 16 risks
falling under this theme. Work is taking place to rationalise risks in the
new structure and the Executive Team will continue to receive updates
through the quarterly operational review meetings.

Additional information/analysis
The minutes of the committee are available in the ‘For Information’
section of the board pack, and any of the reports mentioned are available
on request.
Action required
For the Board of Directors to note.
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Subject
Author
Accountable Director
Confidentiality/
FOI status

Health and Safety Oversight Committee
Rachel Evans – Director of Estates and Facilities
Rachel Evans – Director of Estates and Facilities
No

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

For information and assurance

What risks/issues in the
report need to be
noted or acted upon?
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

Highlighted issues are being taken forward through the Health and Safety
team and Service directorates.

Link to trust strategy

Big Priority 3 – Making Oxleas a great place to work
Building Block 3 – Creating as safy and learning culture
Building Block 6 – Reduycing violence, aggression and abuse against staff

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

Health and Safety Oversight Committee
Details of Health and Safety incidents

None

The Health and Safety strategy and 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 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 committee seeks assurance that the safety of staff is properly
managed.

Executive Summary

EXECUTIVE SUMMARY (High-level / strategic summary)
The committee reviewed the Health and Safety Risk Register and will
receive a thematic review of directorate Health and Safety risks at the
March committee.
The Health and Safety Report highlighted the continued positive
improvement in audit scores.
On-going attention to the consistent implementation of lone working
procedures is required. Following the reconfiguration of service
directorates, the safe system of work adopted by each team is being
reviewed to ensure consistency and a risk-based approach.
The committee noted and discussed the 2 RIDDOR reportable incidents.
The reporting process was discussed and it was agreed that a standardised
template will be developed to improve the investigation of RIDDOR
reportable incidents.
The committee noted progress against the Health and Safety Strategy and
the plans for year 3, during which the focus will be on training and
improving the quality of risk assessments.
A training course for Directors has been sourced, and further training is
under development for Team Managers. Both will be rolled out over the
next few months. In addition, the Health and Safety e-learning package
will be reviewed and updated.
The committee received a presentation from The Children and Young
Persons Directorate and noted the excellent work undertaken
Key Highlights, Issues and Exceptions
As above
Additional information/analysis
The Health and Safety Report provides further detail and is available on
request
Action required
The Board are asked to note this report
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Author
Accountable Director
Confidentiality/
FOI status

Board visit Reports
Various
Andy Trotter, Chair
Public

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

For the Board to note

Item
Enclosure
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18

What risks/issues in the Highlight key issues/risks of which Board members should be aware
report need to be
noted or acted upon?
Where has this report
N/A
been previously
discussed?
Are there any issues in None
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report
Link to trust strategy

The visits relate in a number of ways including:
• Infection control
• Safety
• Community and inpatient services
• Supporting staff

Link to Board
Assurance Framework

The visits focus on risks around workforce, safety and sustainability

Please summarise
implications for:
Quality
Finances
Equality analysis
Service users/

The reports include information on how teams are working to maintain
and improve quality of services.
The financial implications of some issues are raised.
Equality issues such as the trust’s Building a Fairer Oxleas programme
were discussed.
The reports consider impact on service users, carers and staff.

carers/staff

Executive Summary

Several contacts have been undertaken by Board members over the
past months with services and the attached summarises these visits
and outcomes. An action log is maintained of the issues raised and is
monitored by Service Directors.
Issues raised by colleagues include:
• Car parking
• Feeling part of the organisation and staff support
• Working environment

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

30 September
2021

Service

CAMHS Crisis Team

Attendees

Jo Stimpson
Alison Furzer
Lisa Thompson
Iain Dimond
Sabitha Sridhar

Brief description of service
Service outline:
• Oxleas tri-borough Crisis Service, funded by clinical commissioning groups and the South
London Partnership (SLP) collaboration.
• Operational since October 2018
• Hours of operation 8am -10pm (referrals accepted until 8pm), 7 days a week
• Responding to crisis presentations in two acute sites (QEH and PRUH)
• The crisis team provide planned and unplanned care
• A&E
• clinic emergency assessments
• S136 assessments
• 7 day follow up for all CYP presenting in crisis
• weekend crisis calls for known CYP to Oxleas CAMHS and those not
known to the caseload who have presented in crisis

Outstanding issues from previous visit
None

Overview of visit

Members of the Crisis Team attended the Board visit which was carried out virtually via Teams.
Emma Holland, Operational Manager, gave a presentation setting the scene to include the SLP
and New Models of Care. Emma gave an overview of the Crisis Team, the pathway and insight
into the type of presentations the team see. An overview of the successes and challenges since
the team became operational in 2018 and finally looking towards the future and new investment.
There are 15 team members of different professions to include Mental Health Nurses,
Psychologists, Social Workers and Administrators.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

Parking on site at QEH and
PRU is challenging
Submitting car parking
expenses on EOL not
working
As the team have expanded
the office space has become
limited

Action

To explore options with
Acute Trust provider
To explore what the issue
is and correct
Is there the potential to
have more office space

Assigned To
Iain Dimond

Alison Furzer
Lisa Thompson

Deadline

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

Service

13/12/2021

Finance Department

Attendees
Members of the finance team

Brief description of service
Service outline:

The Finance department is made up of multiple teams covering a range of functions.
Financial Management and Planning - The team oversee production and analysis of financial
information to assist budget holders to make informed decisions on the day-to-day running of the
organisation. The team provide financial performance reports and forecasts to all levels within
the Trust which contributes to the financial sustainability of Oxleas.
Accounts Receivable – The team raise and send out income invoices to bodies who owe funds to
the Trust for services provided. They look to ensure the organisation receives payment within
approved timeframes. This allows for cash balances to remain at a sustained level and ensure
payments can be made to staff and suppliers.
Accounts Payable – The team are responsible for accurately tracking all payments made and owed
to Trust suppliers. They ensure all invoices are correctly approved and all invoices not under
dispute are paid within agreed terms and conditions. The team are currently paying around 94%
of invoices (by value) within 30 calendar days of invoice receipt, with a national average of 87%.
Procurement – Manage the issuing of purchase orders along with overseeing the management of
income and expenditure contracts. The team look to obtain the required goods and services for
the Trust whilst ensuring value for money is secured. The team will be moving over to GSTT
‘SmartTogether’ procurement function in the near future.
Payroll and Pensions – The Trust has partnered with NHS SBS in 2018 to provide a payroll and
pension services. The Trust currently employee two bank staff on a part time basis to assist staff
with any payroll queries they may have and provide additional advice where needed.

Outstanding issues from previous visit
No outstanding issues.

Overview of visit

The visit was held on the 13/12/21and consisted of two different groups. Group 1 met face to
face at Pinewood with staff attending from the Financial Services arm with Group 2 made up of
staff from the Financial Management and Planning. Both groups confirmed their awareness of the
Trust’s ‘Freedom to Speak up’ scheme and how to access if needed.
Group 1
• The group discussed the merits of working at Oxleas. They noted how the Trust would try
and assist with career progression and provided the opportunity to work with other teams
outside of finance. However due to the C-19 pandemic the opportunity to shadow
services teams has not been possible but would appreciate this opportunity if this became
viable again in the future.
• A number of staff within the group discussed how they had recently been employed by
other organisations (both NHS and non-NHS) but had come back to Oxleas as they
preferred the environment they worked in and the values of the organisation.
• The group extensively discussed the Trust’s flexible working policy and appreciated the
option of being able to work from different locations. They discussed that all the
departments recent major hardware and software upgrades have been positive without
any drawbacks as speed has also been stable. However, the group did mention that the
desk setup at Pinewood is much better than they have at home. Therefore, would the
Trust consider paying for additional desks and IT kit if needed at home.
• The group were also appreciative of the gift cards that were received during the Xmas
period and acknowledged the amount of work group members needed to do to get the
gift cards out to all staff across the Trust.
• The group also felt that there were now less payroll queries than when the Trust originally
switched over to NHS SBS. They felt that the introduction of the bank staff to assist with
any problems was of great benefit.
Group 2
• The group discussed the impact on the team due to the C-19 pandemic. Recent new
starters at the Trust felt it was a difficult and strange time to start at the organisation but
felt that the induction documents and good handover helped them quickly get up to
speed and gain a good understanding of the Trust.
• They felt there was a good on-boarding process with the ability to meet key stakeholders.
They also felt that they could approach the management team within finance with any
issues unlike other organisations they had worked at. They felt that the open-door policy
within the department allowed for points to be made.
• The group acknowledged how hard the clinical teams are working with front line staff
doing a fantastic job given the current stress and pressures they are under. They felt
there was a gap between clinical service managers and clinical operational staff and that
the operational staff needed more support. Often teams have one go to person to
resolve queries, but it would be good for teams to get more support on the administration
tasks such as dealing with long term staff sickness.
• The group discussed the difficulties of progressing from Band 7 roles to Band 8b roles
given the current structure within the department. They felt that the potentially Band 7’s
could cover the Band 8b roles if given the training and opportunity. Some staff did
mention that they had attended ‘Breaking B7 Ceiling’ to help achieve this. They also felt
that they were not communicated on any staff changes if they are working from home.
They also felt that C-19 has resulted in a huge amount of change across the department
and Trust. Any change communication has been difficult across all organisations in any
sector but given the situation, the hybrid working method is working well as we received
the IT equipment needed.
• A member of the group discussed the length of time it can take to resolve any grievances
within the organisation. They had been part of a recent grievance which involved HMP

•
•

Wandsworth pharmacy staff, who had Tupe’d over from SGUH. They would like to see
these resolved quicker and with less delays.
The group discussed whether their professional membership annual subscription could be
paid for by the Trust, as currently covered by many other private organisations.
The group discussed that when dealing with some services, there has not been an
absolute application of trust values which has made any type of discussion difficult. They
feel that on occasions they can receive minimal support from services and a lack of
appreciation.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

A. Working setup at
home

B. Structure and
communications
within Financial
Management &
Planning
C. Professional
Membership
Subscriptions

Action

To check if Trust will
consider paying for
additional desks and IT
screens to match office
working conditions
Review structure and
setup a progression path
if possible, ensure open
communications on any
changes
Check policy on
professional finance
subscriptions

Assigned To

Sat Dhinsa

Deadline

31/12/21

Alex Owoo

30/06/22

Sat Dhinsa

31/12/21

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

7/12/21

Service and Location

Atlas House
Goldie Leigh

Attendees
Andy Trotter
Iain Dimond
Lorraine Regan

Brief description of service
Atlas House is a specialist inpatient unit for adults with learning disabilities based on the Goldie
Leigh site, Abbey Wood, London. It provides care to people with additional needs such as mental
health problems and behaviour of concerns, autism and ASD that require a short to medium time in
an inpatient setting and whose needs cannot be met in the community. Atlas House is staffed 24
hours a day by Registered Nurses and support workers. There is a multidisciplinary team of art
therapists, music therapists, occupational therapists, psychiatrists, psychologists, and speech &
language therapists who work Mon to Fri, 9am to 5pm. The average length of stay for patients is 5.5
months.

Outstanding Actions from the last Board visit

There are no outstanding actions from previous visits.

Overview of visit

We were met in Atlas House by Muniru Azeez, the modern Matron. We discussed the current
patients that they are caring for at Atlas, acknowledging that many of their patients come from
SEL and SWL boroughs. We reflected on the history of Atlas and its position in relation to the
regional LD programme. A number of conversations are active around future use of the building
including SEL and SWL block commissioning beds and also exploring using part of the unit to offer
care to people with Autism who do not have a LD.
Azeez shared very positive feedback of how the unit had coped during the pandemic and the
sense of achievement that they had had no Covid positive patients.
Staffing remains a challenge and has always been difficult at Atlas as very few bank and agency
staff are confident to take shifts so most of the additional shifts are worked by the existing team
with a small number of long standing bank staff. This can lead to staff having unrealistic
expectations which Azeez has to spend considerable time managing.
Azeez then took us for a walk around the unit where we were able to speak to a range of staff and
patients. Some environmental damage was noted and Azeez explained that this would be
remedied when the patient was discharged to avoid continual repairs.
No concerns were raised and no actions were noted.

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

30.11.2021

Service

Greenwich Community Learning
Disability Team

Attendees

Andy Trotter
Iain Dimond
Lorraine Regan
Jenny Ioselliani

Brief description of service
Service outline: Greenwich CLDT is based in the Woolwich centre and is a multi disciplinary team
fully integrated with social care. They provide support and treatment for adults with a learning
disability who are unable to access mainstream services and need help with their mental or
physical health.

Overview of visit
The visit was undertaken virtually. Unfortunately, both the Health and Social Care Team Leads
were unavailable due to sick leave, however we met with a group of staff drawn from across the
MDT, including nurses, the consultant psychiatrist, a clinical psychologist and an AHP.
It was a very positive visit overall and the team talked passionately about a number of initiatives
they were proud of including the LD Liaison post based at QEH. They also talked about how they
had successfully adapted their way of working because of the pandemic however the majority of
their work is now back on a face to face basis. Being able to use virtual technology has enabled
better working across the health and social care system by improving connectivity and access.
The work of PCP reception at Market Street was highlighted for praise in the way in which this had
enhanced user experience
A couple of practical challenges were discussed: agile working at the Woolwich Centre and
parking/ travel around the borough. Also, the way that the pandemic had impacted on access to
schools/ colleges around transition work.
Overall, they presented as a very cohesive team who are very passionate about the work they do.
We briefly talked about the requirement for mandatory vaccination and the need to approach this
sensitively however being mindful that there is a national requirement for mandatory vaccination
of healthcare staff.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

Agile working at Woolwich
Centre: ratio of desks to
staff (1:10) not adequate
plus need to access RiO
means they have to use
specific desks
Changes to RBG Day Services
have had an impact on
workflow into team
Parking within the borough

Action

Assigned To

For discussion with RBG

Jenny Ioselliani

To explore options for
transport as part of Trust
green plan

Iain Dimond

Further negotiation
needed with RBG

Lorraine Regan
Iain Dimond

Deadline

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

15th November
2021

Service

HMP Maidstone
HMP East Sutton Park

Attendees

Suzanne Shale, NED
Neil Springham, Executive director for
therapies
Sunita Arjune service manager
Ian Bicker service manager

Brief description of service
Service outline:
HMP East Sutton Park - category C women's and young offender institution.
HMP Maidstone, category C prison, pre-deportment of foreign nationals.

Outstanding issues from previous visit
Historic whistle-blowing concern and the action plan to respond to it shared with us
ahead of visit.

Overview of visit

HMP East Sutton park - we met a team of three clinicians plus their manager. They described the
physical conditions of their particular service as quite small. Rachel Turpin, OT, was kind enough
to show us around the site. The clinical team's clients had many educational opportunities
alongside the health provision they provided. Good links with governor and they had been able to
influence prison wide approaches in working with trauma and identifying FGM. This site had fewer
issues with arranging hospital/GP visits than other sites we have visit by virtue of the open status
of the prison. The team felt connected with each other and linked with Kent prison colleagues.
They felt distant from Oxleas, and cited not being informed about approaches to recruitment or IT
as examples of that distance. They would like more access to training, in one case to complete
EMDR training plus supervision as this is the overriding mental health need encountered.
HMP Maidstone - we met a team of about five clinicians. There was a strong emphasis on primary
care and discharge planning, with an awareness that the latter can be complicated due to
deportations to countries with different or less healthcare provision. The use of telephone
translation services is very valuable given they can the numbers of different languages can range
the high 80s The team have been exploring new forms of tele-health, which will greatly increase
what can be offered immediately within the prison, and avoid lengthy/costly visits to external
health sites. Some frustrations about referrals from primary care not supplying full information to
provide care.
In discussion with the managers, we heard the whistle-blowing in summary was about Primary
care clinical leadership, Operational manager and feeling unsupported during the Pandemic. The

service has employed a primary care practice development nurse for all the PC services across
Kent- Rochester, Maidstone, and East Sutton park. She has already completed a training needs
analysis and is working with the teams to develop training that is appropriate to their roles and
responsibilities. She is also meeting with all the PC ,managers to provide support and reflective
practice. The last operational manager stepped down willingly and the staff have responded well
to new management. The service now ha staff meetings, clinical governance and clinical
supervision embedded within the teams. The service has had the guardian visit the services and
an IWL - peer review was completed recently and there has been a noted improvement in the
team's morale and leadership within the service.
Following the last quality board for prisons it was noted that there is low reporting of incidents on
Datix, a point picked up by the CQC visit to HMP Rochester. This is an issue across Kent Prisons
and the service manager has arranged training and will be monitoring in all meetings. They have
applied the same action plan for Rochester, across the whole of Kent. The managers felt confident
that when Oxleas take over the IT staff will be able to access Datix easier and this will no longer be
an issue. However, they recognise this is also a cultural issue, and are working with the current
system to change the culture towards more active reporting of incidents that are currently
normalised, such as unavailability of escorts for health care outside the prison.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

Provision of trauma
treatment by the team funding for supervision not
always supported for EMDR

Action

Can the service consider
how they would like to
fund supervision and
training across disciplines

Assigned To

Lawrence Mack

Deadline
April 2022

Non-Executive Directors’ board visits
Date of
visit

15/10/21

Service
Corporate Nursing
Directorate – Mental
Health Legislation Team

Attendees
Suzanne Shale met with:
Lisa Moylan (Head of Mental Health Legislation)
Lesley Enser
Ayse Abdurrahman
Carole Jeffreys
Fiona Maclaren

Brief description of service
This busy team provides advice, management, liaison and education in respect of mental health
legislation and its application across the Trust.

Outstanding issues from previous visit
n/a
Issues explored
Roles of members of the team and their recent achievements
Impact of lockdown and post lockdown
Current pressures on the team including rising demand and clinical staff turnover

Overview of visit
The visit took place remotely over MS Teams. The meeting was attended by all those in
the team who were at work that day. It was a very enjoyable and illuminating visit to a
team whose work is vital to patients’ rights and public protection.
Roles of members of the team and recent achievements
This is an experienced, able, effective and committed team who have worked together
and in their current roles for a notably long time. The newest member of the team has
been in post 3 years where others have been doing this role for up to 20 years. They have
diverse professional experience, having worked in mental health nursing and
administrative roles before joining this team. Team members have been supported by the
Trust to achieve their certificate in mental health law through distance learning.
In many respects members of the team are working as paralegals, advising clinicians
throughout the Trust on the application of the law, as well as supporting the legal
processes underpinning mental health patients’ rights. They also provide training in
mental health law. Their work helps the trust to avoid inadvertent violation of patients’

rights, ensures that tribunals and hearings run effectively, and minimises the risk of legal
challenges.
Satisfaction and achievements
The team is proud of their working ethos, which is collaborative and supportive. Since C19
they have been working from home or centrally in Pinewood, rather than in proximity to
the wards. This has had both positive and negative effects. On the one hand, the team is
more easily able to consult with and support other team members, and resolve tricky
legal questions by drawing on each others’ expertise. On the other hand, not being able
to physically engage ward based clinicians means it is sometimes difficult to chivvy for a
response to administrative requirements. Some also miss the contact with patients.
Team members are also proud of the quality of their work. They are one of the smallest
mental health legislation teams in London but indicators suggest they are also highly
effective. They believe this is evident in the very low numbers of MHA incidents due to
MHA administration errors, and very few complaints in relation to the administration of
the Act. Their interventions at the early stages of the process thus save the Trust the
considerable expenditure that would be necessitated by responding to failure in these
areas.
The team is active in identifying and responding to training needs across the trust. Their
training had moved online during Covid but they are keen to return to face to face
delivery which can be more interactive. They have found online delivery difficult as staff
who join remote sessions often choose not to switch their camera on or engage in
discussion. The team is clear that mental health legislation needs a case based, interactive
training approach. They identified additional barriers to training including the time
available to clinical staff, and organising training at a time that did not disrupt clinical
routines.
Pressures on the team including staffing, rising demand, and clinical staff turnover
The team is currently carrying vacancies and is dealing with the rising demand associated
with the impact of Covid on mental health. For this team, rising demand is observable in
the proportion of detained patients, and the rising frequency of recall of patients on
Community Treatment Orders, both of which require speedy responses of a legalistic
nature.
They referred to a recent CQC study of delays to admission for patients recalled from
CTO. They observed that while the data suggest we are managing this within an
acceptable time frame, and that there are sufficient beds available for patients recalled
on CTOs, this is misleading. Community staff are aware of the shortage of beds so the
team believes they tend to wait for as long as possible before recalling patients, and delay
until they know a bed is available. This means that patients with quite a high risk profile
are being managed in the community. They are planning to look into this further.
They also referred to the difficulties arising from high turnover of clinical staff in some
areas, so that clinicians who are picking up a notably high caseload from their predecessor
have very little time to become familiar with their cases and to deal with legal
requirements associated with them.

Similarly, they observed that austerity within Local Government meant that processes
which required LG input had become very slow.
Visibility of the team
The team felt that they were sometimes overlooked during planning and other policy
processes which could have an impact on their work. They requested that consideration
be given to the impact of service developments on mental health law requirements so
that these could be understood and planned for prior to implementation.
Mental Health Legislation NED
The Head of Mental Health Legislation raised that following Amlan Basu’s departure they
would need a NED to be involved in the oversight of this area of work.

Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

Action

Assigned To

Need to raise visibility of the
team

Bring to attention of the
executive when reporting
on this visit

SS

Need to appoint mental
health legislation NED

Raise with AT

SS

Deadline

Completed. SS
to pick up this
responsibility.
Will be
completed on
submission of
report and
discussion at
Board

Board of Directors
13 January 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

19
-

Council of Governors update
Sally Bryden, Associate Director and Trust Secretary
Andy Trotter, Chair
Public

What is the purpose of For the Board’s information
bringing this report to
the Board meeting?
What risks/issues in the Board is asked to note:
report need to be
• Decisions taken at the Council of Governors’ meeting on 9
noted or acted upon?
December 2021 including appointment of Chief Executive, two
new Non-Executive Directors and Senior Independent Director
• Activities of the Governors
Where has this report
Not applicable
been previously
discussed?
Are there any issues in No
the report that might
cause upset?
Glossary of
BAF Board Assurance Framework
terms/acronyms used
in the report
Link to trust strategy
Link to Board
Assurance Framework
Please summarise
implications for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Updates on the strategy are shared with the Council of Governors and
they are particularly involved with building block two.
BAF ID 1471 – staff experiencing discrimination at work links to
discussions around Building a Fairer Oxleas (BAFO).

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.

Executive Summary

EXECUTIVE SUMMARY
This report covers key highlights from the Council of Governors’
meeting on 9th December 2021, the Membership Committee held on
3rd December 2021 and other governor activities.
Key Highlights, Issues and Exceptions
1. Council of Governors, 9th December 2021
Items discussed included
• Appointment of Chief Executive. The decision of the Executive
Nominations Committee to appoint Dr Ify Okocha as the trust’s
Chief Executive was ratified by the Council of Governors.
• Appointment of Non-Executive Directors (NEDs), the
recommendation of the NED Nominations Committee to
appoint Sophy Proctor and Jim Shaikh as non-executive
directors on the Board of Directors, subject to Fit and Proper
Persons Test due diligence, was agreed by the Council of
Governors.
• Senior Independent Director (SID), the recommendation that Jo
Stimpson is appointed as our Senior Independent Director at
the January Board of Directors was noted.
• Lead Governor and Membership Committee reports
• Oxleas Strategy update – Great place to work/Building a Fairer
Oxleas
• Comprehensive Inquiry Report
• Improving the experience of patients with mental health needs
in emergency departments through partnership working
• Quality Management Framework
2. Membership Committee, 3rd December 2021
The Committee considered amending its Terms of Reference regarding
frequency of meetings and a proposal to reduce meetings from six to
four times a year was approved at the December Council of Governors.
The Committee received updates on
• Membership recruitment and the potential to increase the
numbers of young people.
• Representation of member and wider public interests.
• Service user/carer constituency interest group representing
forensic and prisons.
• Communications sub-group.

3. Lead Governor update
The first Lead Governor update for governors was issued on 5 January
2022. This included information relating to new guidance from NHS
England and NHS Improvement received on 24 December 2021 and its
impact on the Council of Governors. The guidance has been introduced
to reduce the burden of reporting and release capacity to manage the
COVID-19 pandemic.
4. Governor update meetings
Two virtual Directorate visits have taken place since the last Board:
• 2nd November – Adult Learning Disability Services
• 22nd November – Children and Young People’s Services
An informal virtual governor ‘coffee morning’ is scheduled for 24
January 2022 and a programme of Directorate visits is being developed
for 2022.
5. Partnership Governor information sessions
During November and December, our partnership governors provided
virtual sessions for governors and NEDs explaining their organisation’s
work, how they work in partnership with Oxleas and how this supports
our service users and the wider community.
Partnership Governor sessions on Vimeo

6. 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.
7. Recognition Awards
Governors Sue Sauter and Rebekah Marks-Hubbard participated in the
surprises for the Governors’ Award winners – Kerin Edwards and Helga
Crowley.
Governors' award - Oxleas NHS Foundation Trust

8. New Governor induction
We welcomed new governors Zara King (Public Greenwich), Jesca
Gudza (Staff – Children), Victor Benson (Staff – Forensic and Prison)
and Graham Turner (Partnership Governor – Greenwich and Bexley
Community Hospice) in November 2021.
Additional information/analysis
Council of Governors’ minutes.
Action required
The Board is asked to note the report.

