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153rd Meeting of the Board of Directors
10.30am, Thursday 5 May 2022
Via Teams

AGENDA
ITEM

Purpose

Presented by

2
p3

Apologies for absence and
declaration of any conflicts of
interest
Minutes of the Board of
Directors’ Meeting held on 3
March 2022

Time
30
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
p12

Matters arising

To confirm actions allocated at
previous meetings have been
completed

Andy Trotter
Chair

Governance

4
p13

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
p37

Chief Executive Report

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

Ify Okocha,
Chief Executive

Strategy

6
p46

Operational Performance Report

To note the update and agree any
actions proposed.

Iain Dimond,
Chief Operating
Officer

Quality and
Performance

Oxleas Strategy 2021-24
• Priority Three: Making
Oxleas a Great Place to
Work - taking action to
address the 2021 Staff
Survey results
• Building Block 6: Reducing
Violence, Aggression and
Abuse against our staff

To note progress on the strategy
implementation.

Rachel Evans,
Director of
Strategy and
People

Strategy

8
p84

Mortality Surveillance group
report

To note

Jane Wells,
Director of
Nursing

Governance

9
p93

Annual report, quality report and
annual accounts and
NHS I/E self-certification process

To agree approval process

Sally Bryden,
Trust Secretary

Governance

7
p64

Committee reports
10
p96

Performance and Quality
Assurance Committee

20 mins
To note the contents of the report
and agree any strategic implications
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Yemisi Gibbons,
Non Executive
Director

Quality and
performance
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153rd Meeting of the Board of Directors
10.30am, Thursday 5 May 2022
Via Teams

AGENDA
11
Quality Improvement Committee
p111

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

12
Business Committee
p114

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

13
Partnership Committee
p137

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

14
Infrastructure Committee
p140

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

15
People Committee
p143
16
Audit and Risk Assurance report
p148
Health and Safety Oversight
17
Committee
p153

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

Suzanne Shale,
Non Executive
Director
Jo Stimpson,
Non Executive
Director
Jo Stimpson,
Non Executive
Director
Jim Shaikh, Non
Executive
Director
Nina HingoraniCrain,
Non Executive
Director
Steve Dilworth
Non Executive
Director
Nina HingoraniCrain,
Non Executive
Director

Board reports

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

Governance

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

Andy Trotter
Chair

Staff engagement

19
Council of Governors update
p173

To note the contents of the report

Andy Trotter
Chair

Governance

20
Board meeting review
p176

To agree

Sally Bryden,
Trust Secretary

Governance

18

Board visits reports

p155

ANY OTHER BUSINESS
REVIEW EFFECTIVENESS OF MEETING
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 7 July 2022 at 10.30am
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Board of Directors
5 May 2022

Item
Enclosure

2
2

Subject
Author
Accountable Director
Confidentiality/
FOI status

Minutes of the Board of Directors’ Meeting held on 3 March 2022
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.

4

152nd Meeting of the Board of Directors
Minutes of the meeting held on Thursday 3 March 2022
Virtual meeting held via MS Teams
Board of Directors
Andy Trotter
Steve Dilworth
Yemisi Gibbons
Nina Hingorani-Crain
Suzanne Shale (SSh)
Jo Stimpson
Jim Shaikh (JSh)
Sophy Proctor
Dr Ify Okocha
Iain Dimond
Rachel Evans (RCE)
Azara Mukhtar
Jane Wells
Neil Springham
Dr Abi Fadipe (Afa)

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

In attendance
Sally Bryden (SBr)
Alison Furzer (AFu)
Rachel T Evans (RTE)
Dr Tom Clark
Dr Farid Jabbar
Susan Owen
Lorraine Regan
Lincoln Murray
Simon Patrick

Trust Secretary and Associate Director of Corporate Affairs
Director or Informatics
Director of Esates and Facilities
Deputy Medical Director
Deputy Medical Director and Flow Director
Risk and Governance Manager (minutes)
Service Director, Adult Community Mental Health and ALD Services
The Guardian Service (for item 9)
The Guardian Service (for item 9)

Observing governors
Sue Sauter (SSa)
Jesca Gudza
Zara King

Public: Bexley/Lead Governor
Staff: Children
Public: Greenwich

Item Subject

Action

1

Apologies for absence
• None.
Declarations of interest
• NHC declared an interest in relation to item 10 due to her role as a non-executive
director with the Charities Commission.

Noted

2

Minutes of last meeting
Pending the amendments submitted in advance, the minutes of the meeting on 13 January
2022 were approved as an accurate record.

Approved

3

Matters arising
None raised.

Noted

4

Board Assurance Framework
The Board Assurance Framework report was noted.

Noted

SD – Can some of these risks be closed?
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Item Subject

Action

RCE – The vaccination as a condition of deployment risk will be closed at the next meeting of
the People Committee and we will review the rest of the risks.
ID – The risks relating to LA contracts will be kept under review in light of the financial
situation. The cyber security risk will also need to be kept under review given current geopolitical situation.
JSh – The Infrastructure Committee agreed to increase the target rating for the cyber
security risk. We are undertaking work and aim to reduce this over time.
AFu – We may need to decide to tolerate this, as this will always be an on-going risk.
AM – The ICS financial risk and local authority contract risks are in-year risks. The ICS
financial risk will be closed at the end of this financial year and re-opened for the new year.
The LA contract risk will need to be retained. Going forward, the risk description will state
the year the risk relates to.
AT – How are risks reviewed outside the board?
JSt – This is a standing item in sub-committee agendas, and there is a rotational review at the
Audit and Risk Assurance Committee. It is useful to have periodic discussions at awayday,
starting from a zero base.
SB – A full review of the BAF is undertaken at the Board every six months and this is next
scheduled for May 2022.
5

Chief Executive Report
IO presented the Chief Executive Report. The trust is offering support to staff affected by
the conflict in Ukraine and details of crisis appeals have been passed to staff. Since the
vaccination as a condition of deployment restrictions were lifted, work is ongoing to rebuild
staff morale. Whilst Covid-19 restrictions have been lifted for the general public, the same
infection prevention and control measures continue to apply in healthcare settings. We are
awaiting clarity on access to test kits. There is an expectation that we prepare for an
autumn vaccination booster campaign and will need to consider how we address
inequalities. The launch event for OxCare was well received. The Board of Directors
congratulated AFa on her appointment as Medical Director and noted the recommendation
that she becomes the responsible officer for the revalidation of doctors.
SD – How will we judge the success of the vaccination programme in schools?
IO – We may not know this until the programme is more widespread.
SSh – Are we prepared to manage the needs of Ukrainian refugees, for example, are the
structures from Afghanistan crisis still in place, and is there any national guidance on this?
IO – This has not been discussed at the ICS executive. We are aware that the Government is
reviewing visa application process.
ID – The commissioning director at Royal Greenwich is planning for this. We will use the
same infrastructure, and this can be stood up as necessary.
JSh – For the workforce data, it would be helpful to look at minimum and maximum values as
well as the average. Are exit interviews undertaken?
RCE – We look at detail regularly and exit interviews are undertaken by an external
organisation. We are also seeking to understand why people join Oxleas.
AT – How do we monitor and respond to comments on social media and the public website?
ID – Comments on social media are picked up by the Communications Team, and they will
work the relevant director to draft a response.
SB – Comments directed at Oxleas are picked up by the Communications Team and shared
with the Patient Advice and Liaison Service and are included in wider patient experience
reports. We are looking into the options and costs of monitoring comments not aimed
directly at Oxleas.
NS – This is a growing area. We need to understand and learn. We have an involved
infrastructure, and we are undertaking QI projects to respond and learn, and we are using
new technology.
JSh – Sometimes people just want to know that they have been heard.
JSh – How is the work in schools in Bexley funded, and will it be rolled out beyond Bexley?
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Item Subject

Action

IO – This is centrally funded, and it is planned to extend this beyond Bexley, and include
cyber bullying.
6

Chief Operating Officer report
Noted
ID presented the Chief Operating Officer report. The main theme is workforce capacity.
There are a number of operational and managerial demands and all services have plans in
place to address these. Despite the challenges, there are good examples of innovation and
improvement. In Children’s and Young Peoples (CYP) Services, there is a vacancy rate of
25%, some of which is inflated due to new investment. There is a higher vacancy rate in
Bromley, and work is underway to recruit to new posts. The Thrive model is being developed
in Bexley. Greenwich CAMHS has more funding, so the vacancy rates are lower. The issues
in Young Greenwich are contextual to the resurgence of the pandemic in December 2021
and January 2022 as staff were supporting the vaccination programme. Due to absences, the
service did invoke the business continuity plan, and this was agreed with commissioners and
stakeholders.
AT – How do we free up management time in Acute and Crisis services?
ID – This is not limited to that directorate. This is a theme across the Executive, and we are
taking forward actions to eliminate unnecessary activity.
YG – I am pleased to see that this that the work on freeing Executive time is taking place. It
should be cascaded to middle management and front-line staff.
SD – The work with MIND is a great achievement. We have received good feedback about
the Mental Health Assessment Unit from Bromley Police, and they are appreciative of the
benefits it brings. Are we meeting the target for 72-hour follow up?
ID – This is no longer an exception on the IBR, but it is an important indicator, and the service
director is keen than we continue to achieve 100%, and we need a constant management
focus on this. With regard to the Individual Placement and Support (IPS) service with MIND,
we are developing a platform for further work, and we will increase the profile of the service.
JSt – Do we have measures of how sustainable the IPS service is and if there is reduced
presentation to crisis services?
ID – Employment as a measure of success is important and sustaining employment is part of
this. Over time, we should expect to see contact with services reduce and patients will
transition back to primary care. We can look at how we can develop a long-term marker.
SP – The employment outcomes are important, and it would be useful to see measures on
this. Do we have any formal alliance with Oxleas working in the community?
ID – There is a strategic desire to work more closely with the third sector and there are active
discussions. The picture is different across the three boroughs, and we are engaged with
other system partners.
JSh – How are we taking forward work to unblock patient discharge? Are all the projects
achievable?
ID – The service director is taking a considered approach. I am confident that they are
focusing on the right priorities and their plans are achievable. We need to be aware of how
capacity and capability works together in a better way, and we have agreed short term
investment to take forward certain projects. We will look at capacity as part of cost pressure
round. With regard to flow, we engaged Moorhouse to work on this. The three areas of
focus from this are: systemically managing where people are in the system; improving the
interface with supported accommodation; and having rigour on decision making on each
ward on discharging people. FJ has joined the trust as Flow Director. The role of HTT has
been to deliver a ward in the community and provide opportunity to reduce admissions. We
need to move the focus to how they can support earlier discharge. This requires a culture
change.
JSh – Forensic and prisons is an area of growth. Recruitment is complex and difficult at the
moment. Do we factor this in when bidding for new services?
ID – This is a geographically diverse service and attracting healthcare staff is an issue. We
gather intelligence as part of the due diligence, and we monitor this closely.
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Item Subject

Action

SS – What degree of optimism do we have reducing waiting lists in community physical
health services?
ID – This has been discussed through the operational review and the service provided detail
on waits. There are positive trends in services where we had long waits, and we are setting a
reasonable standard as part of the zero delays workstream.
TC – The Falls Pick Up Service is a positive development. Teams are making good progress
for the 2-hour urgent response standard. There is some additional funding for the neuro
teams. There has been successful recruitment and we are adapting how we take this
forward.
JSt – We have many different services which have been impacted by Covid-19. We are the
recipients of good ideas, but we need to make time to make sure that teams are integrated
in how they serve the community.
ID – This is an example of what is happening across the healthcare sector on how decisions
are made, and there is a tension between centralisation and localisation.
IO – We need to be mindful of what is needed at system and place level. We are discussing
this through the Community Provider Network. We recognise that there much work to do.
AT – How are serious breaches managed on a day-to-day basis?
ID – The trend for 12-hour delays is going in the right direction. The escalation process is
well established, and we are confident that this works well. The function of the flow team
will be key. We are seeing less breaches of s136, but more variation. We need to improve
on the escalation and involve senior clinicians.
7

Oxleas Strategy 2021-24
Priority One – Achieving zero delays
LR presented an update on achieving zero delays. There is a distinction between eliminating
delays and managing waits. Patients will get better outcomes when care is delivered in the
most timely way, but teams can struggle to adapt models of care in times of high demand.
To date, we have held five focus groups with a range of services, and these have been
incorporated into the patient charter workstream, and outcomes will also form part of our
on-going QI work. We have an example of one team who has implemented solutions, but
this will not always be straightforward, so we are working creatively with teams. We are
working with SLAM who are experiencing similar issues and have identified some of the
barriers. We will review how we use data to measure performance and quality.
SSh –The one element that makes a difference to QI is involving patients and carers. Is there
also going to be a focus on co-production for wider QI work?
LR – We do need to unblock the issues that cause the delays. We have a group of service
user volunteers joining different groups and we are gaining important learning.
SP – Is there a broad spectrum on getting people involved? What is the impact on CYP on
the amount of time that they have to wait?
LR – There has been good uptake in CYP group, and the directorate does already have
systems in place.
JG – How are you working with difficult to engage groups?
LR – We are bringing forward people forward who have stories to share. They are largely
self-selected for this work, but we will take a different route for the QI programme.
JSt – What is the extent of our digital maturity in terms of how we manage data and use
digital services?
LR – The Clinical Transformation Team are leading this work. Wait lists will be moved to RiO,
so we can eradicate the use of spreadsheets.
Building block three – Creating a safety and learning culture
JW presented an update on creating a safety and learning culture. We are taking forward
learning as one of our priorities, through service user involvement and co-production. We
have an aim to deliver effective sustainable change, foster psychological safety in teams and
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Item Subject

Action

drive out blame culture. We are setting a supportive tone and expectations. It will be
valuable to for all our senior leaders to be on board. As part of the National Patient Safety
strategy, we are rolling out training, we will launch a dedicated page on our Intranet, and
appoint a second patient safety specialist. We are seeing a shift in the culture on learning
and received an excellent example for the school age Covid-19 vaccination programme. Staff
felt able to raise concerns and were proud that they had learned from this.
SSh – There may be an ethical discussion on what kind of incident we will investigate going
forward when we implement the Patient Safety Incident Response Framework (PSIRF).
JW – We need to investigate all deaths to some level to meet the expectation of coroners.
We will have that discussion with commissioners and regulators, and we will be guided by
NHSE on the implementation timescales.
JSt – Does this workstream include actions on a cultural shift on health and safety?
JW – This sits with workforce. We can look at some elements, but we cannot take on all of
health and safety.
YG – It was good to see that staff use the Covid-19 vaccination programme as a learning
opportunity and it is clear that staff were enthused by this.
JSh – What aspects are covered in the staff survey?
JW – There is a question on the safety culture in every survey.
8

Equality Delivery System 2 report
RCE presented the Equality Delivery System report. This has been presented to the People
Committee and the Performance and Quality Assurance Committee. There are some
outcomes where we as score as ‘developing’, for example health inequalities, and this will
feed into our trust strategy.
JSt – For the next update, it would be helpful to see a year-on-year matrix of progress.
RCE – For this year, we cannot rate ourselves as anything other than ‘developing’, unless we
have clear evidence that we have made specific progress
SD – Do we have assurance that the prisons services are of a good and sufficient standard?
ID – There is a narrative on some of the data on restraints. Physical restraint can include
interventions other than prone or supine restraint. We have a close relationship with the
governor at HMP Belmarsh and feel assured.
SD – Can we capture how long the restraint lasted?
JW – This is now recorded, but it is an approximate measure.
JSh – Data assurance and reliability needs to be the focus before we can move forward.
ID – We will use data as a springboard to learn lessons and drive change.
IO – We have agreed an additional resource to co-ordinate this work, and we expect to have
a comprehensive report next year.

9

Freedom to Speak Up Guardian report
Noted
RCE introduced LM and SP from The Guardian Service to present the Freedom to Speak Up
report. For the period 1 January 2021 to 31 December 2021 a total of 35 concerns were
raised. Eight concerns were escalated to the trust, all of which were responded to within the
agreed RAG protocol timeframe. Eight cases remain open and 27 have been closed. For the
two red concerns, escalation has helped to drive completion of the action plan. The board
were asked to be aware of ambiguity when comparing to other trusts as there are internal
and external variables. For the trust that had double the number of cases, The Guardian
Service had been in post for longer which shows how use grows over time.
The main reason for staff using The Guardian Service was because staff felt that they were
not listened to, or no changes were made. 65% of staff asked for their concern to be kept
confidential and this is not unique. There is more work to do on creating a truly open
culture. The recommendations mostly relate to management issues, and it is clear that the
trust is committed to improving the tone of interactions as part of the values and behaviours
framework.
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Item Subject

Action

SSh – Is there scope for staff to use the service more? What proportion of these cases are
from staff who have raised a concern by other routes but did not get an outcome?
SP – The Guardian Service tends to receive new concerns. We must respect the trust’s
procedures if the concern has already been dealt with.
LM – This is often related to line management relationships, where communication has
failed.
SS – Do we have any insight into how concerns raised internally are responded to?
RCE – It is difficult to give a figure, but we have a number of channels, such as Ask Ify, the
staff forum on the trust intranet and staff networks. The local culture makes the biggest
difference.
JSt – How does the distribution of reasons vary?
LM – There is an even distribution.
SD – Have we any feedback from closed complaints?
LM – We try to manage expectations from the outset to ensure that process is being
followed. We feedback throughout so the outcome is not a surprise.
YG – Can you provide re-assurance that we are working in partnership at every level?
SP – We have regular meetings with HR Business Partners. This is a two-way process, but as
there are 137 sites across a large geographical area, it is difficult to reach all areas in person.
JG – Are staff aware of other processes to raise issues? Peer facilitation is a powerful tool.
SP – Our core principle is to listen.
10

Charitable Funds Annual Report 2021/22
Noted
AM presented the Charitable Funds Annual Report for 2021/22. This has been presented to
the Audit and Risk Assurance Committee and the Executive Team, and sign-off is delegated
to AM. It has taken longer than expected for Grant Thornton to complete the examination of
the accounts. The report from Grant Thornton was received and the accounts submitted on
31 January 2022. It noted that the Charities Commission had extended the deadline to June
2022, but the trust was keen to submit in January. AM said that due to Covid, we have not
spent as much as we would have wished to, we hope to see an uptick when infection
prevention and control (IPC) restrictions lift.
SD – 61% are unrestricted so there are many possibilities for spending the funds.
NHC – Are we being as creative as we can be, and are we learning from other trusts on how
we could spend the funds?
SSh – We should encourage fundholders to use the funds as they are for the benefit of the
trust. Can we make it easier for staff to apply for funds and focus on big projects, such as
well-being?
IO – We do need to promote this more, but we should not underestimate the impact of
Covid-19.
AM – The availability of funds is raised at directorate finance meetings, so this should be
visible and we do consolidate unrestricted funds if they are not spent to increase the
possibility of utilisation. We will consider how we can be more innovative. Funds must be
used for non-recurrent items. In the past we have used non-recurrent reserves for staff
rewards, but we may need to use charitable funds in the future.

11

Performance and Quality Assurance Committee report
YG presented the report from the Performance and Quality Assurance Committee. Work
continues on re-designing the IBR and integrating this with the Quality Management
Framework and the new directorate structure. The committee continues to receive regular
updates on the HMP Wandsworth recovery plan. Directorate presentations remain a
positive part of the meeting. The PQAC received an update on the closure of ALD day
services and the transition to a community offer. This provided an opportunity to re-assess
and develop a better service. The PQAC received an update on the inquiries into deaths at
HMP Wandsworth; there is one set of recommendations across all the cases investigated.
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Item Subject

Action

JSt – It is positive to see the progress on the modified early warning score (MEWS). We
continue to fail to meet the complaints KPI target; is it realistic to reach this? It is
disappointing to see that the resuscitation risk has increased.
IO – Complaints has always been an issue. Staff are busy, and we know we need to focus on
this, look at how we engage with clinicians.
AT – Is there central guidance on informal resolution?
NS – This is a priority. National guidance is slender, and some of the problems are created by
custom and practice locally. We are undertaking work with pilot sites to look at what we can
resolve locally. Teams need to see this as part of the clinical task, and leadership will be key.
AT – We need to look at this differently to reduce the burden on staff.
JW – The resuscitation risk was increased as the audits were disappointing. Two wards
remain red, and we are working closely with them to achieve green status.
YG – This shows that our risk management structures work in that the risk was identified and
action taken.
SD – Does the timing of the IBR place us at any disadvantage? It would be beneficial to have
more live data.
AFu – The trend over time is more important, but we are building up more real time data
which will be available to staff.
SSh – We need to consider how we approach metrics as the starting point of an
improvement process and use them productively.
AT – It would be useful to see how this is progressing at the next awayday.
12

Business Committee report
JSt presented the report from the Business Committee. The plan for 2021/22 remains on
track. The committee received an update on the HMP Wandsworth and Kent Prisons
mobilisation, and the ICS recovery plan. We will need to be sure that all trusts are equally
engaged in planning for 2022/23. The high-level draft plan draws together the key themes
and how we will mitigate against the risks. We are working through the figures, but some of
this is outside our control.
The Board of Directors agreed to delegate final sign off of the 2022/23 Operational Plan to
the Business Committee.

13

Partnership Committee report
Noted
JSt presented the update from the Partnership Committee. Colleagues from Bromley Council
presented an update on place-based arrangements. The ICS is due to come into effect on 1
July 2022. At the LGT Partnership Board, the key focus is the future of the assessment area
at QEH and Home First. The visit to the TB team is a good example of a team that works
closely with LGT.

14

Infrastructure Committee report
Noted
JSh presented the report from the Infrastructure Committee. A cyber security strategy and
plan will be presented to the April 2022 meeting and will be a regular item going forward.
The committee received an update on the capital plan and capital guidance for 2022 to 2025.
The introduction of IFRS16 will affect us financially, as from 2022/23, leases will account
towards capital spend. We will open a new risk to reflect this. The issues relating to GSTT
and the QMH theatres have been resolved. The detailed timeline will be considered at the
next Infrastructure Committee together with any learning arising from an internal review.

15

People Committee report
Noted
NHC presented the report from the People Committee. The vaccination as a condition of
deployment legislation has been revoked and the board commended the work that had been
undertaken in a short period noting the work required to re-build staff morale.

16

Audit and Risk Assurance Committee report
SD presented the report from the Audit and Risk Assurance Committee. The committee
received two positive internal audit reports on health and safety and partnership working.
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The Local Counter Fraud Specialist (LCFS) commented that the low number of referrals is a
reflection of our good control system. The committee received the risk register from the
Health and Safety Oversight Committee and noted that good progress is being made on
building a health and safety culture.
17

Health and Safety Oversight Committee
Noted
NHC presented the report from the Health and Safety Oversight Committee. Much has been
achieved in a short space of time. The committee recognised that there is more to do on
gaining assurances on lone working safe systems of work and this will be reported back to
the March 2022 meeting. We are meeting our obligations in terms of reporting to the Health
and Safety Executive (HSE) and training sessions for directors have been arranged.

18

Board visits reports
Noted
SD – Bexley CMHT: There is low morale amongst the team. LR has established an
improvement group and the team are working through an action plan.
SD – Bromley CMHT: The team are being creative in how they deal with pressures. There is
a need to review some of processes for recruiting to developmental posts and the
bureaucracy around this.
AT – CLDTs: This was a positive visit. The hydrotherapy service remains closed due to Covid19 restrictions, and the team is working with the Infection Preventions and Control team to
identify if there are any solutions.
SD – Bromley OA: Vacancies in the team are being recruited to.
SD – Bromley Memory Service: An excellent service
RCE – CASH: An inspiring team, and it is impressive that they had transformed how they had
delivered the service during the pandemic. The team raised issues around space issues and
remote triage.

19

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

Noted

20

Any other business
None raised.

Noted
Next meeting of the Board of Directors
Thursday 5 May 2022 at 10.30 am
Via MS Teams
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Board of Directors
5 May 2022

Item
Enclosure

Subject
Author
Accountable Director
Confidentiality/
FOI status

Matters arising (no open actions on Board Action tracker)
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

3
3
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Board of Directors
5 May 2022

Item
Enclosure

4
4

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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? Where will
this report go next?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

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

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

This report provides an overview of the current position with the Board
Assurance Framework.
Risks are discussed at the board sub-committees and this report has also been
discussed at the Executive Team meeting on 12 April 2022.

n/a

BAF – Board Assurance Framework
ICS – Integrated Care System
PQAC – Performance and Quality Assurance Committee
CIP – Cost Improvement Plan
CFO/DoF – Chief Finance Officer/Director of Finance
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

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

EXECUTIVE SUMMARY (High-level / strategic summary)
This report provides an overview of the current position with the Board Assurance
Framework. There are 16 risks on the Board Assurance Framework broken down as per
the table below. The Health and Safety Oversight Committee and Quality Improvement
and Innovation Committee do not currently hold any BAF risks.
Risk level

PQAC

Business

Partnership

Infrastructure

People

Total

Low

0

1

0

0

0

1

Moderate

1

1

0

0

0

2

High

3

1

1

2

3

10

Significant

1

1

0

1

0

3

Total

5

4

1

3

3

16

The change in profile between November 2021 (last full discussion at the board) and April
2022 is illustrated below. The only change to note is in the profile of the Business
Committee risks.

A new section has been added to pages 4 and 5 of the report to illustrate how Board
Assurance Framework risks link to service directorate risks. Of the 16 BAF risks there are
seven that have links to service directorate risks. Recruitment and retention, and wait
times are the two areas that have the highest number of linked risks

Performance and Quality Assurance Committee
1905: Reducing prone restraint high
During the year 2021/22, we have seen some progress in the reduction of prone restraint,
but this remains variable. Managing violence and aggression is a safety priority for
2022/23 and reducing restraint will be one of the metrics by which we measure progress.
Apr
3

May
6

Jun
7

Jul
7

2021
Aug
11

Sep
4

Oct
2

Nov
3

Dec
2

Jan
5

2022
Feb
1

Mar
2

When a prone restraint is used, the clinical team undertake a desktop review of the
restraint and describe the exceptional circumstances that justify the use of prone restraint.
For example, themes emerging from findings on forensics wards identified that all
recorded restraints were on the same two service users. The reasons for restraint were
mainly as a response to violence and aggression. The feedback from the Acute and Crisis
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Directorate noted the value of having the multidisciplinary teams involved in post restraint
debriefs and desktop reviews.
Safety pods have been rolled out in acute and crisis and forensic wards. The impact of
safety pods is yet to be measured but the experience from Goddington ward is positive.
The See Think Act (STA) framework for relational security has been introduced on all acute
and Forensic wards. Oxleas is now training STA facilitators, lived experience STA facilitators
and STA leaders through programmes delivered by Pan-London Safety in Mental Health.
Our work currently includes the development of a leadership for safety programme,
known as ‘LEAD Safely’ this includes training and resources using SEE, THINK, ACT and
developing a Community to share learning and experiences from across the capital in
developing trauma informed approaches within acute care and PICU and within mental
health organisations through appreciative inquiry Involvement and engagement of key
stakeholders across London in shaping our key purpose and our priorities for the
community of practice.
1844: Demand on CMHTs high
Actions are being taken in the adult mental health directorate to address workload
through creating greater management capacity, with a focus on improving morale. We are
investing in all services, including CAMHS through the Investment Standard Money. In
CAMHS, the model of service delivery is being reviewed to provide a smoother and more
responsive pathway. In adult services we are working more closely with the third sector.
As place-based arrangements develop, we will be in a better position to look at flow.
Limits are also being placed on caseloads.
1912: Pressure on district nursing teams high
There will be further funding this year and next year, and expanding the workforce
remains a priority. However, services continue to experience pressure due to high
demand. At recent visits to teams, staff raised concerns about the increase in the numbers
and complexity of referrals due to perceived changes in primary care and acute care. The
quality of referrals has deteriorated, and patients are being discharged from the acute
trusts without proper support to patients and their families. Some patients referred to
the district nursing service are not housebound and are being referred for interventions
previously provided by GP practice nurses or by GPs themselves. These issues are
impacting on productivity. District nurses undertake a high volume of visits, so any
variable introduced to the visit schedule has a real impact on a nurse's ability to get
through the day as planned. This will be addressed through the Resplendent Group.
Teams also raised concerns about the rising cost of fuel and parking in Greenwich borough.
1913: Reducing wait times in community services significant
The Zero Delays workstream remains the main means by which this risk will be mitigated.
The board received a detailed update on progress at the March 2022 meeting and three
workstreams are to be taken forward to enable the trust to deliver this objective by March
2024: 1) patient access charter; 2) wait list management; 3) QI network. We have gaining
a better sense of where the waits are, and we can then undertake targeted work to reduce
waits, and identify alternative ways of servicing the wait list
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1921: Responding to service delivery concerns moderate
Initially opened as a high risk, this was reduced to moderate in April 2021, and has
remained at that rating ever since. The Executive Team agreed that this should reman on
the Board Assurance Framework so as to ensure a focus on this.

Business Committee

Many of the risks are in-year risks. These will be closed and re-framed as new risks for
2022/23.
1177: Financial sustainability of the Trust in the medium/long term significant
The risk to the medium/long term financial sustainability is driven by the reducing
contribution of commissioning contracts and the failure to deliver recurrent CIPs. Thus far
the trust has utilised non-recurrent benefits such as vacancy factors and non recurrent
income and surpluses to mitigate against non delivery of recurrent CIPs or decreasing
contribution
1984: SE London ICS financial risk (revenue and capital) – in-year moderate
A funding allocation was agreed by SEL CFOs/DoFs at the end of October 2021. The trust is
confident that it will achieve a breakeven position for the 2021/22 financial year. Rating
reduced from moderate (9) to moderate (6).
1606: Bed management - key cost driver high
Target rating increased from low (4) to moderate (6) to reflect current risk appetite.
1914: Local Authority contracts for integrated and embedded services Low
The risk for 2021/22 is financially mitigated by the block arrangement in place. This will be
kept under review as local authorities complete their planning rounds for 2022/23. Rating
reduced from moderate (8) to low (4).

Partnership Committee
2012: Uncertainties created by move to Integrated Care System approach high
The Partnership Committee currently holds one risk, relating to our capacity to respond to
and influence the ICS developments, which may result in a negative impact on trust
stability and service provision. Financial risks are covered in the Business Committee risks
and capital risks are held by the Infrastructure Committee. Over the next four months
the Executive Team would be asked to consider risks relating to governance arrangements,
place, and accountability.

Infrastructure Committee
1994: Cyber security strategic risk high
The target rating has been increased from moderate (5) to high (10). It is accepted that
this risk is constantly evolving, and we cannot completely eliminate all cyber security
threats. We may be able to work towards reducing the consequence by strengthening our
controls, if we cannot reduce the likelihood below a rating of 2. The mitigation plan has
been updated to reflect the further actions that are being taken, including the
recommendations from the recent KPMG audit of cyber security. Sitting beneath the BAF
risk, the committee will hold three separate risks relating to the human element,
technology, and processes so that it reflects the cyber security strategy.
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1995: Achieving carbon zero high
There are no substantive updates at this time.
2006: ICS capital regime significant
The capital element remains a risk, and this will be reviewed alongside the Business
Committee risk (1984) so it is not held by both committees. This risk is a medium to long
term risk as opposed to the annual risk represented by risk 1984.

People Committee

Given the Government’s change of policy on mandatory vaccination for NHS staff, the
related BAF risk has been closed and work is ongoing to rebuild the organisation in light of
these developments. Significant activity is ongoing in relation to the three remaining BAF
risks and new programmes of work have been developed to strengthen our controls and
mitigations
1213: Vacancies and recruitment pressures high
This is a constant risk for all NHS trusts and pressures are increasing as new monies are
received. We have intensified our focus on workforce planning, including new schemes for
graduates. A new role has been created to concentrate on recruitment hotspots and this
is working well. We are focused on retention through our ambitious plans to make Oxleas
a great place to work.
1471: Staff experiencing discrimination at work high
Our work to Build a Fairer Oxleas grows in reach and ambition. There is still a lot more to
do for this to deliver the improved experiences we want to see.
1502: Impact of demand on staff satisfaction and retention high
Continued pressures over a prolonged period, and the impact of the mandatory
vaccination, have resulted in low morale and exhaustion amongst staff. We have an
increased focus on ensuring that staff morale is addressed.
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Board Assurance Framework 2022/23: contents

29 April 2022

Title

Overview

Frequency

List of risks

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

Link to strategy

Sets out how the risks relate to the trust stragegy

By exception if
there are significant
changes

Service risks

Sets out how the BAF risks link to service directorate risks

Monthly

Rating overview

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

Rating by risk

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

Longevity of risk

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

Risks de-escalated in year

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

Monthly

Risks by committee

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

By exception if
there are significant
changes

Current rating versus target rating

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

Quarterly

X0AT
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Monthly

19

Board Assurance Framework - list of risks as at:
X1A0T

ID

Summary risk description

29 April 2022

Board sub-committee

Back to contents

Opened

Date added to
BAF

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

Target risk
rating

Date target rating
to be achieved

Linked service
risks?

1177

Financial sustainability of the Trust in the medium/long term

Business Committee

01/04/2021

01/04/2021

Significant

4

4

16

Significant

Moderate (8)

31/03/2024

Yes

1213

Vacancies and recruitment pressures

People Committee

02/01/2021

01/06/2021

High

3

4

12

High

Moderate (9)

31/03/2024

Yes

1471

Staff experiencing violence, aggression and discrimination at work

People Committee

02/01/2021

01/04/2021

Moderate

3

4

12

High

Moderate (6)

31/03/2024

Yes

1502

Impact of demand on staff satisfaction and retention

People Committee

02/01/2021

01/06/2021

Moderate

3

4

12

High

Moderate (8)

31/03/2024

No

1984

SE London ICS financial risk (revenue and capital) - in-year

Business Committee

01/06/2021

01/06/2021

Moderate

3

3

9

Moderate

Moderate (6)

31/03/2022

No

1606

Bed management - key cost driver

Business Committee

01/04/2021

01/04/2021

Significant

3

4

12

High

Moderate (6)

30/06/2022

No

1844

Demand on CMHTs

Performance and Quality Assurance Committee

31/12/2019

31/12/2019

High

4

3

12

High

Low (4)

30/06/2023

Yes

1905

Reducing prone restraint

Performance and Quality Assurance Committee

21/09/2020

24/09/2020

High

4

3

12

High

Low (4)

30/09/2021

No

1912

Pressure on district nursing teams

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Moderate

4

3

12

High

Low (2)

30/04/2022

Yes

1913

Reducing wait times in community services

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Significant

4

4

16

Significant

Low (1)

30/06/2023

Yes

1914

Local Authority contracts for integrated and embedded services

Business Committee

01/04/2021

01/04/2021

Significant

4

1

4

Low

Low (4)

31/03/2022

No

1921

Responding to service delivery concerns

Performance and Quality Assurance Committee

28/10/2020

28/10/2020

High

4

2

8

Moderate

Low (4)

31/12/2021

Yes

1994

Cyber security strategic risk

Infrastructure Committee

17/08/2021

17/08/2021

High

5

2

10

High

Moderate (5)

31/03/2022

No

1995

Achieving Carbon Zero

Infrastructure Committee

17/08/2021

17/08/2021

High

4

3

12

High

Low (4)

31/03/2023

No

2006

ICS capital regime

Infrastructure Committee

14/10/2021

14/10/2021

Significant

4

4

16

Significant

Low (4)

31/03/2023

No

2012

Uncertainties created by move to Integrated Care System approach

Partnership Committee

12/10/2021

12/10/2021

High

4

3

12

High

Low (4)

31/03/2023

No

The seven risks that have links to service directorates are mapped on
page 4 and 5 of this report
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Board Assurance Framework 2022/23 - link to trust strategy

29 April 2022

X2A0T

Back to contents

Our three big priorities

Eight building blocks

Risk title
1 - Achieving zero
delays

2 - Delivering great
out of hospital care

3 - Making Oxleas a
great place to work

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

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

1213: Vacancies and recruitment pressures

1471: Staff experiencing violence, aggression and discrimination at work

1502: Impact of demand on staff satisfaction and retention

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

1606: Bed management - key cost driver

1844: Demand on CMHTs

1905: Reducing prone restraint

1912: Pressure on district nursing teams

1913: Reducing wait times in community services

1914: Local Authority contracts for integrated and embedded services

1921: Responding to service delivery concerns

1994: Cyber security strategic risk

1995: Achieving carbon zero

2006: ICS capital regime

2012: Uncertainties created by move to Integrated Care System approach

Page 3 of 19

4 - Increasing our
focus on service user
inequalities

5 - Effective
partnership working

6 - Reducing violence,
aggression and abuse
against our staff

7 - Increasing digital
and remote service
delivery

8 - Making the best
use of resources
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Board Assurance Framework 2022/23 - link to service directorate risks

29 April 2022

Back to contents

BAF level risk

1471: Staff experiencing violence,
aggression and discrimination at
work

1844: Demand on CMHTs

X3A0T

Acute and Crisis Services

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

1856: Feasibility of Barefoot Lodge
remaining viable

1213: Vacancies and recruitment
pressures

1912: Pressure on district nursing
teams

1913: Reducing wait times in
community services

1921: Responding to service delivery
concerns

2034: Staffing shortages on inpatient units

2022: Financial stability of the
directorate

Adult Community Mental Health
Services

1980: Clinical vacancies

1930: Quality of CCTV at Carlton
Parade

2009: Bexley CMHT reduction in
adult social care staff

1992: Greenwich AMHP vacancies

Adult Community Physical
Health Services

1569: Delivering CREs

1576: Recruitment of permanent
staff

1575: Demand on the district
nursing service

1802: PCP Assessment 14 Day
Waiting Time Compliance

1536: Embedding learning from
serious incidents

1810: Wait list for assessment and
treatment in memory service

1542: Completion of an learning
from complaints

1957: Wait times across physical
health services

1572: Embedding learning from
serious incidents

1951: Difficulty recruiting suitably
qualified temporary staffing to
cover vacancies

1694: Obtaining and learning from
service user feedback

1906: Service delivery at Eltham
Community Beds

Adult Learning Disability Services

1614: Financial controls - delivering
an underspend each financial year

1975: ASD wait times in all
boroughs

1809: Viability of Atlas House
income generation

Children and Young People

2019: Vacancy rates in therapy
services and impact on service
delivery

1743: Wait times in Greenwich ASD

2020: Vacancy rates in CAMHS

1917: Wait times in Bexley ASD

2037: Recruitment to therapy posts
Unrated

1958: Wait times increased due to
Covid restrictions
2035: Wait times in CAMHS

Page 4 of 19

1850: Completion of Datix
investigations within timeframe
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Board Assurance Framework 2022/23 - link to service directorate risks

29 April 2022

Back to contents

BAF level risk

1471: Staff experiencing violence,
aggression and discrimination at
work

1844: Demand on CMHTs

X3A0T

Forensic and Prison services

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

1213: Vacancies and recruitment
pressures

1514: Achieving savings from the
SLP business case

1183: Vacancies across the
directorate, particularly nursing

1441: Staff experiencing
discrimination at work

1952: Prison primary care staffing
shortages

1705: Lack of prison officer patrols
at HMP Wandsworth

1775: Medication hatches at HMP
Belmarsh too wide and open
1867: Unsafe environment at HMP
Wandsworth
1969: Unsafe environment at HMP
Swaleside
2033: Servery hatch at Crofton
Clinic too high and wide

Page 5 of 19

1912: Pressure on district nursing
teams

1913: Reducing wait times in
community services

1921: Responding to service delivery
concerns
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Board Assurance Framework: month on month risk rating

29 April 2022

X4A0T

Risk level

Apr-22

Low

1

Moderate

2

High

10

Significant

3

Total

16

Back to contents

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

0

0

0

0

0

0

0

0

0

0

0

Number of risk by level month on month trend 2022/23
18
16
14

3

12
10
8

10

6
4
2
0

2
1
Apr-22

New risks added 2022/23

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Changes to risk ratings 2022/23

Oct-22

Nov-22

Dec-22

Jan-23

Risks removed 2022/23
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Feb-23

Mar-23
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Board Assurance Framework: month on month ratings by risk 2022/23

29 April 2022

X5A0T

Summary risk description

Apr-22

May-22

Jun-22

Jul-22

Back to contents

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Target risk rating

Date target rating
to be achieved

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

16

Moderate (8)

31/03/2024

1213: Vacancies and recruitment pressures

12

Moderate (9)

31/03/2024

1471: Staff experiencing violence, aggression and discrimination at work

12

Moderate (6)

31/03/2024

1502: Impact of demand on staff satisfaction and retention

12

Moderate (8)

31/03/2024

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

9

Moderate (6)

31/03/2022

1606: Bed management - key cost driver

12

Moderate (6)

30/06/2022

1844: Demand on CMHTs

12

Low (4)

30/06/2023

1905: Reducing prone restraint

12

Low (4)

30/09/2021

1912: Pressure on district nursing teams

12

Low (2)

30/04/2022

1913: Reducing wait times in community services

16

Low (1)

30/06/2023

1914: Local Authority contracts for integrated and embedded services

4

Low (4)

31/03/2022

1921: Responding to service delivery concerns

8

Low (4)

31/12/2021

1994: Cyber security strategic risk

10

Moderate (5)

31/03/2022

1995: Achieving carbon zero

12

Low (4)

31/03/2023

2006: ICS capital regime

16

Low (4)

31/03/2023

2012: Uncertainties created by move to Integrated Care System approach

12

Low (4)

31/03/2023

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

Full risk description

Controls

Mitigation action

By when

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

In 2021/22 the Trust has block funding for H1 with the requirement to deliver £10m CIPs to
deliver a breakeven position. At the end of M9, the Trust delivered a breakeven which
effectively meant the delivery of the CIP target non-recurrently. This is as result of vacancies
from the new funding streams as well as vacancies on established budgets.

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

31/03/2024

CIPs will be a rolling item for all the directorates monthly finance meetings. Directorates will
be invited to the monthly Financial Sustainability Group to be monitored and held to account
for CIP development and delivery

New and defensive bids
-Prisons

18

Any new bids or contracts will aim to include 13% contribution to existing overheads. In
September 2021, the Trust was successful in the Kent and Medway Prisons bids (Lot 1 &2);
increasing the Trust turnover by circa £21.4m/annum over 7 years. Due to the successful bid,
the Forensics and Prisons directorate are reviewing the required corporate input to service
the enlarged directorate. This is being considered as pat of the contract mobilisation process.
The Trust also submitted bids for the SW England and Thames Valley Prisons bids. If
successful, the trust turnover will increase by circa £53.7m/annum

16
14
12
10
8

SLR reporting will be introduced so that service lines are aware of their contribution and
linked with benchmarking data will highlight areas of work on the cost base.

6
4
2
0
C= 4

L=4

16

SIG

Commentary

Assurances

January 2022: The risk to the Trust financial
medium/long term sustainability is driven by the
reducing contribution of commissioning contracts
and the failure to deliver recurrent CIPs. Thus far the
Trust has utilised non recurrent benefits such as
vacancy factors and non recurrent income and
surpluses to mitigate against non delivery of
recurrent CIPs or decreasing contribution

Reports to Business Executive
Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate directorates
NHSI Risk Rating an indicator of financial risk
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Board Assurance Framework: month on month ratings by risk 2022/23

29 April 2022

X5A0T

1213: Vacancies and recruitment pressures
26
24
22

Back to contents

Full risk description

Controls

Mitigation action

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

We have a dedicated role focused on recruiting to hotspot areas.
We have intensified our focus on workforce planning - we are bringing in
consultants to undertake an intensive focus and have created a new Workforce
Planning Steering Group to oversee different workstrands.
New roles are being created and we are planning use of international recruitment
and graduates to address gaps.
Vacancy panels consider alternative creative solutions where recruitment to
particular roles is proving challenging.
Local Directorates, Heads of Profession and HR professionals work in partnership
to explore creative solutions to address recruitment challenges, including use of
apprenticeships, LXPs, alternative roles etc.
Use of temporary staff to cover vacancies

We are bringing in consultants to undertake an intensive focus and have
31/03/2024
created a new Workforce Planning Steering Group to oversee different
workstrands. We have a programme of sessions scheduled with
Directorates and with Professional leads.
Incentives for staff to 'refer a friend' are being considered. We are piloting
this approach in Prisons.
A detailed programme of work on retention and violence and abuse
through our 'Making Oxleas a Great Place to Work' programme

Areas of concern are band 5 nursing staff; band 6/7
AHPs; and doctors. There are also local areas and
Directorates where recruitment is a challenge. We
know that violence and abuse in some settings can

20
18
16
14
12
10

C=3

8

12

High

Commentary

6

March 2022: This is a constant risk for all NHS trusts
and pressures are increasing as new monies are
received. We have intensified our focus on
workforce planning, including new schemes for
graduates. A new role has been created to
concentrate on recruitment hotspots and this is
working well. We are focused on retention through
our ambitious plans to make Oxleas a great place to
work.

4
2
0

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

C=4

Mitigation action

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

An extensive and ambition programme of work to 'Build a Fairer Oxleas'. The
focus was initially on (a) improving the fairness of our promotion and recruitment
processes, (b) improving cultural understanding and competence, and has now
expanded to cover all protected characteristics. The work is supported by a
detailed action plan overseen by the Building a Fairer Oxleas Action Plan Group
attended by NEDs, EDs and others, and by People Committee.

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

20
18
16
14
12

6
4
2
0

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

Controls

22

8

Assurances

Full risk description

24

10

By when

C=3

C=4

12

High

Commentary

Continued focus on reducing incidents of racism from service users, patients and
members of the public. New leads for each Directorate and a dedicated subCommittee. Reductions of 40% in violence and reductions in challenging settings
has been achieved through the 'Keep Me Safe' QI work and this is being rolled out.
Directorate leads on V&A are being established for each Directorate. Detailed
work is ongoing with the police through Operation Cavell. We have also rolled out
body-worn cameras throughout the Trust.
New values and behaviours framework to provide clarity on the behaviours that
are expected from our staff in all Oxleas settings.

March 2022: Our work to Build a Fairer Oxleas grows
in reach and ambition. There is still a lot more to do
for this to deliver the improved experiences we want
to see.

Assurances
WRES and WDES data
Qualitative feedback from staff through hosted BAME wellbeing sessions, network
engagement, Building a Fairer Oxleas volunteers etc.
Datix reports
National Staff Survey results
KPMG to undertake an internal audit of the effectiveness of the Violence and
Aggression support structures
Reports to the Equality and Human Rights Group
Staff Friends and Family Test
Building a Fairer Oxleas pulse survey
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Continued focus on reducing incidents of racism from service users,
patients and members of the public. Reductions of 40% in violence and
reductions in challenging settings has been achieved through the 'Keep Me
Safe' QI work and this is being rolled out. Directorate leads on V&A are
being established for each Directorate. Detailed work is ongoing with the
police through Operation Cavell. We have also rolled out body-worn
cameras throughout the Trust.
New values and behaviours framework to provide clarity on the behaviours
that are expected from our staff in all Oxleas settings.

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

Full risk description

Controls

Mitigation action

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

There is an increased focus on wellbeing, through 'Your Wellbeing Matters'. We
have launched 28 new wellbeing champions who can support and signal staff to
our comprehensive offer through Keeping Well in SE London, our employee
assistance programme, our mental health first aiders, our listening sessions and
more.

Wellbeing champions are being introduced to signpost staff to the wealth Complete and
of resources available and to encourage them to take the time to focus on on-going
their own health and wellbeing. Mental Health First Aiders are being given
additional training.
Agile Working policy supports staff to think carefully about resilience and
taking breaks.

All managers are expected to have supported wellbeing conversations with their
team members.

C=3

C=4

12

High

Commentary
March 2022: Continued pressures over a prolonged
period, and the impact of the mandatory vaccination,
have resulted in low morale and exhaustion amongst
staff. We have an increased focus on ensuring that
staff morale is addressed.

By when

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

A programme of activity is being developed for the winter period to create a sense

Assurances
Service Directors and Clinical Directors report on areas of staff concern at the 1pm
C-19 calls and at Exec and solutions are identified.

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

Full risk description

Controls

Mitigation action

By when

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

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

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

31/03/2022

The SEL ICS is establishing formal monthly financial review meetings to review
both capital and revenue with all NHS organisations.
Trust CEO is fully involved in establishing The overarching SEL ICS governance
framework

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

The Trust will keep tight control on both The in-month and forecast revenue and
capital positions.

This is an in year risk

Monthly meetings in place between Finance, IT and Estates to review capital
spend and forecast to ensure full utilisation of envelope.

C=3

L=3

9

MOD

Commentary
January 2022: A funding allocation was agreed by SEL
CFOs/DoFs at the end of October. The Trust is confident that
it will achieve a breakeven position for 2021/22 financial
year. Consequently the likelihood of the risk has been
adjusted downward to 2; reducing the overall rating to 6.

Assurances
The Business Executive, Business Committee and Board will be updated on
progress
Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate directorates
Monthly ICS Finance update report provided to the Business Committee, one
month in arrears
Trust CEO is fully involved in establishing The overarching SEL ICS governance
framework
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Full risk description

Controls

Mitigation action

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

Investment to support the additional capacity in place on a non-recurrent basis
Daily bed state reports published to monitor usage of beds, including private bed
usage.
Bed management system has been reviewed to strengthen bed state decision
making
Implementation of a 'flow' group
A flow director started in Mid January 2022..

Programme in place to develop alternatives to inpatient admission and
30/06/2022
also ensure that our community teams are functioning at optimum levels.
There are four over-arching themes into which all of the work streams fit:
• Ensure patients in crisis in the community can access a community based
resources and therefore avoid attendance at A&E
• Ensure that when appropriate, patients can be assessed for longer
periods without being admitted to hospital
• Ensure that each patient admitted to an acute ward has a purposeful
admission and that discharge is not delayed
• Ensure that care offered in the community is not delayed and that teams
are working at optimum levels

6

Assurances

4

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

The Trust is considering whether or not to reopen additional trust based
inpatient capacity in order to prevent all acute private bed usage. The key
consideration, will be the ability to staff the ward.

1606: Bed management - key cost driver
26

basis
24
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C=3

2

C=4

12

High

Commentary

0

January 2022: The acute block beds at the Priory (Hayes
Grove) has been extended to June 2022 to mitigate against
the forecast demand. In the last couple of weeks, the Trust
has reported increasing levels of covid (mainly Omicron)
infections as well as ward closures to new admissions which
have resulted in the use of more private beds. This was
compounded by the limitation on seclusion areas in the
Tarn.

By when

Feedback from MADE events
Daily dashboard of the bed and UEAs position is circulated to all the relevant
senior management team and Executive

The spend on private beds is currently costing more than
the two wards that were shut.
Moorhouse has completed the project on targeted areas of
focus.
1) better understanding by staff about our supported
accommodation pathways in each borough and
understanding how we escalate
2) operational rigour at ward level (looking at discharge
planning from the point of admission to discharge)
3) patient flow hub - a framework that ensures the bed
management team focus on coordinating patient flow
themselves.

1844: Demand on CMHTs
26
24
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Full risk description

Controls

Mitigation action

1844: CMHT demand is higher than capacity, which
impacts on the organisation's ability to meet patient
need in a timely and effective way: the impact of
Covid-19 has heighted this. In some areas,
recruitment and retention remains an area of
concern. This creates a risk to patient experience
and delivering the service.

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

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

C=4

C=3

12

High

Commentary
April 2022: Actions are being taken in the adult
mental health directorate to address workload
through creating greater management capacity, with
a focus on improving morale. We are investing in all
services, including CAMHS through the Investment
Standard Money. In CAMHS, the model of service
delivery is being reviewed to provide a smoother and
more responsive pathway. In adult services we are
working more closely with the third sector. As placebased arrangements develop, we will be in a better
position to look at flow. Limits are also being placed
on caseloads.

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

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

By when
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1905: Prone restraint
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Full risk description

Controls

Mitigation action

By when

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

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

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

Complete and
on-going

C=3

C=4

12

High

Commentary
April 2022: During the year 2021/22, we have seen
some progress in the reduction of prone restraint,
but this remains variable. Managing violence and
aggression is a safety priority for 2022/23, and
reducing restraint will be one of the metrics by which
we measure progress.

The See Think Act (STA) framework for relational security has been introduced on all acute
and Forensic wards. Oxleas is now training STA facilitators, lived experience STA facilitators
and STA leaders through programmes delivered by Pan-London Safety in Mental Health. Our
work currently includes the development of a leadership for safety programme, known as
‘LEAD Safely’ this includes training and resources using SEE, THINK, ACT and developing a
Community to share learning and experiences from across the capital in developing trauma
informed approaches within acute care and PICU and within mental health organisations
through appreciative inquiry Involvement and engagement of key stakeholders across
London in shaping our key purpose and our priorities for the community of practice
PMVA policy and PMVA training (compliant with national standards)

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

Review of Trustwide Reducing Restrictive Practice Group and workplan
including Safe Wards and plans to pilot safety pods
Safety pods have been rolled out in acute and crisis and forensic wards.
The impact of safety pods is yet to be measured but the experience from
Goddington ward is positive.

Complete and
on-going

By when

Bodyworn cameras in place on acute mental health wards and a Body Worn Camera policy is
in place

Assurances
Monitoring arrangements
Quality Report priority 2020/21 - reduce restraint 10% (based on average of quarter 1)
monthly reporting weekly restraint incident report produced by informatics every Friday and
shared with directorates for review and action
Weekly ad hoc reports of restraint activity and physical health monitoring after rapid
tranquilization to executive and PQAC
Ethnicity report for restraints (available from 21.9.2020)
Mental Health and Learning Disabilities Dataset (MHLDDS) compliant
Leadership arrangements
Letter to clinical directors from Medical Director, Meeting with Ward Managers and Director
of Nursing to reinforce expectations regarding prone restraint being exceptional and zero
being expected. If it happens it must be examined for learning (3.9.2020).
Agreement at Executive Committee for this to be the top safety priority 2020/2021
(22.9.2020)
Agreement from Service Directors to assess and support enablers for individual teams e.g. upskilling in de-escalation techniques, positive behaviour plans, pre-admission planning and
daily planning, culture and leadership and softer skills to create therapeutic environments

1912: Pressure on district nursing teams
26
24
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Full risk description

Controls

Mitigation action

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

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

District nurses are at the centre of our response to Covid. Service
30/04/2022
directorates have local plans in place to monitor and manage caseloads,
and ensure that staff have psychological support, as the additional
workload is having an emotional toll. We are also working with the third
sector partners such as Greenwich and Bexley Hospice so as to ensure that
our services compliment each other.

C=4

L=3

12

High

Commentary
April 2022: There will be further funding this year and next
year, and expanding the workforce remains a priority.
However, services continue to experience pressure due to
high demand. At recent visits to teams, staff raised
concerns about the increase in the numbers and complexity
of referrals due to perceived changes in primary care and
acute care. The quality of referrals has deteriorated, and
patients are being discharged from the acute trusts without
proper support to patients and their families. Some
patients referred to the district nursing service are not
housebound and are being referred for interventions
previously provided by GP practice nurses or by GPs
themselves. These issues are impacting on productivity.
District nurses undertake a high volume of visits, so any
variable introduced to the visit schedule has a real impact
on a nurse's ability to get through the day as planned. This
will be addressed through the Resplendent Group. Teams
also raised concerns about the rising cost of fuel and parking
in Greenwich borough

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

Assurances
Monitoring activity levels, referrals and allocated daily visits

Page 11 of 19

Discussions are taking place through the local care partnerships and this
will also be addressed through the Great Out of Hospital Care workstream.
We are looking at a number of different recruitment options, including
apprenticeship and nursing associate roles, but it does take time for nurses
to develop the skills and competencies for district practice.
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1913: Reducing wait times in community services
26
24
22

Back to contents

Full risk description

Controls

Mitigation action

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

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

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

20
18
16
14

C=4

12

16

SIG

Prioritise patients those with the greatest need across the neuro and stroke
pathway. Working with local commissioners in the ICS re: neuro

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

Commentary

10
8

April 2022: The Zero Delays workstream remains the
main means by which this risk will be mitigated. The
board received a detailed update on progress at the
March 2022 meeting and three workstreams are to
be taken forward to enable the trust to deliver this
objective by March 2024: 1) patient access charter; 2)
wait list management; 3) QI network. We have
gaining a better sense of where the waits are, and we
can then undertake targeted work to reduce waits,
and identify alternative ways of servicing the wait list

6
4
2
0

1914: Local Authority contracts for integrated and embedded
services
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L=4

A task force is set up to target areas were specific issues need to be addressed (eg
the CAMHS task force)

By when

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

Full risk description

Controls

Mitigation action

By when

1292: There is a risk that LAs will not fund the impact
of NHS AFC and pay uplifts and pension contribution
increases as they are not directly funded for these
cost increases. Since 2020/21 NHSE/I has confirmed
that AFC costs will not be paid directly to the Trust
from NHSI for staff employed within LA contracts but
increase in pension contribution will continue to be
funded centrally.

Engage in national discussions regarding staffing working in LA commissioned
contracts but employed under NHS AfC terms and conditions.

This risk is being mitigated by the current block and Covid payment
arrangements

31/03/2022

Engage in national discussions regarding the source of funding for NHS employer
pension contribution to ensure these take account of NHS staff working in LA
contracts

Going forward, this will be addressed through the new contracts being
negotiated with the LAs

Factor into service model for future bids the published AFC pay rates and assume
pension percentage increases.
Open discussions with LAs to resolve gap in funding for 2022/23 and on-going.

C=2

C=2

4

LOW

Commentary
January 2022: The ICS H2 allocation has taken
into account our overall gap including any
unfunded cost pressure such as the AFC for staff
employed under LA contracts. Until further
notice, we expect the risk consequence to
remain unchanged

Assurances
The Executive, Business Committee and Board will be updated on progress
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1921: Responding to service delivery concerns
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Full risk description

Controls

Mitigation action

By when

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

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

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

Complete

C=4

1994: Cyber security strategic risk

Back to contents

L=2

8

Moderate

The QA and QI teams will triangulate information from the Improving Lives 31/12/2021
programme so as to ensure that information is collated, interpreted and
acted on in a timely manner.

Commentary

Assurances

April 2022: Initially opened as a high risk, this was
reduced to moderate in April 2021, and has remained
at that rating ever since. The Executive Team agreed
that this should reman on the Board Assurance
Framework so as to ensure a focus on this.

Improving Lives visits
Quality Assurance CQC Oversight meeting
Team dashboards
Actions and progress reported through our governance structure and minuted
Updates and progress reported to quarterly service directorate operational reviews
Service directorates report a quality update to the trust Performance and Quality Assurance
Committee on a rotational basis
Report and action plans from the Improving Lives visit
CQC Insight Report analysed and reported to the trust Performance and Quality Assurance
Committee
CQC Regulatory Report reported to the trust Performance and Quality Assurance Committee

Full risk description

Controls

Mitigation action

By when

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

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

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

31/03/2022

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

31/03/2022

To take forward the recommendations from the KPMG audit of cyber
security February 2022:
-Documented cyber security plan (by 30/04/2022)
-Raising cyber awareness (by 31/07/2022)
-Cyber security strategy (by 31/03/2022)
-Policy review (by 31/03/2022)
-Security principles documentation (by 31/05/2022)
-Training needs anlysis (30/04/2022)
-Threat intelligence (by 31/10/2022)
-Digital risk management (by 31/07/2022)

All actions to
be completed
by 31/10/2022)

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

C=5

L=2

10

Assurances
•We have systems that monitor our network that identify any potential known
threats
•Admin rights are regularly reviewed and scrutinized
•NHSD best practice guidance is followed in relation to specific vulnerabilities
•KPMG Cyber Security Audit February 2022

On-going
On-going: We will increase our investment and thinking into how we
prevent, monitor and respond to cyber security threats, for example by
purchasing technology, improving documentation and communication and
learning from recent 'phising' incidents. This will provide evidence for the
data security and protection (DSP) toolkit.

High

Commentary
April 2022: The target rating has been increased from
moderate (5) to high (10). It is accepted that this risk
is constantly evolving, and we cannot completely
eliminate all cyber security threats. We may be able
to work towards reducing the consequence by
strengthening our controls, if we cannot reduce the
likelihood below a rating of 2. The mitigation plan has
been updated to reflect the further actions that are
being taken, including the recommendations from
the recent KPMG audit of cyber security. Sitting
beneath the BAF risk, the committee will hold three
separate risks relating to the human element,
technology, and processes so that it reflects the cyber
security strategy.
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1995: Achieving carbon zero
26
24
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Back to contents

Full risk description

Controls

Mitigation action

By when

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

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

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

Complete

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

14
C=4

12
10

12

High

Commentary

8

October 2021: This risk reflects the challenge faced by all
NHS organisations, to achieve the NHS target of net zero
carbon emissions by 2032. The risk and mitigations are
difficult to specify currently and are likely to be
reformulated once the Green Plan has been developed,
considered and agreed by the committee in December.

6
4
2
0

2006: ICS capital regime
26
24
22
20
18
16
14
12
10
8
6
4
2
0

L=3

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

Full risk description

Controls

Mitigation action

By when

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

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

Condition Surveys

30/03/2023

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

30/11/2021

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

Continued negotiation with the ICS in relation to capital allocations

31/03/2022

Trustwide Wi-fi survey to inform 5 year capital programme

30/11/2021

Assurances
C=4

L=4

16

Significant

Commentary
April 2022: The capital element remains a risk, and
this will be reviewed alongside the Business
Committee risk (1984) so it is not held by both
committees. This risk is a medium to long term risk as
opposed to the annual risk represented by risk 1984.

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

Full risk description

Controls

Mitigation action

By when

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

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

Active involvement in fora developing ICS governance structures and
strategy

31/03/2023

Oversight of impact of ICS financial planning and implications for trust

31/03/2023

C=4

L=3

12

High

Commentary
April 2022: Financial risks are covered in the Business
Committee risks and capital risks are held by the
Infrastructure Committee. Over the next four
months the Executive Team would be asked to
consider risks relating to governance arrangements,
place, and accountability

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

29 April 2022

ID

Summary risk description

Risk opened

Longevity in
months

1177

Financial sustainability of the Trust in the medium/long term

01/04/2021

12

1213

Vacancies and recruitment pressures

02/01/2021

15

1471

Staff experiencing violence, aggression and discrimination at work

02/01/2021

15

1502

Impact of demand on staff satisfaction and retention

02/01/2021

15

1984

SE London ICS financial risk (revenue and capital) - in-year

01/06/2021

10

1606

Bed management - key cost driver

01/04/2021

12

1844

Demand on CMHTs

31/12/2019

27

1905

Reducing prone restraint

21/09/2020

19

1912

Pressure on district nursing teams

24/09/2020

19

1913

Reducing wait times in community services

24/09/2020

19

1914

Local Authority contracts for integrated and embedded services

01/04/2021

12

1921

Responding to service delivery concerns

28/10/2020

18

1994

Cyber security strategic risk

17/08/2021

8

1995

Achieving Carbon Zero

17/08/2021

8

2006

ICS capital regime

14/10/2021

6

2012

Uncertainties created by move to Integrated Care System approach

12/10/2021

6

X6A0T

Back to contents

Commentary

Longevity of BAF risks in months

April 2022: No exceptions to note.
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Board Assurance Framework - risks de-escalated 2022/23

29 April 2022

X7A0T

ID

Description

Risk status

Date added to
BAF

Date removed
from BAF

Back to contents

Reason for de-escalating from BAF

Controls

Page 17 of 19

Assurances

Consequence
(Current)

Likelihood
(Current)

Rating
(Current)

Level
(Current)
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29 April 2022

Board Assurance Framework: proportion of risks by committee as at:
X8A0T

Risk level

Back to contents

PQAC

Business

Partnership

Infrastructure

People

H&S

QII

Total

Low

0

1

0

0

0

0

0

1

Moderate

1

1

0

0

0

0

0

2

High

3

1

1

2

3

0

0

10

Significant

1

1

0

1

0

0

0

3

Total

5

4

1

3

3

0

0

16

Proportion of risks by committee

Proportion of risks by rating
Low, 1, 6%

People, 3, 19%

Moderate, 2, 12%
Significant, 3, 19%

PQAC, 5, 31%

Infrastructure, 3, 19%

Business, 4, 25%
High, 10, 63%
Partnership, 1, 6%

Business
Proportion of risks by rating

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

Significant, 1,
20%

Moderate, 1,
20%

Low, 0, 0%
Significant, 1,
25%

Moderate, 1,
25%

High, 3, 60%

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

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

Moderate, 0,
0%

Significant, 0,
0%

Low, 1, 25%

High, 1, 25%

Moderat
e, 0, 0%

Partnership
Proportion of risks by rating

Moderate, 0,
0%

Significant, 0,
0%

High, 1, 100%

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

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

High, 3, 100%
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Board Assurance Framework: comparison of initial, target and current risk ratings 2022/23

29 April 2022

X9A0T

Back to contents

Initial rating compared to actual rating

Initial rating when risk first opened
Target risk rating
Risk rating as at start of 2022/23

Target rating compared to actual rating

Risk rating at end of each quarter of 2022/23

ID

Risk rating as at ….

Summary risk description
Initial rating

Target rating

Start of
22/22

1177

Financial sustainability of the Trust in the medium/long term

16

8

16

1213

Vacancies and recruitment pressures

12

9

12

1471

Staff experiencing violence, aggression and discrimination at work

9

6

12

1502

Impact of demand on staff satisfaction and retention

9

8

12

1984

SE London ICS financial risk (revenue and capital) - in-year

12

6

9

1606

Bed management - key cost driver

16

6

12

1844

Demand on CMHTs

12

4

12

1905

Reducing prone restraint

12

4

12

1912

Pressure on district nursing teams

9

2

12

1913

Reducing wait times in community services

16

1

16

1914

Local Authority contracts for integrated and embedded services

16

4

4

1921

Responding to service delivery concerns

12

4

8

1994

Cyber security strategic risk

10

5

10

1995

Achieving Carbon Zero

12

4

12

2006

ICS capital regime

16

4

16

2012

Uncertainties created by move to Integrated Care System approach

12

4

12

201

79

187

Total risk score

End Q1
22/23

End Q2
22/23

End Q3
22/23

End Q4
22/23

BAF live risks 2022/23
Initial, target and current risk ratings

250

200

150

100

50

0

0

0

Commentary
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0

0

Initial rating

Target rating

Start of 22/22

End Q1 22/23

End Q2 22/23

End Q3 22/23

End Q4 22/23

37

Board of Directors
5 May 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

5
-

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:
report need to be
• Publication of Ockenden review of maternity services – the issues
noted or acted upon?
identified in this review are being considered by the executives
• Prison service developments – our mobilisation plans for new
contracts are underway and we are responding to identified
service risks
• Pressures on services created by increased demand and
recruitment difficulties – actions being taken in response are
discussed further in other items coming to the Board.
Where has this report
Some content has been discussed at Board sub-committees and by the
been previously
Executive Team.
discussed?
Are there any issues in There are some references to suicide.
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

NHS E/I NHS England and NHS Improvement
ICS – Integrated Care System
ICB – Integrated Care Board
CQC – Care Quality Commission

Link to trust strategy

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.

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

The pressures on services have a potential impact on quality. The report
includes an update on quality assurance processes.
The report gives an update on our financial position.
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Equality analysis
Service users/
carers/staff

The 10-year mental health improvement plan has a specific focus on
parity for mental health services and patients
The negative impact of Covid and increased pressures on services on
patient experience is noted in mental health services.

Executive Summary

EXECUTIVE SUMMARY
Key Highlights, Issues and Exceptions
The report includes the following:
• Ockenden review of maternity services
• National Confidential Inquiry into Suicide and Safety in Mental
Health annual report
• New appointments to the South East Integrated Care System
• Service developments and performance overview
• Internal trust developments
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.
The report is brought to the Board for information and to be noted.
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National update
1. Ockenden review of maternity services – final report
The Ockenden – Final report from the independent review of maternity services at the Shrewsbury
and Telford Hospital NHS Trust was published on 30 March 2022. NHS England and NHS
Improvement are working with the Department of Health and Social Care to implement the 15
Immediate and Essential Actions and every trust, integrated care system and Local Maternity
System Board must consider and then act on the report’s findings. The full report is available at
NHS England » Ockenden review of maternity services

All Boards are asked to consider the report and share with staff. After reviewing the report, the
Board should take action to mitigate any risks identified and develop robust plans against areas
where services need to make changes, paying particular attention to the report’s four key pillars:
1. Safe staffing levels
2. A well-trained workforce
3. Learning from incidents
4. Listening to families
Jane Wells, Director of Nursing, and Abi Fadipe, Medical Director, are leading on this work within
Oxleas and are engaging with clinicians across the organisation. A paper will be developed by the
Executive and brought to the July Board on the actions we are taking in response to the report.

2. Call for evidence for 10-year plan to improve mental health
The Department for Health and Social Care has launched a 12 week call for evidence to inform a
new 10-year mental health plan to level up mental health across the country and put mental and
physical health on an equal footing. The public, those with lived experience of mental ill-health,
and health and care professionals will have until 5 July to share views on how support and services
should adapt for the future. The plan will build on current progress, assessing how local services
can work together to prevent mental ill health.
Details of the consultation and how to respond are available at Mental health and wellbeing plan:
discussion paper and call for evidence - GOV.UK (www.gov.uk)

3. National Confidential Inquiry into Suicide and Safety in Mental Health:
annual report
The annual report of the National Confidential Inquiry into Suicide and Safety in Mental Health
was published in April 2022. The report includes findings relating to people aged 10 and over who
died by suicide between 2009 and 2019 across all UK countries. It also presents some data from a
pilot real-time surveillance of suspected suicide by people under mental health care in England.
The report, easy read versions and summaries are available at NCISH | Annual report 2022: UK
patient and general population data 2009-2019, and real-time surveillance data - NCISH
(manchester.ac.uk)
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Abi Fadipe, trust lead on suicide prevention, and Jane Wells, patient safety lead, will be taking the
learning from this report forward within Oxleas.

Regional/system update
South East Integrated Care System
The following appointments to the new south east London integrated care board have been
announced. Each individual remains designate in role upon their arrival until 1 July 2022, and
current leadership arrangements remain until then. Announcements on further appointments will
be made in May 2022 and specific updates when appointees officially start in role.
ICB Directors and Senior Responsible Officers
Chair – Richard Douglas
Chief Executive Officer – Andrew Bland
Non-Executive Directors
Peter Matthew
Paul Najsarek
Anu Singh
Executive Directors
Sarah Cottingham, Executive Director of Planning
Tosca Fairchild, Chief of Staff
Mike Fox, Chief Financial Officer
Angela Helleur, Chief Nursing Officer
Toby Garrood, Joint Chief Medical Officer
Dr Jonty Heaversedge, Joint Chief Medical Officer
Beverley Bryant, Chief Digital Officer (Chief Digital Information Officer, Guy’s and St Thomas’
Hospital NHS FT and King’s College Hospital NHS FT)*
Ranjeet Kaile, Director of Communications and Engagement (Director of Communications,
Stakeholder Engagement and Public Affairs, South London and Maudsley NHS FT)*
Julie Screaton, Chief People Officer (Chief People Officer, Guy’s and St Thomas’ Hospital NHS FT)*
Place Leads
Bromley - Dr Angela Bhan, Place Executive Director
Lambeth - Andrew Eyres, Place Executive Director (Strategic Director Integrated Health and Care)
Bexley - Stuart Rowbotham, Place Executive Director (Council Director of Adult Social Care)*
Greenwich - Sarah McClinton, Place Executive Director (Council Deputy Chief Executive and
Director of Adult Social Care)*
Lewisham and Southwark place leads to be appointed.
*These ICB roles will be held alongside the individual’s current role and performed on a part-time
basis
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Organisational report
1. COVID-19 update
The situation at 28 April 2022 in Oxleas is:
(figures in March 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

8 (11)
11 (10)

LFT testing Staff reporting on PathEKS
and/or government site

34%

3 (3)
21 (21)
None (none)

Our Incident Control Centre continues to have regular daily and weekly meetings. New advice on
infection control was published in April and we have updated colleagues on how to implement
this. Key aspects of the changes are:
•

All staff working in patient facing settings should continue to wear fluid resistant surgical
masks during any patient contact or indirect patient interaction, such as in a waiting area,
corridor, or reception area. However, staff are not required to wear a fluid resistant surgical
mask in any area where there is no patient contact or indirect patient interaction, including
staff office areas, kitchens, enclosed nurses’ stations, and meeting rooms.

•

Mask/face covering for patients and visitors remains.

•

All areas can return to pre-pandemic physical distancing. However, physical distancing will
remain at 2 metres where infectious respiratory patients are cared for.

2. Service Developments
On 1 April, we took on responsibility for a range of new services within our prison directorate.
These include the delivery of mental health services at HMP Wandsworth (previously delivered by
SLaM) and becoming the healthcare services prime provider for all six prisons in Kent (HMP
Elmley, HMP Swaleside, HMP Rochester, HMP Maidstone, HMP Standford Hill, HMP East Sutton
Park).
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We have been holding welcome sessions for the new staff joining us and our mobilisation plans
have included the roll out of IT systems and developing workforce plans. There will be a strong
focus on recruitment going forward.
As outlined in our operational report item, we have been successful in the majority of lots in the
South West England prison tender. Detailed mobilisation plans will be developed in preparation
for the services to begin on 1 October 2022.

3.

Performance Overview

Care quality
Supported by the Quality Assurance Team, we have undertaken self-assessments with each of our
core services. These are in addition to our regular Improving Lives quality visits and focused
assurance visits. Each self-assessment is being analysed to determine priority areas and form a
collaborative improvement plan for each service line. We plan to discuss the self-assessments with
Board members at the strategic awayday in June.
Our People
We have significantly increased our focus on workforce planning and are also involved in
developing our approach across the South East Integrated Care System. Recruitment remains a
key issue and developments include launching our graduate recruitment scheme and focused
prison recruitment. We have also been part of a successful virtual work experience programme for
local school children.
In addition, we continue to work on improving staff wellbeing and are currently running a
campaign to raise colleagues’ awareness of the wide range of support available for improving their
mental and physical wellbeing.
Patient experience
National feedback
The British Societal Attitudes survey, published in March 2022, showed that overall satisfaction
with the NHS fell to 36 per cent – an unprecedented 17 percentage point decrease on the previous
year. This is the lowest level of satisfaction recorded since 1997, when satisfaction fell to 34 per
cent. More people (41 per cent) were dissatisfied with the NHS than satisfied.
This fall in satisfaction was seen across all ages, income groups, sexes and supporters of different
political parties.
The main reason people gave for being dissatisfied with the NHS overall was waiting times for GP
and hospital appointments (65 per cent) followed by staff shortages (46 per cent).
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Of those who were satisfied with the NHS overall, the top reason was because the NHS is free at
the point of use (78 per cent), followed by the quality of NHS care (65 per cent) and that it has a
good range of services (58 per cent).
Local feedback
Oxleas Patient experience program aims to use feedback from our service users to not just
monitor our performance, but to drive positive change in our services. We note that the declining
trend for user satisfaction with mental health services feedback scores has now plateaued at a
lower level to pre-pandemic levels. It remains true that whilst most service users find our services
caring, attitude and behaviour is often cited as a problem where satisfaction is lower. Although
this picture broadly aligns with comparable national NHS trends, where both user demand and
staff capacity have been adversely impacted by the pandemic, we recognise we have more work
to do in understanding and addressing the issues specific to Oxleas.
As a result, we are working with Imperial College to pilot the innovative use of digital technology
to analyse the large amounts of free text we receive in comments so that we can identify themes,
at a team level, to better inform our response to feedback.
We are also undertaking a fundamental redesign of our complaints system, so that it focuses more
directly on early resolution and learning. The method we are using is called Experience Based CoDesign, which involves interviewing both our staff and people who have complained. This
feedback forms the basis of a redesign process together with our service users. We are partnered
in this work by Greenwich University who have innovated in the field of clinical simulation
techniques. We aim to use this partnership to develop training which better equips our staff with
the resolution and learning skills needed to make complaints perform the vital learning function
we require.
Staff experience is an important precursor to patient experience, and particularly so where
decreased user satisfaction involves staff attitude and behaviour. We maintain that is important to
see this feedback in the context of pandemic stress on the NHS because they align so closely. To
address this, we have cross referenced patient experience feedback with our staff survey results.
Whilst we retain our expectation of professional conduct from staff, we also recognise the
exceptional circumstances we have all lived through and will increase our focus on staff wellbeing
and resilience. We will be offering a range of supports and including the introduction of Schwartz
rounds which have a track record in positively reducing the effects of work stress. In this way,
patient experience will be increasingly aligning around our Oxleas’ strategy building block three,
which aims to build a safety and learning culture at Oxleas for the benefit of service users and staff
alike.
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4. Trust developments
Innovative graduate scheme launched

We have launched a new scheme to attract graduates into trainee mental health
practitioner roles at Oxleas. We are looking for our first cohort of 13 to join us this autumn
and are holding a webinar on 5 May 2022 to raise awareness of this opportunity.
Community Transformation Programme – service user/carer engagement
We are currently seeking service users and carers to get involved and share their feedback
in our community transformation programme. This is particularly focused on people who
have had experience of accessing mental health services or carers who are supporting a
loved one to access services. We have shared this widely with our members, volunteers and
service user/carer networks. Full details are on our website.

Supporting our staff
We have a range of activities on during April and May to support colleagues including an
event led by our Mental Health Staff Network on dealing with news anxiety. This was held
on 28 April to mark Stress Awareness Month and was open to all members of staff.
A new menopause support group is also being launched. The inaugural meeting of the group
will take place on 16 May.

46

Board of Directors
5 May 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

6
6a&b

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 to note:
report need to be
• Actions being taken by the Acute and Crisis Mental Health
noted or acted upon?
directorate to improve operational processes, increase
transparency and to clarify escalation procedures
• Impact on Adult Community Physical Health services due to
pressure in the wider system, most notably local acute providers
• Improvement work being undertaken within Greenwich
community mental health services
• Pressure on service delivery caused by a high vacancy factor in
some service lines particularly CAMHS
• Action being taken to achieve waiting time targets and manage
pressures on services
• Update on the transfer of mental health services at HMP
Wandsworth and the mobilisation of the Kent prisons health
contract
• The Integrated Board Report provides an overview of performance
and specific metrics and actions have been discussed in detail in
board sub-committees.
Where has this report
The metrics in the Integrated Board Report and actions being taken in
been previously
response are discussed in the relevant board sub-committees.
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
CRHTT – Crisis Resolution and Home Treatment Team
in the report
PICU – Psychiatric Intensive Care Unit
COPD – Chronic Obstructive Pulmonary Disease
MSK – Musculo-Skeletal
JET – Joint Emergency Team
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ASD – Autistic Spectrum Disorder
CAMHS – Child and Adolescent Mental Health Service
CQC – Care Quality Commission
CTR – Care & Treatment Reviews
IPS – Individual Placement and Support
UCR – Urgent Community Response
MDT – multi-disciplinary team
BCU – Basic Command Unit
PRUH – Princess Royal University Hospital
SNET – Support Network Engagement Tool
DMT – Directorate Management Team
HEPA – high efficiency particulate air
TUPE – Transfer of Undertakings (Protection of Employment)
LAS – London Ambulance Service
DToC- Delayed Transfer of Care
PCP – Primary Care Plus
ICMP – Intensive Case Management in Psychosis
ADAPT – Anxiety, Depression, Affective, Personality Disorder and Trauma
CMHT – Community Mental Health Team
ADHD – Attention deficit and hyperactivity disorder
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

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
report also outlines areas of financial overperformance most significantly
around occupied acute mental health bed days purchased from the private
sector
The report contains information on actions taken to reduce health inequality for
people with learning disabilities and equality analysis undertaken for the new
Falls Pick Up service.
The report outlines the impact of several developments on people using our
services and their families and their involvement in the programmes.
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Executive Summary

EXECUTIVE SUMMARY
This report provides a summary from each service directorate on
current achievements, challenges and developments.
Key Highlights
• Progress being made in the acute and crisis mental health
directorate around key areas of improvement
• Mental Health support into the Bromley Homeless Shelter and
Healthcare Clinic
• Improvements to waiting times in the Bexley Memory Service
• Bexley IPS fidelity review
• Joint epilepsy workshop between Oxleas ALD directorate King’s
Health Partners
• Falls and Frailty Pilot Team reports published and further
investment secured
• Development of the Falls Pick Up service
• Introduction of the extended Children’s Community Nursing
Team
• Update on service redesign within CAMHS
• Implementation of the new Kent Prisons contract on 1st April
2022
• Transfer of the mental health service at HMP Wandsworth to
Oxleas on 1st April 2022
• Outcome of the South West England Prisons tender process
Integrated Performance Report
The Integrated Performance Report is attached as appendix one. More
detailed analysis of performance in each measure and the actions
being taken in response have been reviewed at the relevant board subcommittees. Details of these discussions are included in the committee
reports.
Currently, we are focusing on 12 quality areas in this dashboard to
improve performance. Details of the actions being taken were
presented to the Performance and Quality Assurance Committee in
April. The Children and Young People's Directorate also presented to
the committee on performance and quality issues specific to their
directorate and discussed how they are taking forward improvement
plans.
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Finance metrics have been discussed at the Business Committee. A key
focus for teams in relation to supporting staff is improving local
induction of new staff and ensuring supervision takes place regularly
and is recorded. This area is regularly reviewed by the People
Committee.
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.
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Board Operational Report
May 2022

Acute & Crisis Mental Health
The directorate will publish our business plan on 11th May which schedules our key workstreams for the next 18
months and includes our vision for staff and service users. Recruitment is underway to strengthen the management
capacity of the directorate: Band 8c Service Manager, Band 8a Lead for Older People’s services and a second Band
8a practice development nurse. Our business and administrative office is depleted due to sickness absence and
review. Therefore, we must carefully sequence and align the workstreams and workloads to the existing and
planned capacity to deliver the improvements needed.
The directorate has multiple areas which require re-set and urgent improvement. We have made progress in the
following areas:
•
•

•
•
•
•
•
•
•
•

Operational rigour and transparency established for beds (flow, income generation, predicted capacity,
oversight). Bed Management policy is overdue for publication.
Re-set of the 4 x CRHTTs. We are one third of the way through the project which incorporates 1) cultural
reset to boost morale and confidence of staff 2) consistent Operational and Clinical models and 3) consistent
data entry and Demand, Capacity & Productivity models
Ready to launch for the pan-London Digitisation of the s136 Pathway via HBPOS
Oxleas wide system workshops with Police & LAS to schedule joint work on mutual system issues.
Formal sign off & launch of the Affinity Protocol between Met Police & MH trusts
Operational Grip established and near completion on a new contract with Hestia for the Crisis House. Full
occupancy in the crisis house for April 2022.
Improved operational oversight and performance for 72hr follow up, s132 rights, gatekeeping
Clinical oversight of Male & Female PICU pathway
Established Directorate governance structure including - Patient Safety Group, Clinical Effectiveness Group,
Patient Experience Group
Embedded crisis line with new telephony which accepts warm transfers from LAS 999, and which prioritises
all calls from police & LAS via the 0300 Blue light advice line

Our vision is to establish an operational and clinical hub for older people’s services. Enablers to this will be the
recruitment to the Band 8a lead for older peoples’ services (underway) and the co-location of OP services (planning
stages).
We are concerned about the volume of improvement work that we need to deliver in the directorate, alongside
managing the significant 24hrs business of the directorate. Standing out amongst those concerns are:
The symptoms of high bed occupancy:
o
o
o
o

Patient experience for people waiting in ED and HBPOS for admission
Volume of occupied bed days for private PICU and the Tarn associated with “waiting for step down”
to acute beds
Clinical and operational time wasted on crisis management & communication
Staff frustration and burn-out

The causes of high demand for beds:
o

Inefficiencies & inconsistencies in multiple nodes of the flow system (attendance to ED for known
Oxleas patients, quality of crisis plans for known patients, agility and responsiveness of CRHTT,
admission thresholds and positive risk taking in Liaison teams, and rigidity of culture and practice)
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Workforce
o
o

Vacancy rate, staff sickness, repeating waves of covid disrupting business, leadership
Workloads for staff (particularly B7 mangers and Band 8a leads)

Escalation charts are in place for every service area (24hrs) and have been shared with system colleagues. We are
paying particular attention to HBPOS and to ED where there are excessive waits which correlate directly to periods
of high bed occupancy. For HBPOS, we have strengthened the escalation process so that there is a greater frequency
of reviews and earlier escalation to the Clinical Director and the operational leads so that we can problem solve. The
bulk of our effort is rightly focused on improving bed capacity. However, we are testing alternative solutions such as
ring-fencing a bed for HBPOS.
We have made a significant culture and process change to the Liaison/ CRHTT interface. Previous culture and
practice insisted on the local CRHTT conducting a duplicate assessment and for Liaison night staff to defer
completion of an assessment to the morning shift. We have relaunched the Trusted Assessment Framework (2020),
have directed CRHTT/ Liaison teams to eliminate the duplication of assessment; and have directed Liaison teams to
complete, in full, the clinical assessment and make a decision within the same shift (including at night). We expect
this to reduce waiting times, improve service user experience, and release resource.
Refreshed HBPOS, CRHTT and Liaison policies will formally record these changes.
Although we have launched Assessment Areas at both PRUH ED and QEH ED, we need to evaluate both models to
understand the true cost and impact on patient experience, quality of assessment and waiting times. This work is
underway and due by end April 2022.
We have launched a fresh process map for the internal clinical oversight and access to female & male PICU. We are
finalising a paper to propose the future model for the Tarn (male PICU) which will explore options for seclusion room
and bed base. Oxleas is a key partner in the development of the SLP PICU pathway. A key preoccupation for now is
the establishment of space at Oxleas House on which to build the Female PICU ward. We have a tight deadline to
describe the plan and timeframes, so that it can be included in the SLP Business Case for Female PICU.
We have established a new process to increase transparency and oversight on delays and DToC. We expect formal
DToC to initially increase and then plateau and decrease as we improve understanding, reporting and
troubleshooting. Using winter pressure funding we have established two small peripatetic groups who are leading
on unblocking delays to discharge and improving discharges from out of area beds.
We have made improvements in the processes and understanding of Gatekeeping, s132 and 72hr follow up KPIs.
Completion of the SNET is a concern for CRHTTs, especially since the involvement of families/social systems in care
has been cited in incident reports. We have met with all adult CRHTTs to reinforce the learning from the incidents
and have noted a shift in culture. This is slowly translating into the completion of the SNET tool.
We have established a workforce group and work is underway to tackle our immediate priorities:
-

A strategic and consistent, directorate-wide approach to recruiting B5 and B6 staff to all wards and CRHTTs
Investing in our leaders (ward managers, matrons and consultants) including specific cultural work with
CRHTTs, Liaison and the 3 x Adult wards at Oxleas House (The Tarn, Shrewsbury and Avery)

Community Mental Health
Achievements:
From November to March members of the Bromley community mental health teams have been supporting the
winter Homeless Shelter and Healthcare Clinic and are finalists at the 'One Bromley Celebrating Integration
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Together’ staff awards for the award category: The Mary Cooke award for reducing health inequalities and
improving the health of Bromley residents. They will be attending the Celebration Event on Thursday 19 May 2022
where the winners will be announced. The project is a partnership between Bromley GP Alliance and Bromley
Homeless Shelter. Its primary aim is to provide a multidisciplinary healthcare service and an opportunity for the
homeless and rough sleeping population in this area to engage with health services. The weekly healthcare clinics
have provided for example: health screening, assessments, mental health promotion and advice plus alcohol and
drug health promotion and advice and has been a true collaboration between primary, secondary and third sector
organisations.
The Bexley IPS had their fidelity review, and the feedback was positive: the items that are the strongest points
include integration with the CMHTs, and this has been beneficial for the clients receiving a 360 support system
through their journey. The service has been well received and embraced by the CMHTs. This is a great
accomplishment to achieve early in the service implementation. The service has focused heavily on client/patient
experience which has been achieved to a good standard. Some areas of improvement were identified which
focussed on recruitment to ensure the resource can work at its funded level. This will be our focus over the next
quarter. Once this is addressed this should allow us as a service to start making our improvements ready for the next
fidelity review.

Challenges
We have had a focus on caseloads to better understand how we can identify key areas for improvement, the
following shows the progress of some of this work in our Greenwich teams:
Caseloads in all of the Community Mental Health Teams remain high. The work continues across all teams to review
the caseloads and outpatient clinics and identify people for step down services and/or discharge to primary care. In
part this is driven by high referral rates from Primary Care:
Currently the Primary Care Plus Team receives an average of 86 referrals per week. The majority of these come from
Primary Care.
Referral Rates PCP Jan-Apr 2022

This represents an average of 372 referrals per month and is a slight reduction (so far this year) from the 416 per
month in 2021. Prior to this referral rates stood at less than 290 per month. There has been a dramatic increase in
referrals which coincides with the onset of the pandemic.
ICMP
The ICMP Teams are currently receiving an average of 9 referrals per week. This is relatively high given the incidence
of psychotic illness in the population. The caseload sizes of the East and West ICMP teams are 491 and 635
respectively. While the caseload of the West is gradually decreasing the caseload of the East has remained steady for
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quite some time. In part this may reflect differences in acuity between the two catchment areas but additionally the
West Team has been slightly more successful in terms of recruitment of additional staff.
ADAPT
The East/West contrast is also seen in the position with the ADAPT teams. The West Team is receiving far fewer
referrals (average 3 per week) whilst the East teams receives 9. The caseload size also varies between 529 in the East
and 433 in the West.
There is an action plan in place to support the teams’ recovery process and some of the key priorities and action
areas include:
1. A primary area of focus for caseload reduction is the implementation of our transformation programme
working in partnership with Bromley Lewisham and Greenwich Mind and Bridge to develop and deliver
joined up services via the community hub. A process of identifying patients on PCP waiting lists for social
inclusion and referring those on to the Mental Health advisors in Greenwich has started and is led by the
managers from PCP and the MH Hub. The target is to refer 20 patients per week for this support. This,
alongside the recruitment of Primary Care Network Mental health practitioners, will ensure:
• PCP patients are assisted across a wider and more varied network of support providing greater capacity to
manage the flow of patients. This will reduce the flow of patients into Secondary Care by providing
alternative provision and intervening to prevent further deterioration in the patient’s mental health.
• Referrals to PCP (and subsequent onward referrals) will be reduced by the effect of the Primary Care
Network team in the surgeries
• The Primary Care Nurses and the Wellbeing Hub will also have an effect on the interface with the Greenwich
Improving Access to Psychological Therapies (IAPT) Service allowing greater flexibility to meet the needs of
patients whose diagnosis of mild to moderate depression/ anxiety is complicated by social circumstances
which serve to increase their vulnerability and compromise the effectiveness of their psychological
therapies.
• Discharge from CMHT will be facilitated and enhanced since a greater degree of support will be available to
both the patient and to primary care colleagues.
2.We are utilising our workforce plan to introduce new roles to mitigate the challenges with recruitment to
traditional roles.
3.We are looking at discharges to ensure there are no barriers to timely discharge.
In Bromley, we continue to progress with actions in the ADAPT teams to address waits and manage risk and have a
number of action in place across the East and West teams: In the East Team we have a robust process for screening
new referrals through the multi- disciplinary referral meeting, where a significant time commitment goes into
scrutinising referrals at the point of referral, to ensure only suitable referrals are accepted, and also means urgent
referrals can be prioritised and offered immediate contact. In the West Team we have increased screening to twice
weekly, increased the number of people who can carry out the screening, recruited a Lead Psychologist and started
up generic assessment clinics to ensure service users are having contact in a timely way.
Bexley Memory Service
In October 2021, the Bexley Memory service were experiencing high volumes of referrals, the majority of which
were very complex and this was having a significant effect on waiting times, diagnostic rates and patient experience.
The service was offering a very limited amount of post diagnostic support, there was low morale in the team with a
focus on clearing backlogs.
During that period, waiting times were at 12 weeks for a new assessment and the service’s target of referral to
diagnosis within 6 weeks was at 0%. The service had long waiting lists for post diagnostic groups in particular for
Cognitive Stimulation Therapy which hadn’t been provided throughout the covid period.

54

Achievements
In November, the team had their first awayday for some years, the team explored where the team was and where
they wanted to be. During the day an action plan was developed from which several actions have been taken
forward.
At the start of the year, nurses’ job plans were reviewed, which enabled nursing staff to assess, diagnose and review,
this created more diagnostic slots.
The speciality doctor has allocated time for staff to discuss straight forward diagnosis allowing for the multidisciplinary team to discuss the complex cases. A fast-track system was also introduced for those that met the
criteria, which allowed for assessment and diagnosis within the same appointment.
The admin processes were reviewed, and changes were made to ensure the processes were more efficient.
A full continuing professional development programme has been developed this has been a great opportunity to
gain greater depths of knowledge and develop staff confidence to deliver a diagnosis. More structured multidisciplinary team reviews now take place with a clear agenda, time has been spent with staff developing
presentation skills.
Staff morale has improved, this has been through working together, feeling more like a team, seeing the
improvements that changes have made, having regular virtual lunch breaks together and attending a fun,
informative awayday.
Currently the wait time with a nurse for a new assessment is 3 weeks, and referral to diagnosis within 6 weeks is up
to 22%. The waiting list for the Cognitive Stimulation Therapy group is now manageable. The OT team have
developed packs for clients, carers and family, this allows them to take part in therapy but in the comfort of their
own home and at their leisure, a face-to-face therapy group is also due to start next week.
The team are dedicated and have worked extremely hard to get to this point, they are determined to improve the
patients’ experience.
Service Developments:
The Community Wellbeing Hub Integrated team in Bromley is working to commence the new service (test & learn
phase) for referral screening, assessments, and intervention delivery from 3rd May. Year 2 recruitment is now
underway and plans for new premises are being drawn up & discussed.

Adult Learning Disability
Achievement:
It was recognised that there was a need to raise awareness of epilepsy in those with a Learning Disability on a wider
stage, sharing knowledge and expertise to have a positive impact on care.
Individuals with a learning disability can experience health inequalities and die up to 25 years earlier. The risks
associated with epilepsy are higher, including a 6-9 times higher risk of Sudden Unexplained Death in Epilepsy which
accounts for approximately 500 deaths in the UK yearly.
5% of people die as a direct result of seizures, which are also an associated condition in 45% of premature deaths.
Avoidable emergency attendances are five times higher in people with a learning disability; the most common cause
is seizures.
30% of people with a learning disability have epilepsy, which along with additional co-morbidities pose unique
management challenges. Epilepsy is harder to control with 2/3 being treatment resistant to anti-epileptic medication
and there is a greater potential for it to negatively impact quality of life.
It was agreed to develop a workshop as a joint Oxleas NHS FT and King’s Health Partners initiative using skills from
both organisation for the first time in this way. This allowed for a strong platform on which to bring this topic to a
different and wider national stage that would otherwise be missed.
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The workshop was chaired by Dr T. Clark, Deputy Medical Director at Oxleas with the following speakers kindly
providing time and expertise for free:
· Dr R.Winterhalder, Consultant Psychiatrist (Oxleas NHS FT): Bone Health in Epilepsy and Intellectual Disability–a
Case of Double Jeopardy
· Dr F.Brunnhuber, Consultant Neurophysiologist (King’s College Hospital): Lennox Gastaut Syndrome….What I Did
Not Know
· Professor Leschziner, Consultant Neurologist (IoPPN King’s College London): The Balm of Sleep:The Interplay of
Epilepsy, Cognition and a Good Night's Rest
· Professor Shankar, Professor in Neuropsychiatry (Cornwall Partnership FT): SUDEP in Intellectual Disability
The conference was attended by over 140 clinicians and received overwhelmingly positive feedback and critically
raised awareness. We completed the process to make continuing professional development points available. The
work was nominated for an award. The content is now being edited to go online to provide free access to people not
able to attend.

Adult Community Physical Health
Introduction
Several of our services are experiencing high demand, including our intermediate care units, district nurses, MSK,
diabetes teams and our COPD diagnostic clinics (after a period of closure during the pandemic due to infection
control protocols). We have ongoing waiting lists within our therapy rehab services, podiatric surgery, Bexley MSK
and Neuro teams. But there is a focus on how teams are supported with this. Our district nursing quality group is
reviewing activity and demand for the service and linking with partners to review how we manage this. Despite
ongoing pressures our staff continue to work with efficiency and dedication to support our patients. We have
focused on morale building through bringing our staff together with a new monthly directorate newsletter, Q&A
sessions for staff with the director and senior managers, and our team of the quarter awards. On 7th March we had
our first face to face (socially distanced) away day for our new directorate management team.

Current Achievements
Our Falls and Frailty team pilot reports have been produced after both services have been running for 12 months.
Both have had favourable outcomes as evidenced through the data collected. Funding has been secured from
additional Home First investment and the Better Care Fund to extend the services throughout 22/23. We are
discussing with partners how we secure longer term funding.
The annual staff survey results have shown our directorate to be performing above or at the same level as the trust
in 6 of the 9 clustered categories. Our directorate people committee will be identifying how we can address the
three themes where our scores were lower than the trust average.
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Table: Staff Survey Results

We are proud to announce that Melvina Stober, one of our Greenwich District Nursing team managers, having been
on a 4-month part time secondment with NHSEI, will now be full-time for a further 12 months as part of the Chief
Nursing Officer Nurse Fellowship programme.

Challenges
Our intermediate care services are currently experiencing pressure due to high demand, attributable to sustained
local demand on the acute hospitals serving our boroughs which is in line with national pressures since Covid 19
restrictions have been stepped down across the UK. We have participated in initiatives to support acute services
through missed opportunities audits and a ‘Perfect Week’ exercise at QEH from 4th April which focused on review of
patients who present at the emergency department.
There remains continued pressure on the district nursing service. Our recent analysis of activity indicates we would
require an additional 30 WTE to meet the current demand, with Bexley having the greatest gap in commissioned
resources versus activity. Our internal work programme is looking at ways we may address this.

Developments
The Falls pick up service will be delivered through our urgent community response teams: JET for Greenwich and
Rapid Response in Bexley. The Quality Impact Assessment has been presented to the Clinical Senate and the
standard operation procedure will be completed, alongside staff training. We anticipate being able to accept
referrals in early May.
The Bexley service has acquired funding for a Band 5 admin fixed term post to support the relaunch of the integrated
case management meetings. The new post will help expand the accessibility and support provided to our primary
care colleagues.
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Children & Young People
We continue to focus on service development linked to the trust strategy including working with our colleagues
across South East London in the development of a Hospital at Home service. Planning meetings are currently taking
place with stakeholders. The introduction of the extended Children Community Nursing Team to provide antibiotics
at home was well received and meant children and young people returned home from hospital sooner than they
would have done without the service.
We have made good progress in reducing the time for medication waits in ADHD by diverting some increased
capacity released from the use of QbTest in ADHD assessments into the medication initiation pathway.
The CASH and Gynaeology service have agreed a new pathway for Bexley residents for pessary change to reduce
attendance at acute provision and enable better access.
The directorate has a number of workforce challenges which has resulted in implementation of business continuity
in some services: Young Greenwich, Community Paediatrics in Greenwich, Bromley CAMHS and Greenwich CAMHS.
This is mostly linked to recruitment challenges in these areas. All three CAMHS borough teams are operating with a
vacancy rate of over 20% (excluding Mental Health Investment Standard vacancies). Coupled with the increase in
demand, the reduced capacity is impacting on waiting times.
To support Bromley CAMHS during business continuity, the 3 Borough CAMHS Crisis Team are delivering the follow
up for high-risk cases for those known to the team following their crisis intervention. This would usually be delivered
by the team that were supporting the young person ie the borough team.
Service redesign continues in Bexley CAMHS focusing on the ithrive model. There has been good staff and service
user engagement in the process. The service has completed the handover of children and young people to Bexley
Local Authority who were within the Child Looked After Pathway. This was because of London Borough of Bexley
ceasing the agreement of funding with the clinical commissioning group for this service. Confirmation of the final
funding agreement from Bexley CCG has not yet been received. On receipt of this, the final capacity and demand
modelling will be completed.
Greenwich CAMHS are working closely with Royal Borough of Greenwich to undertake a review of the clinical in
reach service and single point of access. There are concerns regarding capacity within the adolescent pathway and
discussions are taking place regarding business continuity.
The 16-25 pathway has not progressed in recent months due to a criteria for inclusion being developed by the
Integrated Care System. Oxleas, together with NHSI, have been successful in our application for a Darzi Fellow, who
will support the focus on this pathway, piloting an approach across CAMHS and CMH.
Discussions have taken place across the South London Partnership regarding Home Treatment Team modelling.
Oxleas leads are involved in the planning.
Waiting times oversight meetings were established across CAMHS, with active planning for all those awaiting an
assessment. These meetings had been suspended to support business continuity but have now been re-established.

Forensics and Prison
Current Achievements
The implementation of our new prison contract for Kent went live on the 1st April 2022, having invested a significant
amount of time during the mobilisation stage. Overall, it was a success in terms of engaging new staff and welcoming
them to Oxleas. IT systems have mitigations in place and no significant issues have been reported. There remains a
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significant amount of work to do as result of internal and Care Quality Commission inspections of services all of which
are part of the action plan that will be monitored through regular update at Performance and Quality Assurance
Committee.
The transitioning of mental health services from South London and Maudsley to Oxleas went live on the 1st April 2022
where we inherited a service that has significant challenges around staffing, referral list management, caseload
management and referral of patients to proper environments for care to best treat their needs. We have received
significant support from staff working at the Bracton Centre all of whom have prison experience to help cover some
of the gaps in service provision. There are weekly operational meetings to discuss, review and monitor the challenges
which are primarily staffing until the newly appointed staff arrive. There remains a significant amount of work to do
as result of internal and CQC inspections of mental health services which is part of the action plan that is being
monitored through regular update at Performance and Quality Assurance Committee.
The outcome of the SW England bid was a huge success with a contract award of approximately £33 million per annum
for 10 of 11 prisons.
•
•
•
•

Lot 1 Bristol, Ashfield, Erlestoke, and Leyhill – bid successful
Lot 2 Eastwood Park (Women’s Prison) – bid unsuccessful
Lot 3 Dorset – Guys Marsh, Portland, and The Verne – bid successful
Lot 4 Devon – Channing Wood, Dartmoor, and Exeter – bid successful

Challenges
Our on-going challenges remain in the recruitment and retention of staff especially band 5 RMNs at the Bracton plus
band 5 RGNs and band 5/6 RMNs in Prisons as well as band 7 psychologists across the Directorate. There are national
shortages of both these professional groups.
Developments
London Service managers and their teams are preparing second round of presentations on the revised service
pathways, Early Days in Custody, Mental Health and Release/Transfer, on 10th May 2022.
The project team Is carrying out the following activities:
•
•
•

Developing the mobilisation team for the Southwest prisons
Preparing for the Kent Pharmacy bid – ITT expected to be released this summer (the pharmacy team are
working with commissioners on service specification)
Preparing for a possible Greenwich Cluster prisons procurement process
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Appendix 1 – Integrated Board Report
The report brings together quality, workforce and finance metrics across the whole organisation. These are
reviewed at our board sub-committees and the actions being taken to improve performance discussed. If it is
considered that significant risks arise from not being able to meet the targets, these are added to the committee’s
risk register.
Performance and Quality Assurance Committee
At Trust level, there are currently 12 quality metrics which have failed to meet the target level in at least four out of
the last six months.
● 10798 Friends involved in care and treatment
● 11703 FFT, overall patient experience % good and % v good (MH and CAMHS)
● 11702 FFT, overall patient experience % poor and % v poor (MH and CAMHS)
● 10338 Percentage of patients who responded that they felt better because of the help that they received from
the team
● 11699 FFT, overall patient experience % good and % v good (ACS & CYP)
● 11403 Performance against 30 working day target for responding to complaints
● 11404 Performance against outstanding actions identified from complaints
● 11268 RTT – AHPs
● 10024 RTT – PT
● 10248 RTT - Incomplete Pathways (Community Health Services)
● 10323 S132
● 10322 CPA 6-month reviews
The causes for the performance issues, planned actions and timescale for improvement were presented to the
committee and discussed. Details of this are included in the Performance and Quality Assurance Committee Report
– Item 10 of this pack.
Business Committee
The Business Committee has oversight of the following metrics
• 10326 Surplus – year to date
• 10327 Cash position
• 10328 Capital expenditure
• 10330 Cost improving plans
• 10322 Agency spend
Details of these are included in the committee report – item 12 of this pack
People Committee
A KPI dashboard is considered at each People Committee. This includes performance information on:
• 10334 vacancy rates
• 10353 personal development review rates
• 10354 supervision rates
• 10331/2 bank and agency costs
The People Committee report is included as item 15 of this pack
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Integrated Performance Report(IPR) - March 2022
S.No

1

Committee

Regulatory

Reported

Monthly

Origin

Metric
Code

NHSI / NHSE 10766

View from our regulators

Target

Mar-22

Comments - March 2022

Variance

Assurance

Comments - March 2022

Variance

Assurance

Comments - March 2022

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

Mar-22

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

97.9%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

87.6%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

91.0%

6

Quality

Monthly

Trust

11699

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

>95%

91.0%

7

Quality

Monthly

Trust

11700

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

<5%

2.3%

8

Quality

Monthly

Trust

11703

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

>90%

72.0%

9

Quality

Monthly

Trust

11702

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

<10%

11.1%

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

Mar-22

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

6.4%

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%

75.0%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

68.1% February 2022 figure.

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

90.1%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

92.3%

16

Quality

Monthly

DoH

11268

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

>95%

94.2%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

73.9%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

80.9%

19

Quality

Monthly

Trust / CYP 11397

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

TBC

51.5% 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

77.8% 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

71.1% 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

Mar-22

Comments - March 2022

>95%

98.2%

CQUIN-72 Hour Post Discharge Follow Up

80%

89.5% Validated Report: Bx.27/29; Br.32/33 ; Gr.23/24 . Trust: 82/86
(95%)

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

84.8% Validated report: Bx.13/14; Br. 10/10; Gr. 6/6. Trust: 29/30 (97%)

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

98.6%

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

72.7%

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

95.0% Bx. 29/31(93.5%); Br. 26/27(96.3%); Gr.21/22(95.5%)

28

Quality

Monthly

NHSE

10446

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

>95%

94.0%

30

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

950

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

34
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Integrated Performance Report(IPR) - March 2022
33

Quality

Monthly

NHSE

10448

Medication errors

34

Workforce &
Development

Monthly

DoH

10334

Vacancy Rate

<14%

9.6%

35

Workforce &
Development

Monthly

DoH

10445

Vacancies - Exceptions Prisons

<14%

10.8%

Committee

Reported

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

Target

S.No

Origin

Metric
Code

N/A

37

Mar-22

Comments - March 2022

37

Quality

Monthly

NHSI

10915

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

>56%

33.3%

38

Quality

Monthly

NHSI

10916

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

>56%

58.8%

39

Quality

Monthly

Trust
(Internal)

10645

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

>90%

91.9%

40

Quality

Monthly

NHSI

11314

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

41

Quality

Monthly

Trust

11454

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

100%

85%

42

Quality

Monthly

DoH

10323

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

100%

97.5%

43

Quality

Monthly

DoH

10325

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

100%

92.9%

44

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

95.0% Published by NHS Digital two months in arrears. December 2021
DQMI MHSDS Score. DQMI version 51.

45

Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

92.0%

46

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.5%

47

Quality

Monthly

Trust / NHSI 10359

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

>95%

94.0%

Target

>80%

87.0% 80% or more = green, 75% or more = amber, less than 75% = red.

S.No

Metric
Code

N/A

Variance

Assurance

Variance

Assurance

110 (110) Published by NHS Digital two months in arrears. January 2022
figure - Published 14th April 2022. Inappropriate bed-days(Total
OAP bed-days)

Committee

Reported

Origin

48

Workforce &
Development

Monthly

Trust
(Internal)

10353

Well-led - Leadership, management and governance of the
organisation assure the delivery of high-quality person
centred care, supports learning and innovation, and
promotes an open and fair culture
Staff Personal Development Review (PDR) Completeness

Mar-22

Comments - March 2022

49

Workforce &
Development

Monthly

Trust
(Internal)

10354

Supervision Completeness

>80%

80.0% 80% or more = green, 75% or more = amber, less than 75% = red.
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Workforce &
Development

Monthly

Trust
(Internal)

10331

Bank Costs as % of pay spend (All professions)

>7%

11.3% Figures include all professions >7.0% Green; 5.0 -7.0% Amber; <=
5.0% Red.

51

Workforce &
Development

Monthly

Trust

10332

Agency costs as % of pay spend

<8%

52

Business

Monthly

NHSI

10326

Normalised Surplus - Year to Date (£M)

0.0

53

Business

Monthly

NHSI

10327

Cash Position (£m)

83.3

54

Business

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

17

16.9 The Trust negotiated a capital allocation £16.99m from SEL ICS for
2021/22, however the total planned expenditure was £17.44m
offset by £0.45m profit on the sale of asset of Murchison Avenue.
The Trust has also secured an additional £0.8m of Unified Tech
funding towards improving cyber security and frontline
digitalisation.
During the year, the Trust had identified potential slippages within
its original plan and therefore developed an number of
contingency projects to ensure that its capital allocation was fully
utilised. These projects included upgrading the Trust’s WiFi and
cyber security networks, as well as a number of projects at the
QMH site, including the Breast Screening Unit. As a result the
Trust’s capital expenditure for the year was £17.32m which was
99% of its capital allocation.
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Business

Monthly

Trust

10330

CIP Plans 21/22 (£M)

9.2

10.0 The Trust will continue to pursue transformational programmes.
The assigned CIP requirement for the second half of the year was
£4.9m (3% of expenditure baseline) target. We delivered this CIP
non recurrently through vacancies as minimal schemes have been
identified to date.

4.5% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

0.4 For the 12 months to the end of March 2022 the Trust delivered a
£0.4m surplus before profit on the sale of asset. This is largely
driven by vacancies from the new funding in 2021/22.

132.5 Total cash has increased by £1.1m compared to February. Total
cash holdings are now £132.5m which is £49.2m above plan,
principally due to an increase in deferred income and accrued
expenses. Once the Trust has allowed for future capital
commitments, it plans to increase its cash reserves from c£24m
to £35m. 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 two month
period and not experience issues with liquidity. This excludes the
payments needed for Provider Collaboratives.
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Integrated Performance Report(IPR) - March 2022
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

Rules

Assurance

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

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

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.

63

NHS OVERSIGHT FRAMEWORK DASHBOARD
April 2022 - Reporting March 2022 Activity
For further information pertaining to each of these measures, click here:

Link to NHS Oversight Framework 2020/21

Domain

Director

Metric

Metric
Number

NHSI Method of Current
Collection
Reporting

Matches Local Target
Reporting?

Mar-22

Operational
Performance

Iain Dimond

Referral to treatment for incomplete care pathways

10248

NHSI

IBR

Yes

90%

80.9%

Operational
Performance

Iain Dimond

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

10915

MHSDS / UNIFY2 IBR

Yes

>=56%

33.3%

Operational
Performance

Iain Dimond

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

10916

MHSDS / UNIFY2 IBR

Yes

>=56%

58.8%

Operational
Performance

Iain Dimond

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

57.1%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

98.7%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

83.8%

Operational
Performance

Iain Dimond

Maximum 6-week wait for Diagnostic Procedures
(Audiology)

11128

Unify2

DM01

Yes

99%

100.0%

Operational
Performance

Iain Dimond

MHSDS Completeness - Data Quality Maturity Index
DQMI

11190

MHSDS / UNIFY2 MHSDS

No

95%

95.0%

Published by NHS Digital two months in arrears. December
2021 DQMI MHSDS Score. DQMI version 51.

Operational
Performance

Iain Dimond

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

MHSDS / UNIFY2 NHS Digital

No

N/A

110 (110)

Published by NHS Digital two months in arrears. January
2022 figure - Published 14th April 2022. Inappropriate beddays(Total OAP bed-days)

Quality of Care

Iain Dimond

Admissions to adult wards of under 16s

10664

NHS Digital

Local
Reporting

Yes

0

0

Quality of Care

Iain Dimond

CPA 7 day follow-up

10314

HSCIC

IBR

Yes

95%

98.2%

Quality of Care

Jane Wells

CAS alerts outstanding

10660

NRLS

Internal

N/A

N/A

100.0%

Quality of Care

Jane Wells

Never Events

10659

NHSE

Internal

N/A

0

0

Quality of Care

Jane Wells

Under-reporting of Patient Safety Incidents

10654

NRLS

IBR

Yes

N/A

7.8%

Quality of Care

Neil Springham

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

11699

NHSE

IBR

Yes

TBD

91.0%

Quality of Care

Neil Springham

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

11703

NHSE

IBR

Yes

TBD

72.0%

Quality of Care

Neil Springham

Complaints

10528

NHS Digital

IBR

Yes

N/A

23

February 2022 figure.

Quality of Care

Rachel Evans

Turnover (Annual)

(provisional)

NHS Digital

Not collected N/A

N/A

15.7%

Published 31st March 2022 - NHS digital (December 2020 to
December 2021). Leaver rate 15.7% (FTE). Joiner rate
17.2%(FTE). Stability index 84.2%.

Quality of Care

Rachel Evans

Proportion of Temp Staff

10332

FT

Not collected N/A

8%

4.5%

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

Quality of Care

Rachel Evans

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

5.4%

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

Quality of Care

Rachel Evans

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

National
Average:
70.4%

70.5%

NHS Staff Survey Benchmarking report 2020.

Quality of Care

Rachel Evans

Support and compassion

1(provisional) NHSI

SOF
Dashboard

N/A

National
6.3
average: 6.1

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

Quality of Care

Rachel Evans

Teamwork

2(provisional) NHSI

SOF
Dashboard

N/A

National
7.2
average: 6.9

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

Quality of Care

Rachel Evans

SOF
Dashboard

N/A

National
8.8
average: 9.1

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

Quality of Care

Rachel Evans

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

SOF
Dashboard

N/A

Variation

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

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

Assurance

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

Comment

2 CAS alerts, no actions required.

New Metric. Awaiting metric figures

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

Variance

Assurance
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Board of Directors
5 May 2022
Subject
Authors
Accountable Director

Item
Enclosure

7a
7a

Making Oxleas a Great Place to Work
- taking action to address the 2021 Staff Survey results
Debbie Clifford, Head of Employee Relations & Business Partnering and
Kim Gilbey, Associate Director of People
Rachel Clare Evans, Director of Strategy and People

Confidentiality/
FOI status

None

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

The purpose of this paper is to update the Board on the progress of the
third big priority of our strategy – ‘Making Oxleas a Great Place to Work’.
This is the context within which we will examine the Staff Survey 2021
results that have recently been released.
This paper is in two parts. The first part provides an update on the third
big priority – ‘Making Oxleas a Great Place to Work’. The second
updates the Board on the Staff Survey results that were presented in
detail at the March People Committee.
The full results of the NHS Staff survey, which was run from October –
November 2021, were published on 30 March. We are mindful of the
additional sensitivity in relation to external communications during the
pre-election period (elections are scheduled to take place on 5 May 2022)
and have limited our external communications on the survey accordingly.
The paper highlights where we have seen improvements, but also where
further action needs to take place.

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?

The paper highlights areas where further action is needed, including in
relation to addressing discrimination, improving wellbeing and tackling
bullying.
The content of this report has been discussed at the Executive and has
been shared with members of People Committee for comment.
No.

1
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Glossary of
terms/acronyms used
in the report

BAFO: Building a Fairer Oxleas

Link to trust strategy

Big Priority 3: Making Oxleas a Great Place to Work

Link to Board
Assurance Framework

Risk 1471 – Staff experiencing discrimination at work

Please summarise
implications for:
Quality

Service users/
carers/staff

Better staff experience reduces early turnover and increases retention
rates with those with less than 12 months experience
Reduced turnover reduces recruitment and agency spend.
Staff survey results highlight the experience for different protected groups
in Oxleas.
Improved staff experience improves the experience for patients and
carers.

Executive Summary

EXECUTIVE SUMMARY

Finances
Equality analysis

Key Highlights, Issues and Exceptions
Despite the significant challenges of the last year, there has continued
to be a significant focus on improving staff experience, through our
Building a Fairer Oxleas programme, our work on wellbeing, leadership
development, workforce planning, networks, staff assemblies, shadow
executive and more.
The Staff Survey suggests that we need to focus our attention on four
key areas: Tackling Discrimination, Wellbeing, Feeling Safe to Speak
Up, and Bullying.
Action required
The Board is asked to note the update and the results of the Staff
Survey and identify areas for possible improvement to the plans.

2
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Making Oxleas a Great Place to Work:
Taking action on the 2021 Staff Survey results
PART 1: Making Oxleas a Great Place to Work - update
Introduction
We know that we will only deliver outstanding care to our patients if we take the very best care our staff.
The quality of our care depends on our ability to attract, retain and develop high-calibre people. There is
fierce competition for NHS staff, and we need to stand out as an employer of choice. We want our people
to be given opportunities to develop and thrive and to feel supported to give their best every day. We want
every person in Oxleas to be treated kindly, fairly and with care.
This priority forms part of a wider People Strategy, which also focuses on improving workforce planning and
getting the basics right.
Key developments
It has been a tumultuous year. Covid has continued to have a significant impact on staffing, and the threat
of mandatory vaccination had a significant impact on morale, compounding issues of trust with underrepresented groups. On top of this, worries about cost of living, and struggling with long waiting lists are
directly impacting staff experience. Our attempts to make Oxleas a great place to work are set against a
highly challenging backdrop.
Our commitment to improving staff experience continues to grow stronger and stronger. There have been
unprecedented levels of activity to support staff and drive improvements. Highlights include:
•

More than 30 new wellbeing champions to work with staff to help them access the right support.
Staff Assemblies developed for new Directorates, each with £10,000 to spend on staff wellbeing.
Comprehensive ‘Keeping Well in SE London’ offer that ensures that psychological support is readily
available for all staff, complementing our employee assistance programme.

•

Delivery of ambitious ‘Building a Fairer Oxleas’ action plan, including innovative training on race,
disability, inclusive leadership, gaslighting and micro-aggressions, introduction of a disability
adjustments fund, improved support for menopause, those childless not by choice, action on gender
identity and personal pronouns, Oxleas selected to join the NHS London White Allies programme.

•

New senior group (chaired by Tom Clark) to tackle longstanding issues for staff – looking at knotty
issues such as parking, staff rest areas etc

•

Flourishing Staff networks – launch of new Women’s Network, Mental Health Staff Network,
Neurodiversity network, and numerous highly successful events and celebrations.

3

67

•

Highly successful menopause session with BBC’s Louise Minchin and Dr Arif, and the creation of a
new menopause support group.

•

Comprehensive programme of investment in our managers and leaders – launch of the Early Leaders
programme, talks on compassionate leadership and team effectiveness by Professor Michael West,
Affina leadership programme for senior managers, action learning sets, introduction of 360 feedback.

•

Starting to address the issues caused by staffing pressures by intensifying focus on workforce
planning, including launch of new graduate scheme, international recruitment, better deployment
of scarce skillsets, development of comprehensive workforce plan.

•

Launch of our second cohort of the excellent Shadow Executive programme.

What do the Staff Survey results say about our work to ‘Make Oxleas a Great Place to Work’
The survey provided a snapshot of the views of Oxleas staff in Autumn last year. Right across the NHS, scores
relating to morale and engagement are lower than they have been. London has particularly struggled with
issues around equalities and inclusion. Our scores on engagement compare favourably with other trusts (we
are the second-highest levels of engagement amongst London MH trusts), but overall the scores reflect the
challenging experiences of the last year. We have identified four key areas for further action.
Key points:
1. Tackling discrimination: We are disappointed that we have not seen a shift in staff’s experiences of
discrimination, despite the extensive work of the Building a Fairer Oxleas programme. We have
explored with the staff networks, our BAFO volunteers, frontline staff and the Executive whether we
need to go back to the drawing board and take a different approach. They have been united in
emphasising that we should definitely continue with this work, but intensify its focus.
We will be bringing detailed plans on this to the BAFO Assurance Group and the People Committee.
This will include plans to increase senior visibility in relation to BAFO and to introduce a ‘5 step
challenge’ to enable teams to become ‘BAFO-accredited’.
2. Wellbeing: There is a comprehensive wellbeing offer at Oxleas, which compares favourably with the
offer at other Trusts. Nevertheless, our people do not feel that we are yet sufficiently focused on
their wellbeing. We are now bringing all the wellbeing work under a single banner, ‘Your Wellbeing
Matters’, so that people can readily identify all the different strands to our wellbeing work. Using
this branding, we will be increasing the profile of our wellbeing offer, including highlighting the
existing extensive support offers, the psychological support available from “Keeping Well in SE
London”, our 30 new wellbeing champions, the mental health staff network, the work of the Staff
Assemblies who have £10k to focus on wellbeing, and the resources on the Ox.
Going forward, we are introducing new work to improve staff rest areas, create wellbeing corners,
introduce Schwartz rounds, increasing our support for people going through the menopause, and
supporting all teams to have staff away days.
4
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3. Safe to Speak Up: Our Guardian Service have an intensive programme of team and site visits – they
have already made more than 120 visits. We also have a number of different channels for staff to
raise concerns, e.g., through the ‘Ask Ify’ function on the website, through our staff networks, with
the HR team, with the Senior Independent Director, at the wellbeing sessions and more. We need to
ensure that this is supplemented by local managers who are receptive to people raising issues and
concerns. This is a key part of our Oxlead Early Leaders programme that is being rolled out to all
frontline managers.
4. Bullying: Our new values and behavioural framework were built on the feedback received as part of
a package of bullying and harassment workshops that were launched a few years ago. They are
designed to clarify our expectations of all staff, in terms of how staff should be treated and the
behaviours that will not be tolerated. We are building these values and behaviours into our feedback,
our appraisals, our recruitment, our performance management and our leadership development, but
it will take some time for this to deliver the sustained improvements we seek.
In the meantime, we are considering working with a company that is expert on tackling bullying
behaviours in the NHS and that could develop a programme, under our ‘Great Place to Work’
programme, that has delivered significant improvements in other trusts.
We are using our regular Senior Staff events with our c120 senior leaders to explore each of these themes
in more detail and agree on the leadership action we each need to take.

PART 2: 2021 Staff Survey results
Overview
A summary of the initial Staff Survey results, covering the results for each question, was shared with the Exec
and the People Committee in January 2022. Quality Health (our survey administrators) delivered a results
overview presentation on the 9 February to senior managers and then again on the 16 March at the People
Committee.
Further breakdown reports by Directorate and discipline were published on the 30 March 2022. Local
Directorate reports have been shared with our HR Business Partners who will work with their Directorates
Management Teams to develop local action plans. A trustwide letter and communications were shared with
all staff on 30 March to thank them for sharing their views and identifying additional support mechanisms
and details about ongoing work to support the findings.
This paper provides a high-level summary of the final 2021 National Staff Survey results (conducted between
October and November 2021), which includes a more detailed breakdown and analysis of the results by
directorate, discipline and staff demographics. This additional information will be used to support the
development of more detailed local plans.
The survey tells a clear story and demonstrates that further work and key actions need to take place, most
of which align with the plans we have already developed as part of our People Strategy.
Key considerations
5
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Our survey was provided in a mixed mode using an online survey and paper-based questionnaires for some
of our Prison Services.
Oxleas’ staff survey is carried out by Quality Health on behalf of the Trust. It is important to note that results,
as presented by Quality Health, can change slightly when compared to other survey providers, before they
are published by NHS England on 30 March 2022. Comparators listed by Quality Health will only include the
results for those Trusts they are working with, rather than the full range.
Completion Rates
Our final validated response rate for 2021 was 52% (1983), an increase of 9% from 2020’s response rate. This
was the highest response rate Oxleas have seen in 4 years. Our 2021 response rate was also above the
average of 47% achieved by Trusts in our benchmarking comparator pool. Oxleas have been benchmarked
against comparator Trusts that include Combined Mental Health & Learning Disability Trusts, Mental Health
Trusts, Learning Disability Trusts and Community Trusts.
70% of staff who completed the survey reported that they were predominantly patient facing, 12% were
occasionally patient facing and 18% recorded that they had no contact with patients. A completion rate
breakdown by Directorate and occupational group is provided below.
Directorate

Response Rate

Corporate

81%

Adult Learning Disabilities

64%

Children & Young People

59%

Adult Community Mental Health Services

53%

Adult Community Physical Health Services

51%

Adult Acute & Crisis Mental Health

42%

Forensics

42%

Prisons

31%

Grand Total

52%

Occupational group
Allied Health Professionals / Healthcare Scientists / Scientific and Technical
Registered Nurses
Admin, Clerical, Corporate Services
Nursing or Healthcare Assistants
Medical
Social care

2020
32%
26%
29%
7%
5%
2%

2021
31%
28%
28%
6%
4%
2%

The past two years have been particularly challenging for the NHS and colleagues are still recovering from
this period. The increase in response rate in 2021 is therefore promising, however, some of the responses
will understandably reflect the difficult time that our teams have been through.
The overall increase in completion rates has been achieved through a combination of organisational and
local initiatives. This included managers at local levels encouraging and giving staff protected time to
6
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complete their surveys, focused Comms campaigns on the importance of completing the survey as part of
embedding our “We Listen” value and weekly prize draw incentive campaigns.
High-level results
The high-level results provide an overview of how staff answered approximately 99 questions grouped into
seven categories. From 2021, reporting is based around the seven People Promises, plus two historical
‘themes’ of Staff Engagement and Morale.
Two new question categories, highlighted in yellow, were added. New questions (mainly under Your
Manager and Your health, wellbeing, and safety at work) were also added to existing categories. 33 of the
99 questions asked were new and therefore have no comparison from the 2020 results.
1. Your job
2. Your team
3. People
in
organisation
4. Your manager

5. Your health, wellbeing, and safety at
work
6. Your personal development
your 7. Your organisation

Individuals were asked to respond on a five-point sliding scale with their answers being grouped into positive,
neutral and negative percentage scores.
75% of questions asked showed no significant movement since 2020 and a 2% increase of positive
percentage scores (this is where staff have answered questions favourably by selected positive scale options
e.g. strongly agree, agree). We have however seen 24% of results go down from 2020. This is a similar
experience to other trusts.
Results shown by the People Promise and Theme results
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Four out of six of the People Promise elements mirrored results from comparator organisations. Results
relating to ‘We are always learning’ were higher than the comparator average at 5.9, however, it is
recognised that this still requires improvement. The categories ‘we are recognised and rewarded’ and ‘we
work flexibly’ were 0.1 lower than the average score of comparative Trusts.

Morale & Staff Engagement
There were only two themes, Morale & Staff Engagement, in last year’s survey where it was possible to show
the trends over the last 5 years;

Morale – Whilst there was a statistically significant drop in the Oxleas score compared to the previous year,
the organisation’s average score was comparable with other Trusts in 2021. Given the pressures that staff
have been under, operating under difficult conditions linked to the COVID pandemic, an impact on morale
is to be expected, but none the less is concerning and needs some focus.
8
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Staff Engagement – There was no statistically significant change in responses relating to staff engagement,
however, this remains above the average scores of comparative Trusts. We will continue to focus on staff
health and wellbeing which is an integral part of the Trust’s priority to develop Oxleas further as a Great
Place to Work.
Directorate Breakdown
The table below provides a breakdown of results by Directorate. Where the score is higher than the Trust
average, these have been highlighted in green. Where the scores are the same as Trust average, these are
highlighted in amber. The remaining scores are all below the Trust average score for that particular category.

Trust
Average

Acute &
Crisis

Adult
Communit
y Mental
Health

7.5

7.1

7.3

7.6

8.1

7.7

7.5

7.7

7.1

6.2

5.8

6.1

6.1

7.2

6.3

6.4

6.4

5.5

7.0

6.7

6.7

7.1

7.6

7.2

7.0

7.2

6.9

6.2

5.9

5.9

6.1

6.8

5.9

6.7

6.5

6.0

5.9

5.9

5.5

6.0

6.4

6.0

5.5

6.5

6.1

6.6

6.2

6.6

6.3

7.2

6.5

7.4

6.9

6.2

We are a Team

7.1

6.9

5.9

7.1

7.8

7.1

7.1

7.4

6.6

Staff Engagement

7.2

7.0

6.9

7.3

7.7

7.1

7.1

7.6

7.1

Morale

6.0

5.9

5.8

6.1

6.8

5.7

6.3

6.4

5.8

We are
Compassionate &
Inclusive
We are Recognised &
Rewarded
We Each Have a Voice
that Counts
We are Safe &
Healthy
We are Always
Learning
We Work Flexibly

Adult
Communit
y Physical
Health

Adult
Learning
Disabilitie
s

Children &
Young
People

Corporate

Forensics

Prisons

Both ALD and Forensics scored higher than the Trust’s average in all categories. Impressively, ALD scored
8.1 in the ‘We are Compassionate & Inclusive’ category (all directorates scored above 7.0). Adult Community
Physical Health, Children & Young People and Corporate scored higher than the Trust average in 4 or more
categories. Whilst the results for other Directorates were generally lower, in a number of these categories
the difference was marginal. Consideration should also be given to the fact that the staff in these
Directorates are working in some of our most challenging patient areas. It is therefore crucial that targeted
support is put in place.
Results by Staff Group

We are Compassionate &
Inclusive
We are Recognised & Rewarded

Trust
Average

Add Prof
Scientific
&
Technical

AHPs

Medical

7.5

7.6

7.7

6.2

6.6

6.4

9

Nursing

Additional
Clinical
Services

Admin &
Clerical

7.4

7.4

7.2

7.5

6.5

6.0

5.8

6.3
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We Each Have a Voice that
Counts

7.0

7.0

7.1

6.9

7.1

6.7

7.1

We are Safe & Healthy

6.2

6.0

5.7

6.1

5.9

6.3

6.6

We are Always Learning

5.9

5.9

6.2

6.2

6.3

5.7

5.6

We Work Flexibly

6.6

6.8

6.6

6.3

6.4

6.3

7.1

We are a Team

7.1

7.2

7.2

7.1

7.1

6.8

7.1

Staff Engagement

7.2

7.1

7.2

7.2

7.4

7.0

7.1

Morale

6.0

5.8

5.6

5.9

5.9

6.1

6.3

The scores for Additional Clinical Services (which includes a high number of Healthcare Assistants) scored
lower than average scores in most categories with the exception of two areas; ‘We are Safe & Healthy’ and
‘Morale’. Whilst the results for this group of staff showed a higher than average score for the questions
relating to ‘Morale’ and ‘We are safe and healthy’, the Trust’s average scores in these areas are not
particularly high therefore this requires continued focus across the Trust. To provide further context, this
staff group equated to 6% of the total staff who took part in the survey.
We are safe and healthy
This element had a number of questions relating to negative experiences at work including burnout,
attendance at work when staff members are unwell, violence from patients / service users / relatives /
members of the public, and harassment and bullying in the workplace. In all 3 aspects of the questions
relating to harassment and bullying, we scored negatively compared to comparator Trusts (known to Quality
Health).

Oxl ea s
2017
Q14a In the last 12 months how many times
have you personally experienced
harassment, bullying or abuse at work from
patients / service users, their relatives or
other members of the public?
14b In the last 12 months how many times
have you personally experienced
harassment, bullying or abuse at work from
managers?
Q14c
In the last 12 months how many
times have you personally experienced
harassment, bullying or abuse
at work from other colleagues?

Oxl ea s Oxl ea s Oxl ea s Oxl ea s
2018
2019
2020
2021

Trend

Negative
Positive
change from
previous
year

Comparato
Oxleas to
r Trusts
comparator
Average
Average
Score

33.90% 30.80% 29.80% 29.40%

30.30%

↓

27.20% ↓

10.70% 11.90% 12.60% 11.30%

11.00%

↓

8.90% ↓

15.20% 19.20% 18.60% 17.70%

19.00%

↓

14.60% ↓

The table below provides a breakdown of results relating to staff experiencing harassment, bullying or abuse
from patients/service users, relatives or the public in the last 12 months. This information has been divided
into responses by ethnicity and disability. There is a significantly higher proportion of staff from Black, Asian
and Minority Ethnic groups reporting harassment and bullying than white colleagues, as well as higher
numbers of staff with a long-term health condition or illness. The Violence and Abuse group has a detailed
programme of work to address these issues.
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The table below shows the percentage of staff reporting that they have experienced harassment, bullying or
abuse from staff in the last 12 months. Again, this information has been split into response rates by ethnicity
and disability. Both scores were higher (negative) compared to other Trusts in the comparator pool.
11
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Recommendations and Actions
Our areas of focus for the coming months will be Tackling Discrimination, Wellbeing, Bullying and Speaking
Up. From our results, Quality Health have recommended that we have a particular focus on  The groups that have reported higher levels of discrimination and seek to take targeted action
12
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Over the last year, a considerable amount of work has taken place to improve the experience of different
groups within Oxleas. We are committed to continuing to build on this work and expand the programme and
our BAFO workstream now includes other protected groups within Oxleas (in addition to Black, Asian and
Minority Ethnic colleagues) – with a particular focus on age, carers, disability, mental health, sexual
orientation and women.
Building a Fairer Oxleas is at the heart of how we make sure that Oxleas is a great place to work, where our
staff feel valued, respected and deliver outstanding care. This workstream has continued to grow and
strengthen, with the core working group including a large group of staff volunteers, Executive and NonExecutive representatives, Service Directors and other senior colleagues.
The initial focus was on the fairness of processes (recruitment and career progression) and improving cultural
understanding and competency. In the second year of this programme, a huge amount of work has already
taken place to tackle stigma and improve awareness.
The Steering Group and Assurance Group have discussed and agreed a proposed ‘I believe in Building a
Fairer Oxleas’ Charter, which sets out four key principles of being a BAFO supporter;
•
•
•
•

I stand up for fairness: I take a stand against discrimination and unfairness, and I act to make things
better,
I acknowledge the problem: I don’t dispute the impact of prejudice and inequality on people’s lives,
I listen and learn: I take the time to learn about different cultures and the experiences of different groups,
I welcome challenge: I will engage positively when people raise issues about unfairness in Oxleas and
take appropriate action.

Our Head of Equality and Human Rights is promoting the charter by attending team meetings and additional
communications are being developed tobe promote the charter across Oxleas. We will also be bringing
proposals to the BAFO Assurance Group about improving leadership visibility for BAFO and introducing the
concept of ‘BAFO-accredited teams’.
 Training for managers to help empower them to better support their direct reports
We are passionate about developing our workforce and have made significant progress with our plan to
better support and tailor learning needs at different levels of management • An early leader’s programme: This programme launched in January, focusing on supporting those in
first time/early leadership roles to develop essential management skills and transition from being
effective individual contributors to managing and leading their teams effectively.
• A middle leaders programme: Two new programmes were launched in March, focusing on
compassionate leadership and team effectiveness. These have been designed to complement and
enhance the learning from the popular speaker events, delivered by Professor Michael West.
• A senior leaders programme: This will be our next focus, looking at areas such as strategic leadership,
systems leadership and integrating strategy with cultures.
 Ensure staff are recognised and rewarded for good performance
This directly relates to staff engagement. We know that the most successful organisations are those where
staff feel engaged, empowered and valued. Kings Fund research shows that engaged staff are happier in
13
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their jobs and this leads to better patient outcomes. Our staff are at the heart of everything we do, so
listening to their ideas and suggestions in this area will be key. Our Staff Assemblies provide opportunities
for Directorates to focus on initiatives that will make the biggest differences to local staff.
 Seek to understand why some staff do not feel safe to speak up about anything that concerns them
We are continuing to promote a culture of openness and transparency whereby staff are actively encouraged
to speak out when they have a concern. The Guardian Service are visiting sites, promoting their service and
familiarising themselves with the teams and working environments. We will continue to promote the options
available to staff to raise their concerns and will also seek to share success stories when matters have been
successfully resolved using these mechanisms.
 Prioritise the issue of Stress at Work
There needs to be a particular focus on staff who report coming to work when they are not well enough to
fulfil their duties. Although their commitment is admirable, our focus must be on their own wellbeing. We
will continue to promote and embed our health and wellbeing initiatives. We have appointed a Wellbeing
Guardian who will be looking at the organisation’s activities from a health and wellbeing perspective. Our
Health and Wellbeing Champions were launched in February (28 volunteers) and we are currently
developing a health and wellbeing hub on the Ox, which includes a number of resources and toolkits.
We are developing a refreshed toolkit for managers to hold regular Wellbeing Conversations with staff. These
will be regular, supportive, one-to-one conversations focused on looking after their wellbeing. These were
particularly important during the pandemic when individual risk assessments were carried out and allowed
us the opportunity to tailor our support offer for each individual member of staff. We are developing a
Wellness Action Plan, which incorporates all elements of wellbeing (mental, emotional, financial, physical
and social).
We recognise that people experiencing mental ill health continue to report stigma and discrimination at
work. Having signed the ‘Charter for Employers Positive about Mental Health’, we are committed to creating
a supportive and open culture, where colleagues feel able to talk about mental health confidently and can
access the appropriate support. A key part of this will be supporting the new Mental Health Staff Network
and supporting all staff to feel comfortable to talking about their own mental health and tackling stigma.
We want to bring all our work on Wellbeing under a single banner: ‘Your Wellbeing Matters’. This will be
promoted through a range of channels, including staff vouchers and gift boxes. We will also be developing
proposals to improve staff rest areas and introduce ‘Wellbeing corners’ to support staff to decompress and
access the support available.
 Take action to reduce harassment, bullying and abuse (from patients, carers, members of the public
and colleagues)
There is sometimes a perception that facing aggression and abuse is a part of the day job in a mental health
and community trust. We want to make it clear that no-one should have to come to work to be the target
of this kind of behaviour, from service users, carers, members of the public, or other colleagues.
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We have a package of interventions in place to reduce the incidence of violence, aggression and abuse
against our staff – the 4 ‘P’s of People, Prevention, Prediction and Prosecution and Restorative Justice.
There is a clear focus on prevention, using our values to develop a clear compact with patients and setting
expected standards of behaviour. Design approached are being explored to promote therapeutic and
peaceful environments. An awareness of local risk factors and mitigations helps in the prediction of potential
incidents and our training and development makes it clear to staff how best to predict and de-escalate
violence. A compassionate approach towards our service users will help to reduce potential triggers and
visible leadership focussing on pastoral care will enable this.
Quality Improvement initiatives have succeeded in delivering 40% reductions in violence and aggression in
some of our most challenging settings. We are committed to spreading the learning from these
interventions to benefit others – ‘Keep Me Safe’.
Where there are incidents of this nature, the trust will take definitive action to tackle the issue, with the
support of the police and prosecutors, where necessary. There are clear steps for staff in terms of the support
options available. Feedback is gathered and lessons learned for the future are shared. We will continue to
promote the ‘It’s Not OK’ initiative in our wards and our teams and will continue to track our progress
through the staff survey data. We are working closely with the police services to ensure that attacks against
our staff are approached with the same rigour as those against the police (Operation Cavell).
We are committed to tackling bullying or harassment from staff members and formal disciplinary action is
taken where this is demonstrated. Our new values were launched last year, and we will continue with our
programmes to embed these into everything we do. Our training programmes are designed to give staff the
confidence to tackle issues as they arise and take action at an early stage. We are exploring working with ‘A
Kind Life’ who have delivered significant improvements in relation to tackling bullying and harassment.
 Celebrate positive scores
In particular, our scores concerning appraisals are excellent. We are at or above the national average for all
of our staff engagement scores and we will continue to celebrate the achievements of our teams and staff
members, after what has been an incredibly challenging two years.
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Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

To update the Board on the progress of the sixth building block in our
strategy and the plans for future action.

What risks/issues in the The report highlights elements of our recent Staff Survey results that
report need to be
show (a) the increased incidence of discrimination and abuse against our
noted or acted upon?
staff from patients, and (b) the reduced reporting levels. The actions
being taken to address these elements are set out in this report.
Oxleas has established a new sub-Committee of the People Committee –
the Violence and Abuse sub-Committee.
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

Updates have regularly been provided at the Executive and at People
Committee.

Link to trust strategy

Big Priority 3: Making Oxleas a Great Place to Work
Building Block 6: Reducing violence, aggression and abuse against staff
Risk 1471 – Staff experiencing discrimination at work

Link to Board
Assurance Framework

No.
V&A refers to Violence and Abuse. We refer to Violence and Abuse rather
than Violence and Aggression to underline that, for example, racist and
homophobic abuse is covered by our policies.
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Please summarise
implications for:
Quality

Service users/
carers/staff

If we do not tackle violence and abuse against staff, we will lose talented
staff and will struggle to recruit new staff. This will affect quality of care.
If we lose staff because of violence and abuse, we will need to increase
usage of bank and agency.
Violence and abuse affects all staff, but there is a particular impact on
BAME staff, LGBTQ+ and disabled staff.
Violence and abuse against staff directly impacts staff morale and
experience.

Executive Summary

EXECUTIVE SUMMARY

Finances
Equality analysis

Key Highlights, Issues and Exceptions
The report highlights elements of our recent Staff Survey results that
show (a) the increased incidence of discrimination and abuse against
our staff from patients, and (b) the reduced reporting levels. The
actions being taken to address these elements are set out in this
report.
Oxleas has established a new sub-Committee of the People Committee
– the Violence and Abuse sub-Committee. This is implementing our
new approach – the ‘4Ps’ focused on People, Prediction, Prevention,
Prosecution and restorative justice.
Action required
The Board is invited to note the developments to deliver on this
building block in the strategy.
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Building Block 6: Reducing Violence, Aggression and Abuse against our staff
Introduction
There is sometimes a perception that facing violence, aggression and abuse is a part of the
day job in a mental health and community trust. We are clear that no-one should come to
work to be the target of this kind of behaviour. Oxleas does not tolerate violence or abuse
against its staff, and it takes a strong stand against any racist, homophobic or other
discriminatory actions.
As part of our new strategy, we have increased our focus on reducing violence, aggression
and abuse, building on numerous successful initiatives already in place. This work straddles
a number of Corporate Directorates, as well as all Service Directorates. It is jointly led by the
Director of Strategy and People, the Director of Nursing, and the Chief Operating Officer.
Approach
In discussion with our Directorate leads, we have developed an approach we refer to as the
‘4Ps’ – People, Prediction, Prevention, Prosecution and restorative justice.
People
• Visible leadership to focus on pastoral care, maintaining active and compassionate
dialogue with staff and patients
• Structured reflective practice for staff
• Local surveys of staff to reflect on the support they have received & follow-up action
• Updated flowcharts setting out exactly the support that is available for staff
• Ensuring patients feel heard and are always treated kindly and with respect
Prediction
• Spread “Keep me safe” learning: pre-admission conferences, safety huddles, Broset,
Service User crisis plans
• Being aware locally of risk factors & mitigations: medication issues, loud music, risk
hotspots etc. & recording them in high-quality local risk assessments
Prevention
• Directorate focus on V&A – establishing Directorate leads responsible for creating a
supportive culture, identifying issues, considering local data, agreeing plans and feed
into the central meeting
• Using our values to develop a clear compact with patients – practical ways of
demonstrating our values and how they, in turn, will be expected to behave
• Explore design approaches to promote therapeutic and peaceful environments
Prosecution and Restorative Justice
• Continuing to engage closely with the police through Operation Cavell
• Clarifying the different types of follow up available – police to join a discussion, written
letter, refusing treatment (subject to risk assessment), prosecution
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•
•

Success stories – highlighting the positive outcomes that are possible from follow-up
Ensuring managers create the time for staff to actively engage in follow-up activity

Quality Improvement work
There have been significant improvements to reducing Violence and Abuse achieved through
some excellent Quality Improvement work. The ‘Keep Me Safe’ toolkit is at Attachment 1 and
highlights the learning that we are now spreading through the organisation.
Improving focus at Directorate level
We have established V&A leads for each Directorate. These are an energetic group that are
driving real improvements at local level and that report into the V&A sub-committee. We
meet every six weeks to share learning and improvements.
They are responsible for:
a. Supporting a local culture where staff feel supported and listened to about issues
relating to V&A
b. Overseeing compliance with the support flowchart across the directorate and
receiving feedback from staff about scope for improvement
c. Encouraging staff locally to report incidents of violence and abuse - both on
Datix and to the police, where appropriate
d. Monitoring trends, concerns and identify themes, including testing local solutions as
appropriate
e. Disseminating best practice from the 'Keep Me Safe' and other QI work
Improved organisational structures
We have established the Violence and Abuse group as a sub-committee of People Committee.
It is chaired by the Director of Strategy and People, together with the Director of Nursing and
the Chief Operating Officer.
We meet every 6 weeks with the Directorate leads, the Nursing team, the H&S team and
regularly with the police to discuss progress on Operation Cavell.
We have refreshed the support package for staff after an event – these have been shared
with all staff. Local Directorate leads are responsible for ensuring that these structures
operate effectively locally and for gathering feedback from staff.
Staff Survey results
The recent staff survey has questions that relate to violence and abuse. The question “The
last time you experienced physical violence at work, did you or a colleague report it?”
dropped 6% to 83%, below our comparator trusts. The question about reporting harassment,
bullying or abuse at work was in line with previous years and comparator trusts.
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We will be working with our Directorate leads to understand more about why people are not
reporting violence as much as previously and identify the action that is needed.
The staff survey asks about how many times people have experienced physical violence from
patients or carers – this is at 14%, a slight increase on the previous year and in line with
comparator trusts.
The survey also asks about how many times people have personally experienced harassment,
bullying or abuse at work from patients, carers or members of the public. This is at 31%. This
is 4% worse than our comparator trusts.
Next steps
We will continue to drive the ambitious package of work in this space, working closely with
the police and our Directorate leads. We are also planning two new additions:
First, the Director of Therapies, the Chief Operating Officer and our interim Head of
Organisational development will be working with patients to develop a co-produced Patient
and Staff Compact that sets out what patients can expect from staff, and what staff can
expect from patients, in terms of day-to-day civility and behaviours. These will build on the
clear principles in our values around kindness, caring and listening.
Second, we will be working with the Directorate Leads and the sub-Committee to agree the
metrics for progress with this building block. The Staff Survey provides important metrics
relating to incidence of violence and abuse and reporting levels. We want these to be
supplemented by local measures.
Finally, we are designing a Tackling Violence and Abuse conference for staff in July to
highlight all the work going on in this area and to share learning and support. The Director of
Nursing is playing a leading role in designing the day. There will be a big focus on the
importance of reporting and the difference that this can make, as well as spreading learning
and good practice.
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Lynda Longhurst, Head of Patient Experience and Patient Safety
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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.
Learning from LeDeR was identified relating to the cause of death:
the difference in reported cause and that on the death certificate
and the inclusion of Learning Difficulties as a cause of death. The
Learning Disability Team will be following up locally the care of the
percutaneous endoscopic gastrostomy (PEG) /Jejunostomy within
the supported living placement to work with the service around
competencies and any identified training and/or support needs.
Following a long and complex inquest, the teams involved have
reflected and identified some helpful areas for learning and
improvement. Actions have been established to address each of
the areas identified and will be overseen by the mortality
surveillance committee.

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

LeDeR – Learning from Deaths of someone with a learning disability or an
autistic person
SJR – Structured Judgement Review
NCISH – National Confidential Inquiry Suicide and Safety in Mental Health
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Link to Board
Assurance Framework

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

Executive Summary

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
waiting times in community mental health teams, 1921 responding to
service delivery concerns.

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 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 3 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 3:
• 282 deaths were reported and reviewed.
• Further deaths that were identified on the NHS National Spine but
not closed on RiO are followed up and all reviewed.
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•

Of the 9 deaths in Q3 under investigation, 3 investigations were
completed under the Serious Incident Framework and subject to a
Structured Judgement Review and overall Quality of Care
Judgement. The remaining investigations were not due for
completion at the time of this report. The Structured Judgement
Review considered that 2 were ‘Possibly avoidable but not very
likely (less than 50:50)’ with care considered adequate in one case
and poor in the other. The remaining case was ‘Definitely not
avoidable’ with the care considered as good.

The report contains summaries of the learning from two LeDeR reviews:
• There was good practice reported for use of the Mental Capacity
Act including Best Interest decisions and of the use of the Do Not
Attempt Cardiopulmonary Resuscitation (DNACPR) process which
was appropriate. There was good practice reported relating to
coordinated care and multi-agency working with all stakeholders
including the Community Learning Disability Team, Heart Failure
team and Acute services.
Learning was identified relating to the cause of death: the
difference in reported cause and that on the death certificate and
the inclusion of Learning difficulties as a cause of death. The
Learning Disability Team will be following up locally the care of the
percutaneous endoscopic gastrostomy (PEG) /Jejunostomy within
the supported living placement to work with the service around
competencies and any identified training and/or support needs. It
was recommended that the care home staff would benefit from
training on DNACPR/end of life care.
•

Following a long and complex inquest, the teams involved have
reflected and identified some helpful areas for learning and
improvement. Actions have been established to address each of
the areas identified and will be overseen by the mortality
surveillance committee.

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.
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Quarterly Mortality Surveillance Report – Quarter 3 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 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
282
Quarter 4
306
350
These have all been subject to a case review by a clinical reviewer.
1
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Deaths Expected / Unexpected Natural/ Unnatural by Directorate (at point of presentation to the
Mortality Surveillance Committee):

Q3 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 3, there were 309 deaths identified on the NHS national spine and RiO with no death date
recorded, 134 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 Q3 there were 9 deaths that were subject to a Structured Judgement Review (SJR).
At the time of writing the report 3 SJR’s had been completed (2 prison incidents not due until the end
of March, 2 community mental health investigation not due to be completed until end of February and
early March, 2 Acute and Crisis incidents not due to be completed until mid-February and mid-March)
2
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Q3 - Summary
Structure Judgement Review

Numbers for Q3

Score 1 Definitely avoidable
Score 2 Strong evidence of avoidability
Score 3 Probably avoidable (more than 50:50)
Score 4 Possibly avoidable but not very likely
(less than 50:50)

2

Score 5 Slight evidence of avoidability
Score 6 Definitely not avoidable

1

Overall care score

Numbers for Q3

Score 1 Excellent
Score 2 Good

1

Score 3 Adequate

1

Score 4 Poor

1

Score 5 Very poor

3. Learning identified from deaths
In quarter 3 the following learning was identified through the mortality surveillance reviews.
3.1 New service lines
The borough directorates moved into service lines on 1 October 2021 to Mental health inpatient and
crisis, community mental health and physical community health. There have been some technical
challenges reallocating the notifications of deaths on Datix to the new service lines and allowing
reviewers access to previous borough actions. This was highlighted at the October mortality committee
for support. A retrospective review has checked that no mortality reviews were missed during October
and the dashboards will be updated with the correct October data as soon as possible.
3.2 Learning from LeDer
The learning from deaths of people with a learning disability (LeDeR) programme was set up as a
service improvement programme to look at why people are dying and what we can do to change
services locally and nationally to improve the health of people with a learning disability and reduce
health inequalities. All deaths of adults (over 18 years) with a confirmed Autistic Spectrum Disorder
diagnosis should now be reported to NHSE for full LeDeR review; work is starting to share this
information across Trust Directorates to embed reporting in mortality processes. Training is available
3
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about the new diagnostic inclusion. All LeDeR reviews are now allocated to external reviewers. Amy
Radford has joined our Adult Learning Disability Teams as Mortality Lead Nurse.
LeDer learning shared in quarter 3:
Case 1
External review completed in November 2021 for a May 2021 death in the Princess Royal University
Hospital (PRUH) of a 73-year-old Bromley gentleman with diagnoses of mild Learning Disability,
dysphagia for which he was non-orally fed via a jejunostomy, neutropenia. He had a long-term
indwelling catheter (since 2018) and enlarged prostate. He also had a history of recurrent Urinary Tract
Infections and had been treated for prostate cancer in 2011 and had previously been admitted to
hospital twice with sepsis.
His cause of death is recorded as:
I Hospital acquired pneumonia
II Learning difficulties
The service-user lived in the same supported living accommodation for over 17 years. He was well
known to the Bromley Community Learning Disability Team (CLDT), Nursing, Physiotherapy, Psychology
and Speech and Language Therapy. His carers said that his final deterioration coincided with Covid
which shut down the activities he lived for. No longer having his activities which he loved and being
unable to socialise played a part in his deterioration and he didn’t manage to fight as he always had
before.
He had had several hospital admissions during his last year and a percutaneous endoscopic
gastrostomy (PEG) was fitted in February closely followed by a jejunostomy in April 2020. It was
reported that he never regained his health and, despite huge effort and treatment including the tube
being re-sited, he continued to have multiple infections, poor healing of the site, leakage, and internal
adhesions. He had regular Annual Health checks and received most of his care via the PRUH with little
primary care involvement.
He was admitted to the PRUH in the autumn of 2020 and except for a couple of very short and
unsuccessful discharge attempts stayed there until he died. In May he had a cardiac arrest which
caused a Cerebral Vascular Accident and reportedly aspiration. The Cause of Death is recorded as
Hospital Acquired Pneumonia.
It was felt that a focussed review was not indicated in addition to the Safeguarding queries which have
been raised.
Positive practice identified
There was good practice reported for use of the Mental Capacity Act including Best Interest decisions
and of the use of the Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) process which was
appropriate.
Learning identified
1. The PRUH Safeguarding Adult Lead has raised 2 concerns relating to the cause of death: the
difference in reported cause and that on the death certificate and the inclusion of Learning
4
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Difficulties as a cause of death.
2. The CLDT will be following up locally the care of the PEG/Jejunostomy within the supported
living placement to work with the service around competencies and any identified training
and/or support needs.
Case 2
Oxleas review completed in November 2021 for an October 2019 death in Queen Elizabeth Hospital
(QEH) of an 81-year-old Greenwich gentleman, with diagnoses of mild Learning Disability, autism,
sarcoidosis, heart failure and type 2 diabetes. His cause of death was sepsis.
The service-user was well known to the Learning Disability services and received input from a variety of
agencies including the Heart Failure team, Cardiology, the Respiratory service, District nursing and the
Tissue Viability nursing team. He was also seen regularly by his GP. Despite the above multiple
diagnoses, he was an active man who had many hobbies and had what appears to be a very good
quality of life. His health deteriorated rapidly over the few months leading to his death and he died in
hospital with the home staff present.
Positive practice identified
There was good practice reported relating to coordinated care and multi-agency working with all
stakeholders, including the Community Learning Disability Team, Heart Failure team and Acute
services.
Learning identified
1. He had a DNACPR issued in an earlier hospital admission; this was left in place on discharge. A
lot of work was done to support the removal of this. A further decision was made near his end
of life to issue a further DNACPR on his last admission; this was felt to be appropriate, however,
the home challenged this several times. It was recommended that the home staff would benefit
from training on DNACPR/EOL.
3.3 Inquest reflections
Following a long and complex inquest, the teams involved have reflected and identified some helpful
areas for learning and improvement. Actions have been established to address each of the areas
identified and will be overseen by the mortality surveillance committee. The key reflections were:
1. Individuals feeling that they are carrying the burden of the inquest from point of patient death
to the inquest over several years.
2. Patients who die in forensic services are often resident for many years and well known to the
team but because of the nature of the death, review and inquest, individuals feel that they
cannot grieve them properly.
3. It is not possible to print all previous care plans on RiO to demonstrate evidence of regular care
plan reviews and consideration of changing clinical needs.
4. Teams often make difficult decisions with conflicting views from patients, families, other clinical
teams, and agencies. More consideration should be given to early escalation of these decisions
to the Court of Protection.
5. Evidence of care provided over a longer period is not available to support evidencing clinical
issue and decisions made. This has implications for recording the impact of actions taken, how
5
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this is recorded, how it may be perceived externally e.g., by a coroner and level of scrutiny that
may be directed at individuals often a long time after the period of care.
6. Trust wide policies do not always allow easy application in forensic settings and would benefit
from additional information about any local adjustments required considering the setting.
7. Sometimes clinicians do not use a policy or guideline often but need to be able to provide
assurance that they have the competences and knowledge to apply them. A 2-page summary of
the key messages in the policy or guidance could be produced when they are reviewed.
8. Policies and guidelines would benefit from a caveat on the front to state that the policy or
guidance is there to help but care may need to be adjusted using professional judgement. This
would address the problems we have where clinicians are challenged for not following the
policy or guideline to the letter.
9. The forensic services would benefit from more formalised links to specialist services in Adult
Community Health. The latter are keen to support and do so but there will be a limitation due
to their capacity.
10. The number of Patient Group Directions (PGDs) and Standard Operating Procedures (SOPs)
should be reviewed and reduced and standardised across services. Prescribers should be used
where possible. This is especially important in prisons and forensics as there is no constancy
between prisons on their PGDs and SOPs.

6
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Board of Directors
5 May 2022
Subject

Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

9
-

Annual report and accounts 2021/22 – delegation of approval
Quality Account 2021/22 – delegation of approval
NHS Improvement/England provider licence self-certification –
delegation of approval
Sally Bryden, Associate Director and Trust Secretary
Ify Okocha, Chief Executive
Public

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?

For the Board’s information

Glossary of
terms/acronyms used
in the report

NHS E/I - NHS England and NHS Improvement

Link to trust strategy

The reports will share information on our strategy and our progress in
implementing it.
The reports will share information on the risks on our Board Assurance
Framework and our mitigation plans.

Link to Board
Assurance Framework

Board is asked to note the reporting requirements and agree the approval
process for submission of the final documentation.
n/a
none

Please summarise
implications for:
Quality

The reports will contain information on the quality of our services.

Finances

This relates to our annual accounts.

Equality analysis
Service users/
carers/staff

The reports will contain information on how we are improving equity for
the people who use our services and our staff.
The reports will contain information on how we are improving equity
for the people who use our services and our staff.
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Executive Summary

EXECUTIVE SUMMARY
1. Annual Report and Accounts 2021/22
Due to the COVID-19 pandemic, a revised timetable for the submission
of the annual report and accounts has been developed by NHS
England/Improvement. This requires submission of the documents
electronically by 22 June 2022.
The external audit process of our accounts is underway and the annual
report drafting is in progress to meet the revised requirements of the
Annual Reporting Manual. Again this year, we are not required to
include a quality report or performance analysis section in the annual
report. The document will be reviewed by our external auditors and
circulated to all Board members for review. If delegation is agreed, the
final version will be approved at the Audit and Risk Assurance
Committee in June. Once submitted to NHS E/I, the annual report and
accounts will be laid out into the final document format for submission
to Parliament.
Board members are advised that the annual report, particularly the
remuneration report, will contain personally identifiable information
relating to board members in a similar format to previous years.
Individuals are in a position to object to publication under Article 21 of
the General Data Protection Regulation. Consideration will then need
to be given to this request in light of Freedom of Information Act
requirements.
2. Quality Report 2021/22
Whilst we are not required to include a full Quality Report within the
text of the wider Annual Report, we are required to produce a separate
Quality Report for 2021/22. This is being drafted and will be circulated
to board members for comment. It is proposed that approval is
delegated to our Performance and Quality Assurance Committee and
the Audit and Risk Assurance Committee.
3. Provider licence self-certification
In previous years, NHS foundation trusts have been required to selfcertify that they have complied with the conditions of the NHS Provider
licence, NHS Acts and NHS Constitution, have sufficient resources for
commissioner requested services and have complied with the FT code
of governance.
As in previous years, we will complete a template summarising this and
share with colleagues.
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We propose to undertake a similar sign-off process to previous years
and are therefore asking the Board to approve delegation of the final
submission to the Audit and Risk Assurance Committee.
Further information
Further information on the reporting requirements is available.
For approval
The Board is asked to agree to delegate approval of the annual report,
annual governance statement and annual accounts to the Audit and
Risk Assurance Committee. Board members are asked to note the
intention to publish personally identifiable information and inform the
Trust Secretary if they wish to raise an objection.
The Board is asked to agree to delegate approval of the quality report
to the Performance and Quality Assurance Committee and the Audit
and Risk Assurance Committee.
The Board is asked to agree to delegate approval of the Provider
Licence self-certification submission to the Audit and Risk Assurance
Committee.
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Enclosure

10
10

Performance and Quality Assurance Committee (PQAC) report (minutes from 16
March and 20 April 2022)
Yemisi Gibbons, Non-Executive Director (PQAC Chair)
Iain Dimond, Chief Operating Officer
Iain Dimond, Chief Operating Officer
N/A

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?

For the board to receive assurance on the work of the PQAC

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

All papers are reviewed by the Executive committee and/or the relevant
subgroups e.g. Patient safety etc, prior to discussion at PQAC

The following risk / issues require noting:
• Integrated Board report exception report – non achievement of 12 key
metrics
• HMP Wandsworth recovery and mobilisation plan
• Approval of Oxleas Quality Priorities and directorate quality goals for
2022/23
• Non achievement of patient safety priorities a and c
• Changes to the PQAC risks

ACD Acute and Crisis Directorate
ACS - Adult Community Services
AHP – Allied Health Professional
ALD – Adult Learning Disability
ACMH – Adult Community Mental Health
CAS- Central Alerting System
CEG – Clinical Effectiveness Group
CQC – Care Quality Commission
CTO – Community Treatment Order
CYP - Children and young people
FFT – Friends and Family Test
PICU – Psychiatric Intensive Care Unit
RTT – referral to treatment time
SLAM – South London and Maudsley NHS Foundation Trust
SNET - Support Network Engagement ToolIBR – Integrated Board Report
MHLOG- Mental health legislation oversight group
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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 The Performance and Quality Assurance Committee (PQAC) convened on the 16 March and 20
Summary April 2022. The approved minutes for the March’s committee and draft minutes for April’s
committee are available for information.

Key highlights
Integrated Board Report (IBR)
Both committees were presented and noted the IBR exception report. The new revised exception
report was welcomed by the April committee and is attached. The presentation of the material is
now structured around the reasons for why there is an exception, the actions being taken and
the anticipated timescale, allowing for easier tracking of the changes.
Target which has failed to
meet target (minimum) 4
out of the last 6 months:

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

10798 Friends /relatives
involved in care and
treatment
10338 Helped as a result
of the care and
treatment they have
received
11699 FFT, overall
patient experience %
good and % v good (ACS
& CYP)
11703 FFT, overall
patient experience %
good and % v good (MH
and CAMHS)

Driver of performance issue - The patient experience feedback scores
continue in trend, with a persistent difference between satisfaction in
physical health and mental health. These trends align with national figures.
Planned action - We have made more progress this month in working with
our partners at Imperial to develop software to analyse large data sets of
text so that we can better understand the comments we receive on a teamby-team basis.
Timescale to reverse performance issue - Require long term input.
Specific issues - We envisage the "learning" aspects of both patient
experience and complaints will increasingly be combined in directorate
settings as part of Oxleas strategy building block three of patient safety.
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11702 FFT, overall
patient experience %
poor and % v poor (MH
and CAMHS)
11403 Performance
against 30 working day
target for responding to
complaints
11404 Performance
against outstanding
actions identified from
complaints

11268 RTT – Allied
Health Professionals
(AHP’s)

10024 RTT –
Psychological Therapies
(PT)

Driver of performance issue - Although performance against outstanding
actions remains consistently below target (across all directorates), we have
seen an increase in performance against the 30 day target, and for March
performance was 88.9% against an 80% target.
Planned action - We are also progressing our work to redesign our
complaints system so that resolution and learning from complaints can
complement patient experience. The aim is of course, to translate user
feedback into action.
Timescale to reverse performance issue - Pilot for new model underway for
completion September 2022. Training rolled out in new model from this
point
Specific issues - A focus on human factors shows the key issue is staff
confidence, not complaints policy/procedure. Although lighter touch
assurance will help speed up the process, this also relies on staff
confidence. We probably will need to develop local learning leaders and
discussions started with service directors
Driver of performance issue - Consistent improvement in performance in
ACMH over past few months, achieving target (96% against 95% target) for
March. Consistent improvement in performance in APH for the last six
months. CYP performance remains below target. Significant increase in
demand against commissioned provision has extenuated the wait times.
This is compounded by vacancy rates leading to impact on RTT
performance. In addition, group work has had to be suspended due to covid
restrictions, significantly impacting the reach of the teams in delivering
treatment to some if our most challenged wait lists (e.g. early years Speech
and Language Therapy). OT recruitment is particularly challenging with RTT
consequently dropping to 73.3%
Planned action - Recruitment workstreams are in place to identify AHP
recruitment issues and mitigate with sustainable staffing solutions. The CYP
AHP lead is sitting on the workforce committee to drive this within the DMT.
OT, Physio and SLT pathways are currently being reviewed to address the
significant demand in service use while enabling us to also deliver on our
statutory requirements (EHCPs). We are reviewing a digital offer and the
utilisation of partner services to provide a viable and sustainable solution.
Timescale to reverse performance issue - March 2023
Specific issues - CCG funding is not consistent with the exponential growth
in demand. These ongoing pressures are reported by the CYP AHP teams as
having an impact on the recruitment and retention of staff.
Driver of performance issue - ACMH are consistently below the target. For
March is 80.8% with Bexley 75.6% Bromley 91.7% & Greenwich 76.3%.
ADAPT East & West for Greenwich and both ADAPT & ICMP in Bexley are
below target. There are staff shortages due to vacancies and maternity
leave. CYP consistently below performance target, but the RTT measure for
Psychological Therapies has been under discussion for several years as the
method does not correctly capture all those who have received or are
waiting for therapeutic interventions. Unlike Adult services, CAMHS therapy
is delivered by multiple professions including nurses, occupational
therapists, and social workers, however it is only when a psychological
therapist provides the therapy that a clock stop is recorded in the reporting.
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RTT also assumes 'therapy' commencing from 2nd appointment, which is
inaccurate as a CAMHS assessment is usually conducted over 2 sessions.
In addition, the list of therapists that can "stop the clock" has to be
manually updated and does not allow for the changes in the CAMHS
workforce to be represented (CWPs/ trainee posts etc).
Discussion at last CYP Performance Review pertaining to defining a metric
that works for CAMHS, such as exploring SNOMED codes, replacing the
current reporting metric.
Planned action - ACMH: Services are expanding group therapy to ease
waiting list pressures, plans to recruit CBT therapists, introduced mental
health skills workshops on a rolling programme so that new clients can
access psycho-education straightaway. Waiting lists are reviewed regularly.
CYP: CAMHS are undergoing redesign which will include changes to the
clinical modelling, therefore it would be helpful to review changes to the
measure when borough redesign takes place. To review options for new
reporting method and agree implementation plan which considers the
changes taking place in all boroughs in the coming year.
Timescale to reverse performance issue - ACMH: Currently recruitment is
being undertaken. CYP: End March 2023
Specific issues - CYP: Support is required in agreeing appropriate metric
and resources in informatics are required to re-write metric. NHSE/I are
reviewing the 4ww target which will also need to be factored into the future
planning.
10248 RTT – incomplete
pathways

10323 Section 132
(S132)

Driver of performance issue - CYP directorate Performance against this
target remains below target. Consultant led services in Greenwich are
holding ongoing vacancies. As of yet recruitment has been unsuccessful
creating waiting list delays due to capacity and increased demand.
Significant increase
in demand against commissioned provision has extenuated the wait times.
Planned action - The next recruitment campaign will be extended to create
more Speciality Doctor roles (as these have the most applicant uptake) to
offset the Consultant vacancies it has not been possible to appoint to.
Under review is the implementation of non-medical prescribers and HCAs to
create more consultant capacity for RTT delivery.
ADHD and ASD pathway inefficiencies are being explored and a combined
pathway delivery model is being constructed to address these in pathway
delays. Audit has noted delays in the referral process. Current mapping of
the referral pathway and a review of the documentation is underway to
ensure patients can be triaged as quickly as possible.
Timescale to reverse performance issue - March 2023
Driver of performance issue - Although the majority of patients needing
S132 are within adult and crisis, some are within Prisons and Forensics, and
in Adult Community MH (predominantly those on CTO). The breaches over
the past few months have been from all three services. For March the
performance is 97% against the 100% target. There are no ACD breaches.
Two of the three breaches are in ACMH, and one is forensics.
Planned action - ACD: Associate Director (AD), MHA Office, Business Office,
Matrons and Ward Managers have reviewed and agreed revised monitoring
and assurance process for s132. Monthly reporting by MHA Office, weekly
monitoring and alerts by Business Office with escalation to AD on potential
breaches, Matron's monitoring DSN Daily Reporting and DSNs making
checks every evening on completion by ward staff.
We are running with this process and monitoring outcomes, but early
indications are looking positive with the MHA Office reporting 100%

100

10322 Care Planning
Approach (CPA) 6-month
reviews

completion for March. This is ahead of the proposed date of April for 100%
completion rate.
MHA Office continues to work with the Business Informatics Team to
resolve issues with the iFox Team Dashboard for this metric so that
Managers have real time access to the completeness of the s132
information.
Timescale to reverse performance issue - April 2022
Driver of performance issue - ACMH: consistently just below target
performance for the last few months. For March performance is 92.5% with
Bexley 86.8% Bromley 91.2% & Greenwich 95%. For both Bexley & Bromley,
ICMP teams are showing the lowest compliance. This is due to significant
staff shortage and teams are unable to reallocate clients from CCOs who
have left and capacity is at a maximum with remaining CCOs
CYP: Performance consistently below target, largely due to vacancies in the
service. The main area of concern is Bromley CAMHS where the Adolescent
Team had a significant number of leavers in the first couple of months of
this year.
Planned action - ACMH: The team have tried to mitigate by daily zoning
meetings and robust duty system. However, CCOs, particularly Nurses are
having to assist duty at least once a week and cover clinics. Recruitment is
currently being undertaken. CYP: Recruitment is underway to support
pressure in the teams. Teams have attended clinical recording training and
clinical recording standards are addressed in induction. CAMHS
improvement group work and redesign continuation contribute to longer
term sustainability of clinical data compliance.
Timescale to reverse performance issue - ACMH: Current recruitment is
being undertaken for Nurses and Social Workers which will help address the
issue once new staff commence. CYP: July 2022 depending on recruitment
progress

Since the last Board update, improvements have been seen in the 11190 Data Quality Maturity
Index DQMI – MHSDS completeness. There are no new exceptions.
Health Based Place of Safety (HBPoS) (Section 136 Suite)
February and March saw the highest number of breaches since August 2021.The main
reason for the breaches is bed availability which fluctuates without an apparent trend. An
additional paper on the Trust’s approach to bed demand/ capacity was prepared and
presented to the Executive and Non-Executive in April. This paper will be coming to the
Board for a decision in May. The committee from May onwards will have data about the
duration of each breach.
IBR proposal update - In the April committee, an update on the proposed changes and timelines
to the IBR was noted by the committee. The committee have requested a more detailed review
by the executive team to be able to articulate the outcomes and benefits and revised timeline for
completion.
Trust response to COVID-19 Update – The committee noted in April that there were at the time
of meeting 23 staff, 27 inpatients and 26 prisoners who were covid-19 positive. Infection,
prevention, and control (IPC) national guidelines are due to change imminently; the committee
will be updated accordingly.
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HMP Wandsworth recovery plan and mobilisation
In March and April, the committee was presented with an update on the transfer of mental
health and clinical substance misuse services from SLaM on 1 April 2022. The most significant risk
identified is the shortage of staffing which the service is doing everything to rectify and ensure
every shift has safe staffing levels. The Directorate are maintaining daily briefings and weekly
reviews to ensure the service remains supported, including the Service Director, Chief Operating
Officer, Associate Director for Quality Assurance and Improvement and the temporary staffing
office. The CQC prison relationship manager is being updated on a monthly basis.

Kent Prison HMIP/CQC Inspection Mobilisation update (HMP ELmley and HMP
Swaleside)
In March, the committee noted the HMIP/CQC inspection update regarding HMP Swaleside
(report published) and immediate feedback from the recent HMIP/CQC inspection at HMP
Elmley. Both inspections identified concerns regarding the care provided by the previous provider
(predominantly medicine management and staffing) and provided assurance of the actions being
taken to ensure these will be improved following transfer of the services to Oxleas on 1 April.
The Kent Prisons healthcare services lead provider contract commenced on 1 April 2022.
Recruitment and staffing remain the most significant risk within the Sheppey cluster of prisons.
To mitigate this, senior leadership posts were filled prior to the start of the contract and a
recruitment drive initiated. This was noted by the committee in April.

Directorate feedback
The Adult Community Physical Health directorate presentation was noted by the committee in
March and the Childrens and Young Persons in February. The committee acknowledged the
challenges and plans for improvement presented. The key risk and challenge for both
directorates are predominately staff vacancies and waiting times.

Trust quality priorities selection 2022/23
In April, the committee was presented with a revised methodology for the selection of
directorate quality goals and the overarching quality priorities for the trust, in alignment with the
quality management framework. The quality planning process included a critical appraisal of
quality control, assurance, and clinical risks. The overall decision has been taken with the
directorates in selecting their service specific quality goals for improvement. Further details will
be presented in the annual Quality Account.
The committee approved the following overarching trust quality priorities
• Patient experience - Improving the experience of care by increasing family and carer
involvement and experience
• Clinical Effectiveness – Improving the outcome of care through effective care planning
• Patient Safety – Preventing harm through the identification and effective management of the
deteriorating patient
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Patient safety
The following reports were noted by the committee
• Patient safety priorities
a) Priority i - Reduction in restrictive practice - In February and March the 10% reduction
target continues not to be met with 64 and 58 counts of restraint being recorded
respectively. However, the number of prone restraints remains below the target, with 1
in February and 2 in March.
b) Priority ii – Physical health monitoring after rapid tranquilisation (RT) - There was a
decrease from 51 in January to 29 in February and a further decrease in March to 17.
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
continues to fluctuate below the target, with on average a 68% compliance over the last
11 months.
• Serious Incidents - There were 12 incidents declared as Serious Incidents in February (9) and
March (3). The committee note the key learning from these incidents
• Duty of Candour – Noted at both the March and April Committee
• CAS Alert – Q3 report presented at the March committee – full compliance was noted.
• Mortality report – Q3 Mortality Surveillance report was noted at the March committee. It
highlights the learning that has been generated from the Forensics directorates recent
inquest.

Clinical effectiveness
The following reports were noted by the committee
• Care Planning – The March committee noted that there have been improvements in some
directorates however, a decline in CYP performance due to staffing issues. The committee
agreed to the step down of the care plan action group as the main trust wide actions have
been completed and the directorates take individual responsibility; reporting to the Trust
CEG.
• Physical Health Monitoring – The April committee noted the physical health monitoring
update report. Oxleas Mental Health inpatient units continues to perform well when
benchmarked with other trusts for physical health checks for patients with serious mental
illness.

Patient experience
Patient experience report – This was noted at the March committee. January to February data
continues to show a consistent picture with positive and negative feedback between mental
health services and physical services.
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PQAC risk register
There are 16 risks across the PQAC subgroup
• Two risks (1763) Serious incident enquires completed in a timely manner and (1799)
Medicines management training have been tolerated since the last report to Board.
• Application of the Mental Health Act (1237) risk was discussed by the committee and
agreed to reviewed by MHLOG prior to agree closure.
• The (2004) Wandsworth risk was discussed in detail and agreed to be reframed to reflect
the current situation now that the services have transferred from SLaM, but to remain High.
Action required
The Board are requested to note the report
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Performance & Quality Assurance Committee

Item: 5
Enclosure: 4

Date: April 2022
Report Title

Integrated Board Report
Vijay Chudasama, PMO Manager
Simon Henley Castelden, Programme Director
Iain Dimond, Chief Operating Officer

Author
Accountable Director
Confidentiality/
FOI status
Destination of report
Report Summary

Not confidential
Executive Team Meeting

Please see the attached Performance Report for March 2022.
Performance is measured by looking at Variation in performance over the last 6 months
to identify any special cause of concern and then Assurance to see if we are
consistently passing or failing to reach the target. This will help us identify which
metrics we need to focus on for improvement.
At Trust level there are currently 12 metrics which have failed to meet target
(minimum) 4 out of the last 6 months.
●
●
●
●
●
●
●
●
●
●
●
●

10798 Friends involved in care and treatment
11703 FFT, overall patient experience % good and % v good (MH and CAMHS)
11702 FFT, overall patient experience % poor and % v poor (MH and CAMHS)
10338 Percentage of patients who responded that they felt better because of the
help that they received from the team
11699 FFT, overall patient experience % good and % v good (ACS & CYP)
11403 Performance against 30 working day target for responding to complaints
11404 Performance against outstanding actions identified from complaints
11268 RTT – AHPs
10024 RTT – PT
10248 RTT - Incomplete Pathways (Community Health Services)
10323 S132
10322 CPA 6-month reviews

Metric(s)

● 10798 Friends involved in care and treatment
● 11703 FFT, overall patient experience % good and % v good (MH
and CAMHS)
● 11702 FFT, overall patient experience % poor and % v poor (MH &
CAMHS)
● 10338 Percentage of patients who responded that they felt better
because of the help that they received from the team
● 11699 FFT, overall patient experience % good and % v good (ACS
& CYP)
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Driver of
performance
issue
Planned
action to
address
performance
issue
Timescale to
reverse
performance
issue
Specific
issues
requiring
attention

The patient experience feedback scores continue in trend, with a
persistent difference between satisfaction in physical health and
mental health. These trends align with national figures.
We have made more progress this month in working with our
partners at Imperial to develop software to analyse large data sets
of text so that we can better understand the comments we receive
on a team-by-team basis.

Metric(s)

● 11403 Performance against 30 working day target for responding
to complaints
● 11404 Performance against outstanding actions identified from
complaints
Although performance against outstanding actions remains
consistently below target (across all directorates), we have seen an
increase in performance against the 30 day target, and for March
performance was 88.9% against an 80% target.
We are also progressing our work to redesign our complaints system
so that resolution and learning from complaints can complement
patient experience. The aim is of course, to translate user feedback
into action.

Driver of
performance
issue
Planned
action to
address
performance
issue
Timescale to
reverse
performance
issue

It is expected to require long term input.

We envisage the "learning" aspects of both patient experience and
complaints will increasingly be combined in directorate settings as
part of Oxleas strategy building block three of patient safety, as the
issues around closing the feedback loop from listening to action
shares so much common ground.

Pilot for new model underway for completion September 2022.
Training rolled out in new model from this point

Specific
issues
requiring
attention

A focus on human factors shows the key issue is staff confidence,
not complaints policy/procedure. Although lighter touch assurance
will help speed up the process, this also relies on staff confidence.
We probably will need to develop local learning leaders and
discussions started with service directors

Metric(s)
Driver of
performance
issue

● 10024 RTT – PT
ACMH are consistently below the target. For March is 80.8% with
Bexley 75.6% Bromley 91.7% & Greenwich 76.3%. ADAPT East &
West for Greenwich and both ADAPT & ICMP in Bexley are below
target. There are staff shortages due to vacancies and maternity
leave.
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CYP consistently below performance target, but the RTT measure
for Psychological Therapies has been under discussion for several
years as the method does not correctly capture all those who have
received or are waiting for therapeutic interventions. Unlike Adult
services, CAMHS therapy is delivered by multiple professions
including nurses, occupational therapists, and social workers,
however it is only when a psychological therapist provides the
therapy that a clock stop is recorded in the reporting. RTT also
assumes 'therapy' commencing from 2nd appointment, which is
inaccurate as a CAMHS assessment is usually conducted over 2
sessions.
In addition, the list of therapists that can "stop the clock" has to be
manually updated and does not allow for the changes in the CAMHS
workforce to be represented (CWPs/ trainee posts etc).
Discussion at last CYP Performance Review pertaining to defining a
metric that works for CAMHS, such as exploring SNOMED codes,
replacing the current reporting metric.
Planned
action to
address
performance
issue

ACMH: Services are expanding group therapy to ease waiting list
pressures, plans to recruit CBT therapists, introduced mental health
skills workshops on a rolling programme so that new clients can
access psycho-education straightaway. Waiting lists are reviewed
regularly.
CYP: CAMHS are undergoing redesign which will include changes to
the clinical modelling, therefore it would be helpful to review
changes to the measure with a view to implementation when
borough redesign takes place, to prevent unnecessary work for data
analysis in BO teams.

Timescale to
reverse
performance
issue
Specific
issues
requiring
attention
Metric(s)
Driver of
performance
issue

To review options for new reporting method and agree
implementation plan which considers the changes taking place in all
boroughs in the coming year.
ACMH: Currently recruitment is being undertaken.
CYP: End March 2023
CYP: Support is required in agreeing appropriate metric and
resources in informatics are required to re-write metric. NHSE/I are
reviewing the 4ww target which will also need to be factored into
the future planning.
● 10248 RTT – Incomplete Pathways
CYP directorate Performance against this target remains below
target.
Consultant led services in Greenwich are holding ongoing vacancies.
As of yet recruitment has been unsuccessful creating waiting list
delays due to capacity and increased demand. Significant increase
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Planned
action to
address
performance
issue

Timescale to
reverse
performance
issue
Specific
issues
requiring
attention

Metric(s)
Driver of
performance
issue

Planned
action to
address
performance
issue

in demand against commissioned provision has extenuated the wait
times.
The next recruitment campaign will be extended to create more
Speciality Doctor roles (as these have the most applicant uptake) to
offset the Consultant vacancies it has not been possible to appoint
to. Under review is the implementation of non-medical prescribers
and HCAs to create more consultant capacity for RTT delivery.
ADHD and ASD pathway inefficiencies are being explored and a
combined pathway delivery model is being constructed to address
these in pathway delays. Audit has noted delays in the referral
process. Current mapping of the referral pathway and a review of
the documentation is underway to ensure patients can be triaged as
quickly as possible.
March 2023

● 11268 RTT – AHPs
Consistent improvement in performance in ACMH over past few
months, achieving target (96% against 95% target) for March
Consistent improvement in performance in APH for the last six
months.
CYP performance remains below target.
Significant increase in demand against commissioned provision has
extenuated the wait times. This is compounded by vacancy rates
leading to impact on RTT performance. In addition, group work has
had to be suspended due to covid restrictions, significantly
impacting the reach of the teams in delivering treatment to some if
our most challenged wait lists (e.g. early years Speech and Language
Therapy). OT recruitment is particularly challenging with RTT
consequently dropping to 73.3%
Recruitment workstreams are in place to identify AHP recruitment
issues and mitigate with sustainable staffing solutions. The CYP AHP
lead is sitting on the workforce committee to drive this within the
DMT. OT, Physio and SLT pathways are currently being reviewed to
address the significant demand in service use while enabling us to
also deliver on our statutory requirements (EHCPs). We are
reviewing a digital offer and the utilisation of partner services to
provide a viable and sustainable solution.
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Timescale to
reverse
performance
issue
Specific
issues
requiring
attention

March 2023

Metric(s)
Driver of
performance
issue

● 10323 S132
Although the majority of patients needing S132 are within adult and
crisis, some are within Prisons and Forensics, and in Adult
Community MH. The breaches over the past few months have been
from all three services.

Planned
action to
address
performance
issue

Timescale to
reverse
performance
issue
Specific
issues
requiring
attention
Metric(s)
Driver of
performance
issue

CCG funding is not consistent with the exponential growth in
demand. These ongoing pressures are reported by the CYP AHP
teams as having an impact on the recruitment and retention of staff.

For March the performance is 97% against the 100% target. There
are no ACD breaches. Two of the three breaches are in CMH, and
one is forensics.
ACD: Associate Director (AD), MHA Office, Business Office, Matrons
and Ward Managers have reviewed and agreed revised monitoring
and assurance process for s132. Monthly reporting by MHA Office,
weekly monitoring and alerts by Business Office with escalation to
AD on potential breaches, Matron's monitoring DSN Daily Reporting
and DSNs making checks every evening on completion by ward
staff.
We are running with this process and monitoring outcomes but
early indications are looking positive with the MHA Office reporting
100% completion for March. This is ahead of the proposed date of
April for 100% completion rate.
MHA Office continues to work with the Business Informatics Team
to resolve issues with the iFox Team Dashboard for this metric so
that Managers have real time access to the completeness of the
s132 information.
ACD: April 2022

● 10322 CPA 6-month reviews
ACMH: consistently just below target performance for the last few
months. For March performance is 92.5% with Bexley 86.8%
Bromley 91.2% & Greenwich 95%. For both Bexley & Bromley, ICMP
teams are showing the lowest compliance. This is due to significant
staff shortage and teams are unable to reallocate clients from CCOs
who have left and capacity is at a maximum with remaining CCOs
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Planned
action to
address
performance
issue

Timescale to
reverse
performance
issue
Specific
issues
requiring
attention

CYP: Performance consistently below target, largely due to
vacancies in the service. The main area of concern is Bromley
CAMHS where the Adolescent Team had a significant number of
leavers in the first couple of months of this year.
ACMH: The team have tried to mitigate by daily zoning meetings
and robust duty system. However, CCOs, particularly Nurses are
having to assist duty at least once a week and cover clinics.
Recruitment is currently being undertaken.
CYP: Recruitment is underway to support pressure in the teams.
Teams have attended clinical recording training and clinical
recording standards are addressed in induction.
CAMHS improvement group work and redesign continuation
contribute to longer term sustainability of clinical data compliance.
ACMH: Current recruitment is being undertaken for Nurses and
Social Workers which will help address the issue once new staff
commence.
CYP: July 2022 depending on recruitment progress

Reason for
To provide oversight of key performance measures across the Trust
bringing paper to
the committee
Recommendation To note
Link to trust strategy

Link to Board
Assurance
Framework

Implications in the
report in relation to:

Priority 1: Zero delays
Priority 2: Great out of Hospital Care
Building block 1: Delivering qualiy management
Building block 3: Creating a safety and learning culture
Building block 4: Increasing our focus on service user inequalities
1606: Bed management
1844: Demand on CMHTs
1913: Waiting times
1912: Pressures on District Nursing
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Quality

Finances
Equality analysis
Service
user/carer/staff
engagement

The Integrated Performance Report provides exception reporting on
issues relating to quality, including safety, experience and effectiveness, to
provide assurance that we are meeting our quality targets and identify
areas for improvement.
The Integrated Performance Report should be used to identify areas
where further investment may be needed.
The data within the report should be used to identify possible areas of
inequality and appropriate actions to mitigate this.
The report includes an indicator on the SNET and care planning / CPA
reviews and provides assurance that service users and their support
network are fully involved in their care.
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Board of Directors
5 May 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Executive meeting?

Item
Enclosure

11
-

Quality Improvement and Innovation Committee (Qiic) Report
Suzanne Shale, Non-Executive Director
Dr Abi Fadipe –Medical Director
Dr Abi Fadipe –Medical Director
Public

For the board to receive assurance on the work of the Qiic

What risks/issues in the This Committee is undergoing a refresh to ensure it fully encapsulates the
report need to be
quality improvement and involvement strategy, promotes a culture of
continuous quality improvement, and provides the assurances and
noted or acted upon?
oversight required to the Board.
Where has this report
Quality Improvement and innovation committee
been previously
discussed? Where will
this report go next?
Are there any issues in No
the report that might
cause upset?
Glossary of
TOR’s – Terms of reference
terms/acronyms used
PQAC – Performance and Quality Assurance Committee
in the report
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

Link to Board
Assurance Framework

1921: Responding to service delivery concerns
However quality impovement and innovation methodology is used to
mitigate the risks

Please summarise
implications for:
Quality

The Qi committee considers implications on the quality of care and
improvement in outcomes to support the development of a continuous
learning culture.
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Finances

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

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.
This committee provides assurance and promotes a culture of continuous
quality improvement, around the quality improvement focus within the
Trust and as such accepts reports around our improvement involving our
service users, carers and staff.

Service users/
carers/staff

Executive Summary

EXECUTIVE SUMMARY
The new Qiic Chair introduced the meeting with a view to refreshing
the terms of reference which were drafted and circulated for
consideration by the members prior to the meeting. The committee
were asked to consider the Committee focus and structure moving
forward, this meeting being part 1 of this discussion with the intention
of agreeing Committee TOR’s, work plan, reporting requirements and
interaction with PQAC.
Initial discussion focussed around the Trust approach to quality
improvement as part of a whole system quality approach; how we go
about improving quality and do what we can as a committee to support
that and remove any barriers and provide a shared vision around
quality improvement. Also, around the co-production element of
improvement and how this Committee can further support service user
and carer engagement in this regard.
Various topics and reference papers were circulated and discussed in
order to prepare the members for greater depth of discussion. This is
to continue at the next meeting with a summary of the points noted /
feedback received and an amended set of draft TOR’s circulated for
discussion at the next meeting in May.
Key Highlights, Issues and Exceptions
Promoting patient, service user and carer involvement in improving
quality - The committee noted an overview of service user and carer co-

production identifying some key developments within the involved team and
led to general conversation around embedding participation within the
culture of the organisation & ensuring that it becomes an essential part of all
improvement work.
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Shared governance - patient, service user and carer contributions to
QIIC - The committee noted an overview of this model noting the example

already in place within Oxleas of the Shadow Executive. Suggestion around
how the service user voice can be further represented within this Committee
moving forward.

Methodological issues underpinning quality improvement &
innovation - The committee were challenged to review their methodological

vision. We have methodologies we have adopted from the IHI for
improvement but the need to recognise the full scope of improvement work
and what we feel success should encapsulate ensuring that this work reports
here / PQAC. Discussion to continue.

Engaging clinicians - Colleagues were asked to consider engagement of

clinicians in Improvement work. The next part of our journey to achieving a
culture of continuous improvement challenges us to broaden our definition of
improvement, retain the bottom-up approach with change ideas will come
from staff and service users whilst aligning improvement activity with key
directorate and strategic priorities.

Action required

To note the ongoing work of the Qiic
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Item
Enclosure

12
12a&b

Subject
Author
Accountable Director
Confidentiality/
FOI status

Business Committee (15th March and 19th April 2022 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 in March and April 2022. 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

None

Link to trust strategy

The financial position underpins all the Trust priorities and building
blocks but more importantly building block 8 (Making best use of
resources) in the Trust strategy.

Link to Board
Assurance Framework

Business Committee
N/A
AD – Associate Director
AFC – Agenda for Change
ICS – Integrated Care Systems
LA – Local Authority
QIA – Quality Impact Assessment
H1 – Half 1 (April to September)
H2 – Half 2 (October to March)
CCG – Clinical Commissioning Group
PICU – Psychiatry Intensive Care Unit
SLAM – South London and Maudsley NHS Foundation Trust
COO – Chief Operating Officer
DoF – Director of Finance
CIP – Cost Improvement Programme
SEL – South East London

These are the live Business Committee risks
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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
Please summarise
implications for:
Quality

Finances

Equality analysis
Service users/
carers/staff

Executive Summary

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 M12 – Year-end
This report presents the draft M12, first cut. The financial ledgers are
kept open for extended periods during year end due to requirements to
meet national processes.
For the 12 months to the end of March 2022 the Trust delivered a £0.4m surplus
before profit on the sale of asset. This is largely driven by vacancies from the new
funding in 2021/22.
Key highlights: • Overall, income reported a £3.3m underachievement at the end of the
year. The key variance drivers are:
o system covid top-up returned to the ICS under the System & Covid
top-up policy relating to H1;

116

o
o
o
o

deferral of SLP reinvestment reserves in the Provider Collaboratives
(PCs) and Complex care (CC) programmes;
deferral of 2022/23 related programme funding received in 2021/22;
new monies underspend in H1 earmarked for programmes at Place –
this is reassigned by CCG for other programmes;
these were partially offset by additional non-recurrent funding
provided by the commissioners over and above the block contract

•

Pay spend reported a £4.2m underspend at the end of the year. 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 reported a significant increase in M12 (circa £1m more than M11
pay spend). This was expected. There was a concerted effort from
everyone to recruit into the new monies (temporary and permanent) and
the funding slippage made available to the directorates.

•

Non-pay reported £1.1m overspend at the end of year-end. The position
is net of the cost pressure presented by the continuous reliance on
private beds. At the end of M12, the total spend on private beds was circa
£6.2m (inclusive of spend at Hayes Grove – Priory for acute beds). Overall,
we saw increases in all the bed settings apart from female PICU. Activity
wise, this represents a 42% increase in acute activity; this is in the context
of the Trust have closed two wards, due to staffing issues, at the
beginning of the pandemic. This is the second month running where we
have seen a notable increase in male PICU especially in the Greenwich
patch. The key driver for the male PICU was the reduction of our bed base
from 16 to 12 due to operational issues. The target is still to get to a
limited usage come July 2022, although this is looking increasingly
unlikely.

•

The agreed H2 ICS system allocation has in it an indicative 3% CIP
requirement. The Trust relied on non-recurrent measures in meeting this
target.

•

Agency spend was 37.8% below the NHSI assigned threshold. Agency
reported a £0.1m increase in-month. This reflects the additional
schemes/programmes that we are using temporary staffing to cover. This
was expected.

Matters arising
Contractual issue: SLAM Wandsworth contract
The Committee discussed at length the issues with SLAM around the
Wandsworth sub-contract. It was agreed that the Trust would catalogue
all the issues in a centrally held document and would also write to
express our dissatisfaction of the issues that have so far surfaced in this
contract. The Committee was also updated on some of the new issues
that we are still uncovering when we fully took over the contract from
SLAM at the start of April.
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Bridges HS debt
The Committee deliberated on the advice received on the Bridges bad
debt and have agreed on a proposed course of action.
Bids and Tenders
SW England: The Committee was updated on our successful bid of the
SW England Prisons contract. They were also told that we expect to hear
about the outcome of the Thames Valley bid by the end of April.
Greenwich Integrated Therapies Tender: The Committee approved the
progression in relation to the submission of this bid. They were told there
will be scheduled meetings with the COO and DoF to go through in detail
the figures once the proposed model has been fully costed.
Bromley Sexual Health Service: The Committee reviewed the financial
viability of this bid and concluded it was not financially sustainable. They
however, advised the Executive to write to the Commissioner and set out
the key reason why we are not able to bid.
Crisis House Single Tender Waiver (STW) The Committee approved the
extension of the Crisis House programme with HESTIA via a STW. They
requested for an analysis of the patient cohort as well as the long-term
sustainability of the service to form part of the evaluation that will be
carried out before the end of the current extension
Cash Reserves - The Committee discussed the need to increase our
monthly cash buffer in light of the changes in our turnover as well as the
taking on of the lead provider role of the Adult Secure Forensic service
and approved that the cash buffer be increased from £24m/month to
£35m/month. They also recognised that we might have to revisit this
topic in view of the fact that we have been successful in the South West
England prison’s bid and could also be successful in the Thames Valley
bid.
SEL ICS Finance update
The Committee noted the update on the M11 ICS finance update.
Notable movements in the ICS position were discussed.
Operational Planning update 2022/23
Operational plan - The Committee reviewed the 2022/23 planning papers
and discussed the key planning assumptions including the level of CIP
requirement for 2022/23. They were updated on the changes on the plan
since the last presentation. This includes additional convergence ICS
reallocation and the removal of the energy inflation, which is in line with
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recent national guidance. The final submission is due 28th April 2022. The
Trust will be submitting a breakeven plan for 2022/23.
Cost Pressure – The Committee noted the governance and detail of the
internal cost pressure exercise and the schemes/request that were
approved.
SEL Recovery Plan
The Committee noted the work being done by PA Consulting on the SEL
recovery plan. They heard PA Consulting has finished the initial piece of
work which was looking at possible opportunities of benchmarked excess
cost drivers for providers. The outcomes would come back to the
Committee once they had been discussed by the Executive.
2022/23 Financial Operational plan update
The detailed movements in the 2022/23 operational financial plan has
been set out in the attached enclosure. This presents the final position
submitted on the 28th April 2022 and itemises the changes from the
previous version reported to the Board on the 3rd March to the April plan
submission.
Details on the SEL ICS movements as well as London region have been
catalogued in the attachment.
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Financial Overview
120

ICS
plan

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.
For the 12 months to the end of March 2022 the Trust delivered a £0.4m surplus before profit on the sale of asset. This is largely driven
by vacancies from the new funding in 2021/22.

Key highlights: •
Overall, income reported a £3.3m underachievement at the end of the year. The key variance drivers are:
o
system covid top-up returned to the ICS under the System & Covid top-up policy relating to H1;
o
deferral of SLP reinvestment reserves in the Provider Collaboratives (PCs) and Complex care (CC) programmes;
o
deferral of 2022/23 related programme funding received in 2021/22;
o
new monies underspend in H1 earmarked for programmes at Place – this is reassigned by CCG for other programmes;
o
these were partially offset by additional non-recurrent funding provided by the commissioners over and above the block contract.
Year
-end

•

Pay spend reported a £4.2m underspend at the end of the year. 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 reported a significant increase in M12 (circa £1m
more than M11 pay spend). This was expected. There was a concerted effort from everyone to recruit into the new monies (temporary
and permanent) and the funding slippage made available to the directorates.

•

Non-pay reported £1.1m overspend at the end of year-end. The position is net of the cost pressure presented by the continuous reliance
on private beds. At the end of M12, the total spend on private beds was circa £6.2m (inclusive of spend at Hayes Grove – Priory for
acute beds). Overall, we saw increases in all the bed settings apart from female PICU. Activity wise, this represents a 42% increase in
acute activity. This is the second month running where we have seen a notable increase in male PICU especially in the Greenwich patch.
The key driver for the male PICU was the reduction of our bed base from 16 to 12. The target is still to get to a limited usage come July
2022.

•

The agreed H2 ICS system allocation has in it an indicative 3% CIP requirement. The Trust relied on non-recurrent measures in meeting
this target.

•

Agency spend was 37.8% below the NHSI assigned threshold. Agency reported a £0.1m increase in-month. This reflects the additional
schemes/programmes that we are using temporary staffing to cover. This was expected.
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121 Overview continued….
Financial

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 delivered this CIP non recurrently through vacancies as minimal schemes have been identified to date.

For the SEL ICS the expectation is that all risks have been fully mitigated, albeit non recurrently for 2021/22 and the system is expected to
deliver slightly better than breakeven.
Looking ahead – The system is currently at a £102m deficit with plans to mitigate this figure further to the £85-95m deficit. This currently
carries a high level of risk re red rated CIP schemes, non recurrent measures and uncertainly re Elective Recovery Fund payments for
20222/23.

Capital

The Trust negotiated a capital allocation £16.99m from SEL ICS for 2021/22, however the total planned expenditure was £17.44m offset by
£0.45m profit on the sale of asset of Murchison Avenue. The Trust has also secured an additional £0.8m of Unified Tech funding towards
improving cyber security and frontline digitalisation.
During the year, the Trust had identified potential slippages within its original plan and therefore developed an number of contingency
projects to ensure that its capital allocation was fully utilised. These projects included upgrading the Trust’s WiFi and cyber security
networks, as well as a number of projects at the QMH site, including the Breast Screening Unit. As a result the Trust’s capital expenditure
for the year was £17.32m which was 99% of its capital allocation.

Cash

BPPC

Total cash has increased by £1.1m compared to February. Total cash holdings are now £132.5m which is £49.2m above plan, principally due
to an increase in deferred income and accrued expenses. Once the Trust has allowed for future capital commitments, it plans to increase its
cash reserves from c£24m to £35m. 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 two month period and not experience issues with liquidity. This excludes the
payments 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 March was 93% by volume and 96% by value, compared to 91% in February by volume and 80% by
value. This improvement in performance against the target reflects the fact that the Trust had in recent months resolved a number of long
standing queries which had reduced the percentages of invoices paid within the target period.
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122
Statement
of Comprehensive Income

• Income: £3.3m 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. 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 CC reinvestment reserves.
• 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. Pay spend reported circa a £1m more spend compared
to prior month. This was expected.
• We expect the run rate to continue to increase even in the new
financial year, reflecting the recruitments in the pipeline as well as
temporary spend to cover additional programmes that the
commissioners are funding.
• Non-pay: £1.1m overspend
• This is driven by the CIP target which was met non-recurrently by
the overall Trust operational nderspend position. The key area of
focus continues to be bed usage. At the end of the year, we spent
£6.2m.

For the 12 months to the end of March 2022 the Trust delivered
a £0.4m surplus before profit on the sale of asset. This is largely
driven by vacancies from the new funding in 2021/22.

• Agency Cap: agency spend now stands at 37.8% below the NHSI
assigned threshold. In the last two months, we have seen expected
increases. The position will revert to the average monthly spend of circa
£0.5m once the posts are recruited into.
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Statement
of Financial Position

Debt summary
•

Total Trade Receivables stands at £12.4m at Mar 22, an increase of £0.3m from Feb 22 and a decrease of
£0.5m from year end.

•

Debt > 90 days was £3.9m at M12 compared to £3.4m at M11 and £4.2m at year end 31st March 2020/21.

•

Material debts that are a cause for concern and / or an area of concerted effort are noted below:

•

LGT: £0.43m An agreement has been made with LGT to settle this debt along with £3m owed by the Trust
to LGT. This settlement will take place in May, once the year end has been completed.

•

RBG: £0.68m Staff recharges. The Trust is working with RBG to clear the outstanding invoices.

•

GSTT: £0.29m QMH Pass through costs

•

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 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 March was 93% by volume and 96%
by value, compared to 91% in February by volume and 80% by value. This improvement in performance
against the target reflects the fact that the Trust had in recent months resolved a number of long standing
queries which had reduced the percentages of invoices paid within the target period.
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Capital Investments
Key Highlights
The Trust negotiated a capital allocation £16.99m from SEL
ICS for 2021/22, however the total planned expenditure was
£17.44m offset by £0.45m profit on the sale of asset of
Murchison Avenue. The Trust has also secured an additional
£0.9m of Unified Tech funding towards improving cyber
security and frontline digitalisation.
During the year, the Trust had identified potential slippage
within its original plan and therefore developed an number of
contingency projects to ensure that its capital allocation was
fully utilised. These projects included upgrading the Trust’s
WiFi and cyber security networks, as well as a number of
projects at the QMH site, including the Breast Screening Unit.
As a result the Trust’s capital expenditure for the year was
£17.32m which was 99% of its capital allocation.
Montagu Evans have completed the annual valuation of the
Trust’s estate. The value of the Trust’s specialised property,
before adjusting for capex, increased by £9.5m, due to higher
BCIS indices driven by UK economic growth and increased
inflation. However, during the year the Trust had completed
£17.1m of capital projects meaning that overall effect on the
value of the Trust’s estate is a decrease in value of £7.6m. The
principal reason why completed projects may not necessarily
lead to an increase in the value of the estate, is that some of
the completed work, such as the theatres at Queen Mary’s,
relates to areas which the Trust does not occupy in order to
provide its services. In addition to that, a number of the
projects such as anti-ligature works do not necessarily lead to
an increase in the size of the site.
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Risk Register

The table below sets out the current status of all the live Business Committee risks; the register was reviewed and ratified at the February’s Business Committee
meeting.

7

Appendix
1 - Operational Performance
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 CYP: £2,881k underspend YTD
The underspend position continues to be driven by Nursing and Psychological staff vacancies. £2.2m pay underspend. As part of the Directorates
workforce strategy there are several campaigns to recruit to these posts, including being creative with skill mix. To drive down waiting lists the
Directorate are using mainly bank staff, £80k increase in month along with agency (£20k) reduction, in the interim. These are reducing in line with
staff recruitment. Income increased by £60K, derived from new NHSX Digital funding, which offset incurred expenses and the release of historic
bad debt provision. Non pay saw an increase in month £171k, relating to Young Greenwich provision along with increased Drug, Computer
Hardware, Postage and NHSX Digital expenses.
 Forensics: £224k Overspend
The position is driven by Pay overspend due to the use of temporary staffing cover for staff sickness, long term segregation, increased seclusion
observation as well as medical vacancy. In addition, Non-pay is overspent due to SLP Funded Assertive Rehabilitation Pathway Digital Technology
Pilot – (this is fully offset by income), furniture, medical equipment as well as ISS catering spend due to additional cost within the Memorial wards
(Hazelwood and Greenwood) following the introduction of "cookfreeze" (in-house catering discontinued and outsourced to ISS). This is however
partially offset by Income overperformance with Overseas patients and TILT running at 75% (9 out of 12 beds) and 78% (14 out of 18 beds)
capacity respectively. Bed occupancy has reduced compared to prior months due to patients discharge, although there are 3 referrals in the
pipeline.
 South London Partnership (PCs)/ Complex Care (CC)
A year end reconciliation was carried out and the share of the 3-way split for Oxleas is £3.2m including Complex care. This is earmarked for
reinvestment for future years and thus has been deferred.
 Prisons: £183k underspend YTD
The position is driven by Income received in relation to various contract variations; most of which have corresponding expenditure that are now
being incurred. 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. In-month significant increase in run rate is
driven by Kent Prisons new contract mobilisation (IT, Network and recruitment) cost.
 Adult LD: £946k underspend YTD
The underspend is mainly driven by Nursing and AHP staff turnover and vacancies within the directorate . Pay remains relatively unchanged in
month; a slight increase in bank spend driven by activity.
 Acute and Crisis: 2,634k overspend YTD
The position is largely driven by private acute & male PICU Beds, cost of temporary staffing associated with sickness absence and
underperforming income generation model. The directorate has developed revised bed management/ flow structures, since Nov 2021 to increase
oversight and grip on flow and on private placements. Interface meetings between HR business partners and team leads are ongoing to address
Sickness /absence. Work is ongoing to embed systems on wards to tackle increased observations for stepping up and stepping down and Safe
staffing. Income generation has deteriorated in TARN M11 due to reduction in the opened beds from 16 to 12 due to staffing issues. The tariff for
income generating beds is being currently reviewed.
 Community Mental Health: £1,066k underspend YTD.
The underspend is mainly driven by psychological therapies (£1,230k) and nursing (£479k) staff vacancies within the directorate. This is partially
offset by medical agency staff being used to cover vacancies, causing medical staffing to overspend (£1,004k). Significant number of medical
agency posts being used in Greenwich with an increase in the current month. Increase in social worker costs in month primarily relating to agency
social workers. Increase in income in March relates to backdated invoices for secondments. Non pay increase in month relates mainly to Charlton
Athletic Community Recovery Programme
 Community Physical Health: £1,831k underspend YTD
The position is largely driven by increased activity within District nursing and Diabetes and increased levels of COVID sickness that have been
moved to COVID cost centre outside of the position (£1.5m). The Directorate is reviewing increased activity in District nursing and will be
preparing a request for additional funding. The pay underspend against the budget is mainly due to delays in recruitment to new investment posts
which has been successful in some and more challenging in other areas (podiatry). The Directorate continues recruitment drive with intention to
fill in as many posts as possible.
 HQ Services: £46k underspend YTD
The underspend is driven by vacancies; the majority of which are likely to be recruited to in due course. This is offset by several one-off pay and
non-pay expenses.
8
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Appendix
2 – Agency Analysis

Targeted approach to teams with high agency
spend remains in place with the agency taskforce
regime reinstated as and when required.
The weekly agency control panel continues to
review all agency requests for clinical and nonclinical. 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.
February reported the highest spend in this
financial year. A reflection of the additional
programmes we are putting in place from the new
monies and reducing waiting lists.

•

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

The monthly bank spend has now returned to the
previous spend pattern in January as March was
a 5 week month as opposed to 4 weeks in M11.

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
129
Monthly spend by cost category
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Appendix 5: Cash Bridge

Cash balances
Total cash has increased by £1.1m compared to February.
Total cash holdings are now £132.5m which is £49.2m above
plan, principally due to an increase in deferred income and
accrued expenses. Once the Trust has allowed for future
capital commitments, it plans to increase its cash reserves
from c.£24m to £35m. 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 two month period and not experience issues
with liquidity. This excludes the payments needed for Provider
Collaboratives.
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2022/23 Operational planning – Oxleas draft position
Board of Directors
05th May 2022

1

Oxleas 132
FT High level draft 2022/23 Financial plan

Bridge from 21/22 budget to 22/23 proposed plan.
This excludes the part year effect of the new SW
England prison’s bid. Circa £16.5m (FY £33m)

Non Recurrent (NR) £11.73
• Income & Expenditure :
• Kent Prisons (including Cookham Wood Prison)
removal of old contract
• Covid and spending review fund
•

Cost Improvement Programme (CIP) – this was delivered
non-recurrently in 21/22 through vacancies and
underspend from new monies

22/23 Change £3.39m
• Income (£45.31m) is made of:
• Kent Lot 1 & 2 (£21.4m)
• Net tariff inflator (£7.9m) (including PCs)
• Mental Health Investment Standard (MHIS) (£4.5m)
• System & Covid-19 (C19) top up (£6.3m)
• SDF & Accelerator fund £4.1m
• Expenditure £48.71m is made up of
• Kent Lot 1 & 2 £21.4m
• Pay award & 1.25% National Insurance (NI) increase £7.9m
• MHIS spend £4.5m;
• SDF & Accelerator expenditure £4.1m
• Cost pressure pot £2.0m
• Non pay inflation @1% £1.3m
• Energy & capital charges excess inflation £2.1m
• Provider Collaborative inflation £2.3m (nil impact)
• ISS London Living Wage £0.6m
• International Financial Reporting Standard (IFRS)16 £0.3m
• Clinical Negligence Scheme for Trusts (CNST) increase in
premium £0.2m
2
• Other growth – NHSE £2.0m

Oxleas 133
FT High level draft 2022/23 Financial plan

21/22 CIP was delivered non-recurrently
Business rules include:
•
Net income uplift (£5.6m)
•
Pay award/Employer NI increase - £7.9m
•
CNST - £0.2m
•
Unallocated uplift NHSE £2.0m
Contract variation: Kent Lot 1 & 2 - £21.4m
Local assumptions include:
•
Cost pressure pot (includes Estates & IT) - £2.0m
•
Excess inflation (energy & capital charges) - £1.6m
•
Non-pay inflation £1.3m
•
Soft FM London LW £0.6m
•
IFRS16 - £0.3m
System and Covid top-up was further adjusted by £0.97m nonrecurrently.

The position excludes the impact of the new SW England prison’s contract. £16.5m part year effect. This is due to start October 2022.

3

Oxleas 134
movements from last submission

The key change from the version that went to
Board in March is the introduction of the Kent
Lot 1&2 contracts
There were other changes that had no bottomline impact – reallocation of convergence
adjustment £0.97m offset by non-recurrent fund
from CCG
Excess inflation relating to energy and capital
charges of £1.6m and additional community
income uplift of £0.54m (total £2.1m) have been
offered up to support the ICS position. This will
be transacted in Q1 via a reduction in our
system/covid top up fund.
The current position excludes SW England
contract of £33m (PYE of £16.5m starting from
October 2022)
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System Plan
– Movement from draft 17th Submission to April 28th Submission

5
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London Plans
– Movement from draft 17th Submission to April 28th Submission
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Board of Directors
5 May 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

13
-

Report from the Partnership Committee
Susan Owen, Head of Risk and Governance
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) developments
• Lewisham and Greenwich NHS Trust (LGT) and Oxleas Alliance
Partnership Board
• Partnership Committee strategic plan
• Partnership Committee risk register
Where has this report
Partnership Committee 12 April 2022.
been previously
discussed?
Are there any issues in No such issues to note.
the report that might
cause upset?
Glossary of
ECH - Eltham Community Hospital
terms/acronyms used
ICB - Integrated Care Board
in the report
ICS – Integrated Care System
LGT - Lewisham and Greenwich NHS Trust
CQC – Care Quality Commission
QMH - Queen Mary’s Hospital
SLP – South London Partnership
VCSE - Voluntary, community and social enterprise
Link to trust strategy

Link to Board
Assurance Framework

The work of the Partnership Committee links to Building Block five:
Effective partnership working, as its remit is to develop and review plans
in respect of new and existing partnerships and ensure that effective
governance arrangements are in place
1984 – South-east London ICS financial risk (revenue and capital)
1914 – Local authority contracts for integrated and embedded services
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Please summarise
implications for:
Quality
Financial
Equality analysis
Service
user/carer/staff
Executive Summary

The Partnership Committee will consider how new and existing
partnerships will improve the quality of care provide by the trust and the
SLP
The Partnership Committee will consider the financial impact of existing
partnerships, and financial risks of entering into new partnerships
The Partnership Committee will ensure that new and existing
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
Integrated Care System: The committee noted the appointments to the
Integrated Care Board (ICB). Further appointments will be made later this
month. The ICB will operate in shadow form by May 2022. The
committee discussed the NHS Providers briefing on the health and social
care integration white paper. It was noted that the CQC will have a role
in measuring outcomes and may take a robust approach in light of the
Ockendon review. The committee also noted that the trust will need to
consider how we use digital technology not just for existing services but
also to re-shape future service delivery.
South London Partnership (SLP): The South London Partnership (SLP) has
reviewed progress made to date and the next steps. It was noted that we
will need to have a shared vision of how the mental health provider
collaborative will work in terms of each trust having prime responsibility
but collectively agreeing the initiatives that we work on together. Having
consistency on core offers and pathways is a sensible approach but
accountability for delivery could mean that the lines become blurred. It
was noted that we have governance systems in place, and these could be
re-visited if a joint decision is needed. It was noted that it is planned to
reduce the number of formal meetings of the SLP committees in common,
and for the strategic discussions to take place in a different forum.
Lewisham and Greenwich NHS Trust (LGT) and Oxleas Alliance
Partnership Board: The Oxleas Director of Acute and Crisis Services is
taking forward the model for the mental health assessment area. Ideally,
this will run in parallel with the emergency department, but that is
predicated on having the space.
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Eltham Community Hospital (ECH) and Queen Mary’s Hospital (QMH) are
two of the final three options for the community diagnostic hub, and a
decision is yet to be made.
Partnership Committee annual strategic plan: The committee noted the
annual strategic plan which has been drafted in response to the
recommendations from the KPMG audit of partnership working. The
committee supported the plan for strategy leads to attend the meeting on
a rotational basis to discuss how we can use partnerships to further our
objectives. We will need to be clear on the frequency of monitoring, and
which partnerships we monitor at the Partnership Committee, and which
are monitored elsewhere, for example SARD and TOPP. The importance
of partnerships with the voluntary, community and social enterprise
(VCSE) sector was discussed. We may need to wait for more detail on the
ICS and place-based arrangements to undertake some of the more
visionary work.
Risk register
The Partnership Committee currently holds one risk, relating to our
capacity to respond to and influence the ICS developments, which may
result in a negative impact on trust stability and service provision.
Financial risks are covered in the Business Committee risks and capital
risks are held by the Infrastructure Committee. It was agreed that over
the next four months the Executive Team would be asked to consider
component risks relating to governance arrangements, place, and
accountability.
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.

140

Board of Directors
5 May 2022

Item
Enclosure

Subject

Infrastructure Committee Minutes (Meeting 19 April 2022)

Author

Rachel Evans – Director of Estates and Facilities
Alison Furzer – Director of Informatics
Rachel Evans – Director of Estates & Facilities
Alison Furzer – Director of Informatics

Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

14
-

For approval, information and to provide assurance to the Board

What risks/issues in the
The Board are asked to note:
report need to be
• SARD JV Single Tender Waver had been verbally discussed at the IC and
noted or acted upon?
•
•

Board and was formally agreed at the April IC.
Estates Compliance Report found no concerns as the Trust has been
recognised as fully compliant.
An additional IC meeting has been agreed for 19 May to review
Strategies for Estates, Cyber Security and Digital.

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

Infrastructure Committee

Link to trust strategy

Estates and IT infrastructure underpins a number of the trust strategy priorities

Link to Board
Assurance Framework

1994: Cyber security strategic risk
2006: ICS capital regime

Please summarise
implications for:
Quality

None

QMH – Queen Mary’s Hospital
IC – Infrastructure Committee

The aspiration to deliver high quality environments across our Estate and make
best use of digital technology.
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Finances
Equality analysis
Service users/
carers/staff
Executive Summary

21/22 capital budget achieved.
Future restriction on capital expenditure may impact on some social groups by
inhibiting estate development
Approval of OxCare Business case will allow embedding of our personal
healthcare record over next 3 years.
QMH theatres continue to be underused, there appears to be issues with staffing
and theatre lists.

EXECUTIVE SUMMARY

Key Highlights, Issues and Exceptions
ICS/sustainability
The committee noted the alignment between ICS and the Trust’s own Green
Plan align, and that the 24/25 target of 40% carbon reduction had almost been
achieved.
The Trust hopes to appoint a sustainability manager in May but have already
progressed well in some areas of the ICS Green Plan. There will be challenges
ahead however as the de carbonisation plan for our 4 main sites alone could cost
£24m capital expenditure, with no revenue saving currently identified, as
decarbonisation will rely on more expensive forms of energy.
Consideration of the Green Plan will be included in the next iteration of the
Estates 5-year strategy.
QMH lessons learnt
The committee received an update on QMH theatres and noted that in
agreement with GSTT they were all fully operational. Three key lessons learnt
had been identified in relation to QMH Theatres linked to
1. Senior engagement with partner organisations
2. Early agreement with tenants in relation to design involvement
3. Escalation of issues in complex multi-agency.
Capital programme
The trust achieved 99% expenditure against the capital envelope for 21/22.
There was an indication that the Trust will be top sliced 600-700k on the
approved 22/23 capital budgets of £15M. Final figures should be known soon.
KPMG DPSPT (Data Protection Security Toolkit) Audit
KPMG have undertaken their annual audit on our data security toolkit
submission. The Trust received significant assurance with only minor
improvement opportunities recommended. These included a couple of medium
priority items and 4 low priority items, with all points relatively simple to
address.
Cyber Security
The draft information strategy document was introduced, with focus on People,
Process, and Technology. The focus of the IC was on ‘People’, and the tools that
could be used to ensure staff understood the importance of cyber security.
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Reassurance was given around the ability of the Trust to respond to a Cyberattack.
Approvals
• The committee approved the business case for OxCare.
• The committee considered and approved the Single Tender Waiver for
QMH Electrical Substation.
• The committee formally approved the Single Tender Waiver for SARD JV
which has already been approved by the board.
Risk
The committee proposed that a new risk related to utility costs be considered.
Additional information
The full minutes are attached which provide greater detail.
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Board of Directors
5 May 2022

Item
Enclosure

15
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

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 March People Committee meeting.

What risks/issues in the The paper highlights progress on agile working and apprenticeships. It
report need to be
also reports on the presentation on the Staff Survey and hears from the
noted or acted upon?
Women’s Network. The Committee approved a detailed programme of
activity on succession planning.
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

Executive Committee

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

No
BAFO – Building a Fairer Oxleas

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.
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Executive Summary

The Committee met on 16th March. Sophy Proctor was welcomed to the
Committee.
Agile Working
The Committee received a detailed update about the agile working
arrangements, following the launch in summer 2021. Policy in Practice
sessions were held to support staff and particularly managers, which
included a focus on the team charter to enable teams to consider how
they work moving forwards.
The progress and success of agile working at both Pinewood House and
Greenwich Time to Talk were considered. There are plans in place to
address issues surrounding noise, IT and wifi.
The Committee considered the important equality issues pertaining to
agile working. The Head of Equality and Human Rights had supported
work on the equality impact aspects and this would continue. Priority
desks are now in place with specialist software and equipment.
The Committee commended the huge amount of progress over the last
two years, helping to ensure that Oxleas has a considered and forwardthinking approach that balances flexibility for staff, with benefits for
retention, and clinical and operational need.
Apprenticeships
It was noted that the Trust currently has 131 apprentices. This is an
important aspect of career planning and pathways and allows the Trust to
address challenging recruitment issues as well as enabling staff
development. Our numbers are very high compared with peer trusts.
Staff Survey
The Committee received a detailed presentation on the Staff Survey 2021
results from Quality Health.
1983 members of staff completed the survey which equates to a response
rate of 52% and was nearly a 10% increase from last year. Staff
engagement levels are higher than our comparator group. We have the
second highest engagement scores amongst mental health trusts in
London.
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Based on the results, Quality Health identified the following
recommendations:
Recommendations
• Focus on issues surrounding Diversity & Equality and Negative
Experiences. By identifying and resolving these issues there will be
improvements across the board (already a key focus through
BAFO)
• Identify which groups have reported discrimination and seek to
take targeted action (this is in place)
• Consider training for immediate managers to help empower them
to better support their direct reports. (Our new Oxlead
programme will directly address this)
• Ensure that staff are recognised and rewarded for good
performance – this directly feeds staff engagement.
• Seek to understand why some staff do not feel safe to speak up
about anything that concerns them.
• Prioritise the issue of stress at work with particular focus on staff
who report coming to work when not well enough to fulfill their
duties.
• Investigate staff experiencing violent incidents from their
colleagues. (Our Violence and Abuse sub-committee Directorate
leads will lead on this – there is a detailed programme of work in
place)
• Take action to reduce harassment, bullying and abuse as staff
report high levels from across the board (from patients, staff and
managers).
• Staff engagement will have been affected by the unique nature of
care provision during the Covid-19 pandemic.
The Committee noted that although there has been a slight improvement
in terms of staff’s perception of fairness, people’s experience of equality
on a day-to-day basis has not improved. Further to in-depth discussion
with Action Plan Groups and Networks, it was felt that the Trust is on the
right pathway but needs to intensify the focus. It was noted that a
programme of work entitled ‘Your Wellbeing Matters’ has been
developed to raise the wellbeing profile, including Wellbeing Champions,
Staff Assemblies and more etc. Finally, a group of Directorate leads are
reviewing culture in terms of violence reporting along with reviewing
support networks and ensuring that reporting is consistent.
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Workforce Update
It was noted that Health & Wellbeing Champions have been launched
within the Trust and there are now 28 champions. The Wellbeing Hub on
The Ox has been updated to ensure that staff have easy access to the
wide range of resources available.
New programmes have been launched as part of the Trust’s Leadership
Development offer, with a focus on middle managers (Bands 8a - 8c) and
centers on team effectiveness and compassionate leadership. The ‘Early
Leaders’ programme launched in January has been well received.
Building a Fairer Oxleas is progressing well despite the disappointing
results in the staff survey and KG acknowledged that additional resources
may be required to embed this work stream and ensure that impact is felt
across the Trust.
Task & Finish Groups will be held to focus on workforce planning and
review career pathways, progression routes, ensure safe staffing levels
across all areas, encourage new staff into services etc. Sessions held at
local schools recently to showcase different career opportunities within
the NHS.
Kent Prisons tupe transfer will take place on 1 April. Wandsworth will also
transfer from SLAM to the Trust on 1 April. Awaiting outcome for
Southwest Prisons and Thames Valley bids. KG stated that if the Trust is
successful with the Southwest Prisons bid then it will be a new way of
working for many teams, in particular corporate teams, due to the
location.
‘Living Our Values’ Workshops have been going well and the focus is now
turning to how the Trust can embed values into key people processes,
such as recruitment, appraisals and patient experience questionnaires.
Renewed focus required for local induction completion as rates remain
low in some areas.
Succession planning
Succession planning in Oxleas has previously focused on executive level
roles. There will need to be a wider workstream to focus on talent
management, but we are now proposing to launch phase one, whereby
the Trust will expand the process to cover other senior management and
non-managerial roles deemed strategically or operationally critical.
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The Chief Operating Officer, the Associate Director of People, Service
Directors, Clinical Directors and HR Business Partners will be meeting to
identify which roles are critical within teams for service delivery and
which staff internally could cover these roles plus what
support/development would be required to ensure they could undertake
the roles sufficiently for a period whilst alternative substantive solutions
were sought.
The Committee wholly supported the new approach.
Women’s Network
The Committee welcomed Agata Galuszka (Associate Director of HR
Operations) to the meeting. AG reported that the Women’s Network has
been successfully launched and currently has approximately 100
members.
The network recently celebrated International Women’s Day with an
online event which was well received with higher-than-expected
attendance. It was noted that 75% of the workforce are women and
research has shown that they require further support in the workplace.
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Board of Directors
5 May 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

16
-

Report from the Audit and Risk Assurance Committee
Susan Owen, Head of Risk and Governance
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
• Internal audit reports
noted or acted upon?
• Local Counter Fraud Specialist (LCFS) report
• Internal audit and LCFS draft planning document
• Draft internal audit annual report and Head of Internal Audit
Opinion
• External audit update
• Risk register reports from the Business Committee and the
Partnership Committee
• Thematic review of service line risks
• Overview of Declarations of Interest Register and Gifts and
Hospitality Register
• Update on the use of the Trust Seal
• 2021/22 Year End Timetable
• Single Tender Waiver update
• Adoption of International Financial Reporting Standard 16 Leases
(IFRS 16)
• Policy update
Where has this report
Audit and Risk Assurance Committee 15 March 2022
been previously
discussed?
Are there any issues in No such issues to note.
the report that might
cause upset?
Glossary of
BAF – Board Assurance Framework
terms/acronyms used
ICT – Information Communication and Technology
in the report
ICS – Integrated Care System
IFRS - International Financial Reporting Standard
LCFS – Local Counter Fraud Specialist
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KPI – Key Performance Indicators
PID - Project initiation document
PPE - Property, Plant and Equipment
Link to trust strategy

Link to Board
Assurance Framework
Please summarise
implications for:
Quality

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.

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
KPMG progress report and recommendations tracker: There is one
overdue action related to linking KPIs to the Board Assurance Framework
(BAF) and this is being taken forward as part of the re-design of how
metrics are reported from teams through to the board.
Internal audit of cost improvement plans (CIPs): This review received an
outcome of significant assurance with minor improvement opportunities
(amber / green), with one medium and two low priority recommendations
relating to updating the project initiation document (PID) template,
identification of potential schemes and scaled thresholds.
Cyber security: This review received an outcome of partial assurance with
improvements required (amber / red) with two high priority, four medium
priority and two low priority recommendations. The high priority
recommendations relate to documentation, as opposed to design gaps.
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A cyber plan has been developed and the ICT team will use learning from
phishing exercises to raise awareness. The cyber plan will first be tested
internally and then as part of a broader emergency planning exercise in
the summer.
Local Counter-Fraud Specialist (LCFS) Progress Report: There has been a
focus on raising awareness, and the report showed that there has been an
increase in referrals, which are going through preliminary enquiries. The
committee noted the review of the declarations of interest register and
were assured that the register is monitored in terms of whether the
declarations are complete, with a sample cross-checked against
Companies House.
Internal audit and LCFS draft planning document: The committee
received the internal audit and LCFS draft planning document for
2022/23. This is governed by the coverage needed for the Head of
Internal Audit Opinion and has been discussed with the Executive Team.
Draft Annual Internal Audit Report and Head of Internal Audit Opinion:
This has been issued in draft, with an opinion of significant assurance with
minor improvements, which is not expected to change. It was noted that
Oxleas is in a good position compared to other trusts in and that we have
retained our focus on closing down actions.
External audit progress report:
The committee received an update on the approach to the 2021/22 audit.
The significant risks are similar to last year and relate to fraud in revenue
recognition, fraud in expenditure recognition, management over-ride of
controls, valuation of land and buildings and presentation of deferred
income. It was noted that it was positive to see consistency on the land
and buildings valuation. E-roster controls will be picked up as part of
substantive testing.
Risk register report from the Business Committee: The committee
received the risk register report from the Business Committee. Many of
these risks are in-year risks. For the financial sustainability risk (1177), we
are confident that we will meet the break-even plan for 2021/22. For
local authority contracts (1914), this had been set as an in-year risk, but it
may become a long-term risk going forward. Bed management (1606)
remains a high risk. The integrated care system (ICS) risk (1984) is also an
in-year risk, and a long-term risk on ICS capital is held by the
Infrastructure Committee. It was noted that four risks will close at year
end and be re-stated as in year risks for 2022/23. It was noted that the
risk relating to ICS capital funding will need to be considered in the round
so that the risk is not held by both the Business Committee and the
Infrastructure Committee. We are gaining some clarity in terms of
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governance decision making, but there is still uncertainty in terms of how
the money will flow.
Risk register report from the Partnership Committee: The committee
received the risk register report from the Partnership Committee. The
current risk will be closed and replaced with more nuanced risks as
partnerships develop. The establishment of the ICS is likely to extend
beyond July, and there are challenges in terms of agreeing the finances,
especially those elements driven by provider collaboratives and networks.
Thematic risk analysis – service line risks: The committee received an
update to the service line risk register report presented to the Audit and
Risk Assurance Committee in November 2021. This reflected the
progress made since the new structure came into effect on 1 October
2021. There are 48 risks across the three service lines, compared to 84 in
November 2021. The number of significant risks has reduced from eight
to five. Care planning, patient safety, recruitment and retention and
learning from experience are the combined top themes, although there
are some nuances across the individual directorates.
Overview of Declaration of Interest Register and Gifts and Hospitality
Register: The committee received the year end overview of the
Declaration of Interests Register and Gifts and Hospitality Register. These
have recently been reviewed by the LCFS and no concerns were noted.
The reduction in gifts and hospitality is due to the impact of Covid-19
restrictions on hospitality and visiting restrictions on the wards, and the
threshold being increased to £50. Action is taken through professional
networks to ensure that private practice is declared, and conflicts are
checked as part of the procurement process. The registers are published
on our public facing website.
Update on the use of the Trust Seal: The committee received an update
on the use of the Trust Seal. There were no exceptions to note.
2021/22 Year End Timetable: An additional meeting of the committee
has been scheduled for 14 June 2022 for final sign off prior to submission
on 26 June 2022. It is likely that June will be retained as the submission
date every year going forward.
Single Tender Waiver update: The committee received an update on
single tender waivers; the majority of these relate to capital. There were
an usually high number due to timing issues outside our control, and all
have been approved through the Business Committee or the Board of
Directors.
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Adoption of International Financial Reporting Standard 16 Leases (IFRS
16): The committee received an update on International Financial
Reporting Standard 16 Leases (IFRS 16). Under IFRS 16 all leases apart
from a few exceptions will need to be capitalised, and there will be a
range of capitalisation and depreciation charges. We will see a material
impact and an exercise is being undertaken to estimate what this impact
will be. A key factor will be open-ended leases and going forward we will
need to define the end of the lease. New leases will need to be
incorporated into the planning exercise, as each one will impact on the
capital allocation.
Policies update: The update to the Property, Plant and Equipment (PPE)
policy was noted and accepted.
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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Board of Directors
5 May 2022

Item
Enclosure

17
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

Health & Safety Oversight Committee
Rachel Evans, Director of Estates & Facilities
Rachel Evans, Director of Estates & 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 & 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 – Reducing violence, aggression and abuse against staff

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

Health & Safety Oversight Committee.
No
H&S- Health and Safety

1471: Staff experiencing violence, aggression and discrimination at work

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.
No significant issues
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.
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Executive Summary

EXECUTIVE SUMMARY
•

The committee received a comprehensive report describing the
Trust framework for the management of lone working, the
approved lone working systems, and the systems for monitoring
compliance. An update was provided from each directorate
following review of lone working systems since the directorate
reconfiguration.
The annual audit scores reflect the good progress made and the
central and directorate monitoring of Peoplesafe is well
embedded. A system for on-going local monitoring of compliance
with other lone working systems would add an additional layer of
assurance and the model being developed by CYP will be
presented to the next committee and shared across directorates.

•

A risk matrix, based on the outcome of the H&S audits, was
discussed. The committee’s attention was drawn to the low scores
in relation to kitchen sharps. Whilst this related to the updating of
risk assessments rather than poor operational practice, all agreed
it should be followed up urgently and an update provided to the
next committee.

•

The committee heard about plans to undertake a Health and
Safety Climate Assessment to better understand the health and
safety culture across the Trust.

•

The committee received an informative and reflective
presentation from the Adult Acute and Crisis Mental Health
Directorate.

•

The Health and Safety Report outlined the continued
improvement in both I- auditor and Peoplesafe scores and heard
about the various training course being rolled out; e-learning for
all staff, training for managers, and Director training. The report
also outlined 3 RIDDOR reportable incidents in Jan/Feb and lessons
learnt.

Action required
The Board are asked to note this report.
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Board of Directors
5 May 2022

Item
Enclosure

18
18

Subject
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 the feedback shared by colleagues during the visits
and actions required.

What risks/issues in the The reports highlight some of the impacts of Covid-19 and staff vacancies
report need to be
on team performance and morale. The support team members provide
noted or acted upon?
each other and receive within the organisation is also highlighted in some
teams.
Where has this report
N/A
been previously
discussed?
Are there any issues in None
the report that might
cause upset?
Glossary of
PCP Primary Care Plus
terms/acronyms used
ADAPT Anxiety, Depression, Affective Disorders, Personality Disorders and
in the report
Trauma
FTSU Freedom to Speak Up
CLDT Community Learning Disability team
CST Cognitive Stimulation Therapy
OA Older Adults
ICN Integrated Care Network
SPA Single Point of Access
SLA Service Level Agreement
Link to trust strategy

Link to Board
Assurance Framework

The visits relate in a number of ways including:
• Staff morale and making Oxleas a Great Place to Work
• Safety
• Community and inpatient services
• Use of technology and agile working
The visits focus on risks around workforce, safety and sustainability
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Please summarise
implications for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Executive Summary

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 and
highlight issues such as social isolation.

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:
• Staffing difficulties including getting temporary medical staff in
role
• Cardiology pathway
• Hydrotherapy pool closure due to Covid-19 infection control
• Increase focus on community physical health services in internal
communications
• Access to space for telephone consultations
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Template for Non-Executive Directors’ board visits
Date of visit
7th March 2022

Service
Criminal Justice, Liaison and
Diversion

Attendees

Dean Grace-Hicks – CJLD team manager
Yildiz Albay – Forensic MH Practitioner
Caroline Kubi - Forensic MH Practitioner
Austin Porter - Forensic MH Practitioner
Dr Tom Clark – Deputy Medical Director
Lawrence Mack – Service Director
Nina Hingorani-Crain – Non-executive
Director

Brief description of service
Service outline:

The Criminal Justice Liaison and Diversion (CJLD) service covers the three boroughs of Bromley,
Bexley and Greenwich. The service provides practitioner cover 7 days per week- 8am-8pm in
Bromley and Bexley police custody. Practitioner cover in Bromley and Bexley Magistrates Court
Mon-Friday- 9am-5pm and Woolwich Crown Court, Mon-Friday- 9am-5pm.
CJLD practitioner’s role is to identify people who have mental health, learning disability, substance
misuse or other vulnerabilities when they first encounter the criminal justice system as a suspects,
defendants, or offenders.
The service can then support people through the early stages of criminal system pathway,
referring them for appropriate health or social care or enable them to be diverted away from the
criminal justice system into a more appropriate setting, if required.
CJLD services aim to improve overall health outcomes for people and to support people in the
reduction of re-offending. It also aims to identify vulnerabilities in people earlier on which reduces
the likelihood that people will reach a crisis-point and helps to ensure the right support can be put
in place from the start.

Overview of visit
As the mental health practitioners work within police stations and courts, the visit took place at
the Bracton. It was a positive visit: Dean provided a PowerPoint overview of the service and
additional detail was layered on to this by the practitioners.
The team came across as engaged, caring and proud of the service and support they provide to a
vulnerable group of patients at a stressful and important time.
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The team have wide referral criteria that, in 2019, expanded to all age vulnerability (i.e., >10 years
old). They receive approximately 300 referrals per month from multiple sources including service
users, family members, the police and other mental health providers. The outcome of the referral
includes screening, information gathering, sharing and advice and a full, in-person assessment in
50% of cases.
Their activity is higher than peer services in London which is a favourable comparison, and they
noted that it has increased during the pandemic: particularly regarding domestic violence cases.

Following assessment, patients may be referred to mental health services (e.g., home treatment
team) and, in a proportion of cases, for inpatient admission within the Oxleas acute bed base.
Feedback from partner organisation is positive and 94% of service users agree, or strongly agree,
that the service is helpful.

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

Issues raised

Action

Approved Mental Health Practitioner
(AMPH) interface:
The team report inconsistencies in AMPH
practice regardless of local authority. Their
assessment is a key step in the assessment
and potential section of an unwell service
user.

Following a peer
review on 9th March,
an NHSE
commissioner has
observed similar
experiences in other
services.

There is a perception that AMPHs will look to
delay assessment in order to handover
responsibility to a subsequent shift. This
manifests as inconsistencies in information
required to accept a referral, delays in
assessment, a refusal of assessment until an
inpatient bed is confirmed available or an
outright refusal to assess.

The commissioner
plans to invite the
lead AMPH for
London to attend the
L&D NHSE quality
meeting

Challenges in referring patients for Oxleas
inpatient admission:
The team explained that there are several
routes for referral, and they could be passed
to several of these for one referral. These
include patient flow, duty senior nurse and
bed management and this can cause time
delays. There is also a separate referral to
complete if a PICU bed is required.

To liaise with acute
and crisis directorate
– Aisling Clifford and
Dr Farid Jabbar to
review and optimise
referral process.

They highlighted that the singular point of
referral at SLAM is simpler and more efficient.

Assigned
To

Deadline

NHS E and to
be followed
up by Dean,
CJLD team
manager

Sept 2022

Dean, CJLD
team
manager

June 2022
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Template for Non-Executive Directors’ board visits
Date of visit

14 March 2022
10 – 12
Room FO8
Bostall House
Goldie Leigh
Abbey Wood
SE2 0AS
th

Service

CYP Inclusion Specialist School
Nursing Team and Children’s
Continuing Care

Attendees

Lisa Thompson – Service Director
Rachel Clare Evans - Exec
Sophy Procter – NED - Apologies
Sabitha Sridhar – Clinical Director

020 8294 3122
There are no
parking
restrictions

Brief description of service
Service outline:
The CYP Specialist School Nursing Team staff are mainly based in the special schools in Bexley and
Greenwich, they support all children with complex health needs to access education. The team is
made up of Nurses, Nursery Nurses and Health Care Assistants. They work closely with education,
therapists, families, and outside agencies to promote the health and wellbeing of the children.
The Children’s Continuing Care Team work closely with the CCG in Bexley and Greenwich to ensure
that the children receive care packages in line with the National Framework. Decisions regarding
continuing care packages are rigorous and quality assured by senior nurses and by joint Health and
Social Care Review Panels. The team is comprised of Specialist Nurses, band 4 and band 3 Health
Care Assistants as well as an administrative team. Both teams support with training in mainstream
schools to enable children to access mainstream educational settings. We support with complex
discharge packages from our local and tertiary hospitals, we also work with the hospitals to ensure
that our staff are trained to use all the equipment needed by the children in the community.

Outstanding issues from previous visit
None

Overview of visit
The teams talked about the care they provide to various Special Schools for children with a range
of complex health care needs, including autism, ADHD, epilepsy, feeding tubes, allergies, asthma,
oncology and some very rare conditions.
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The team develop excellent relationships with families and with schools, including liaising with
GPs, therapists and others to ensure that pupils can maximise their experiences at school. There
is extensive liaison with GPs as well as a range of agencies and specialist providers. The team does
as much as it can to take the pressure off parents. Where appropriate for the child, the support is
provided at the school, but may also involve home visits and support during the school holidays.

The team noted that it was more difficult to join up with the Children’s Community Care Team
since the departure from Wensley Close as they are now based at Acorns on the Queen Mary’s
Site. It was not easy to find spaces that were big enough to accommodate all the team.
Equipment all needs to be stored at Acorn’s so that it can be kept track of and properly
documented. The information is all captured in a written log and on a spreadsheet and it might
be worth exploring a technical solution. It can be cumbersome and demanding to be responsible
for the equipment for staff, particularly given the number of children team members are
responsible for in the special schools.
The team put on a comprehensive range of training for staff and for carers. They are developing
an excellent Clinical Skills Room that will enable carers to hone and test their skills before
deploying them in children’s homes.
We discussed the important services provided by the Continuing Care Team at night for families in
their homes by the team of carers. This was rewarding work, enabling staff to take care of
children with complex care needs overnight and allowing their parents or carers to have a proper
night’s sleep. It was necessary to work closely with parents to ensure that the clinical expertise
was combined with the parents’ insight to deliver the best care for the child.
The team expressed some frustrations with the service they were receiving from the HR team as it
felt as though there were delays in being able to access the advice needed. It was agreed that
this would be followed up with the team.
The team explored a number of opportunities for free training and wanted to understand more
about the training funding available, particularly for nurses. It was agreed that the Directorate
Management Team would provide more information about the sources available for professional
funding but also what could be funded from the Directorate. There was an appetite to develop
Nursing Associate roles that were specifically designed for children’s services.
The group discussed the hard work that is devoted to ensuring smooth transitions from children
to adult services. This work starts early so that the new teams can benefit from the expertise of
the children’s team, as well as preparing the child and the family for the transition.

For action
1. Rachel Clare Evans to follow up with the HR team about service responsiveness. By end
March 2022.
2. Lisa Thompson to share information about training funding and the different avenues
available. By end March 2022.
3. Lisa Thompson to follow up with the Head of Nursing for CYP, career opportunities for
carers and Health Care Assistants.
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Briefing for Non-Executive Directors’ Board visits
Date of visit

20 April 2022

Service and Location

Bromley Primary Care Plus (PCP)
Via Microsoft Teams

Attendees

Jane Wells, Director of Nursing
Stephen Dilworth, Non-Executive
Director
Helen Jones, Associate Service
Director
Antony Hawkins, Service Manager
Apologies:
Dr Kemi Mateola, Clinical Director
Lorraine Regan, Service Director

Brief description of service

Primary Care Plus (PCP) receives the referrals from General Practitioners (GPs) for people aged 18 –
64 years. A team member will carry out an assessment of needs and decide with the person which
part of the service will best meet their needs including the Anxiety, Depression, Affective disorders,
Personality disorders & Trauma team (ADAPT) and the Intensive Case Management Psychosis team
(ICMP). For non-urgent cases this decision is made within a 10 working day access target. The
previous two Bromley PCP East and West teams amalgamated to provide a single point for access in
Bromley.

Finance and Human Resources
Other relevant information
Outstanding Actions from the last Board visit

Overview of visit

We met several members of the team including the managers, Consultant Psychiatrist, doctor,
nurses, social workers.
The discussion included:
• Freedom to Speak Up
• Community Mental Health Hub
• 14-day target referral to decision
• Recruitment, retention and professional development
• Oxleas as a great place to work
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Freedom to Speak up
The team confirmed that they were aware of the Freedom to Speak Up arrangements in the Trust
and how to use them should they need to.
Community Mental Health Hub
The team were excited to be part of the transformation and establishment of community mental
health hub with other agencies including MIND. It will give them a chance to work closely. They
reported good support with the change programme from their managers.
14-day access target
The team usually meet their 14-day access target in 90% of cases (making contact with non-urgent
cases referred within 10 working days). The number of referrals has increased and is attributed to
Covid 19 increasing demand and sickness and absences in February and March. In January 2022
they received 642 referrals, in February 495 referrals and in March 470 referrals and the 14-day
target performance dropped. They have been supported to address the backlog of referrals which
were at 48.5% and plan to be back to nearer 90% by the end of the month.
There has been an increase in referrals for people with Autistic Spectrum Disorder (ASD) and
Attention Deficit Hyperactivity Disorder (ADHD) symptoms and Emotionally Unstable Personality
Disorder (EUPD) and depression. There are a greater number forwarded to ADAPT than ICMP.
They also see a lot of police Merlin notifications about vulnerable people. Currently PCP does not
offer any short-term interventions but they are hoping to as part of the community health hub to
intervene earlier whilst people are on the ADAPT waiting list thus reducing the need to refer some
clients to the ADAPT pathway were there are currently longer waits than we would want.
Recruitment, retention and professional development
Currently half of the team are locums. The locums feel that they need an incentive to consider
moving to substantive employment in Oxleas or the NHS to be competitive. This included pay
mainly but also accommodation and access to professional development. Antony Hawkins, service
manager, agreed to have some individual discussions with the locum staff to find out what they
would consider as the most helpful incentives. We thanked the locum staff for their commitment
and contribution.
Some staff voiced that retaining staff often includes softer incentives including feeling competent,
respected, adequately staffed but this was not always experienced in the team despite the
support for each other and from their manager as there is a focus on performance statistics and
morale is low. One stated that ”there is too much emphasis on statistics and we need to focus on
staff morale, patient feedback. There is no let-up”.
An example given was lack of access to continuing professional development. This was particularly
focused on London Borough of Bromley (LBB) seconded social workers. There is a limited amount
of LBB training available and social workers are steered only towards Approved Mental health
Professionals (AMHP) training. Despite being agreed in Personal Development Reviews (PDRs) s
for 4 years, the training has not come to fruition. Initially it was a case of finding the training but
more recently a funding issue. They would like more training in therapeutic care but have been
declined funding for courses e.g., in EUPD. There was a request for training and support with
compassion fatigue, how to manage referrals, trauma experienced daily, ASD and ADHD and a
safe space to reflect. The new Consultant Psychiatrist has a neurodevelopmental speciality
background offered to provide some teaching sessions to the team.
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The Section 31 with LBB is currently being reviewed and an action plan to implement in
development. Training will be a key part of this, and the access and funding issue has been
recognised. A task and finish group is being chaired by Grace John-Baptiste (Bromley head of
social care). The first meeting will explore training needs and is due to take place on 3 May 2022.
The team manager will be conducting a training needs analysis for the team The team was
encouraged to access charitable funds to facilitate an away day. They have been discussing this in
respect of a team away day for the community mental health hub with extended invitations to
MIND and the other agencies involved. This is being discussed at the transformation steering
group. An external consultant has been commissioned to support the cultural change
management. They felt that this opportunity needed to be more widely promoted across Oxleas.
The team would also like to access reflective practice to support with some of the compassion
fatigue and support needs identified.
Oxleas as a great place to work
The team were very positive about working for Oxleas. Their feedback included:
• “I came back to Oxleas as there is nothing better in terms of efficiency, the people, the
systems. A great Trust.”
• “I did all my (psychiatry) training in Oxleas and SLAM. My first consultant post in Oxleas
was an amazing experience. I came back to Bromley because my first job was with the
Bromley West Recovery team. It was a positive experience in terms of training and
support.”
• “I was impressed by the diversity at my interview. This is my 4th NHS Trust. Oxleas has
done so well with diversity and culture and building a fairer Oxleas. With BAFO we feel
more involved, more ownership and feel valued. Opportunities to develop are good.”
• “I love my job, the challenges and variety. Diversity is wonderful. I learn so much about
cultures, languages and individuals.”
The only downside expressed was the impact that Covid 19 has had in terms of limited
opportunities so far to get to know team members which they used to do over their team lunches.

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

Issues raised

Action

Away day

Consider an away day and
access to charitable funding

Training needs

Review of training needs

Recruitment incentives

Review of recruitment
incentives to encourage locum

Reflective practice

Consider investment in a
reflective practice facilitator

By who By when
Lorraine
Regan &
Helen
Jones
Lorraine
Regan &
Helen
Jones
Lorraine
Regan /
Helen
Jones
Lorraine
Regan /

30 June
2022
30 June
2022
30 June
2022
30 June
2022

164

staff to consider substantive
roles in the NHS

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

23 March 2022

Service and Location

Greenwich Memory Service
Via Microsoft Teams

Attendees

Jane Wells, Director of Nursing
Stephen Dilworth, Non-Executive
Director
Lorraine Regan, Service Director
Apologies:
Dr Kemi Mateola, Clinical Director
Peter Ley, Service Manager

Brief description of service

The Greenwich Memory Service provides assessment, diagnosis and treatment for people who are
experiencing difficulties with their memory such as dementia. They tend to see people aged 65 and
over, though in some cases they see younger people too. The team also offers support to families and
carers including a carers assessment if appropriate. The service operates in line with the National
Dementia Strategy and the Memory Services National Accreditation Programme and aims to ensure
that significant improvements are made to dementia services across three areas: improved
awareness, early diagnosis, and intervention, and to provide a high quality of person-centred care.
They provide specialist assessment and treatments where appropriate. The overarching principles
are to enable people to live independently in the community for as long as possible. Where this is no
longer possible, they aim to continue support by working in partnership with provider agencies. The
small team consists of clinical psychologists, special nurses, occupational therapists, nurses, a
psychiatrist, and an apprentice clinical associate psychiatrist.

Finance and Human Resources
Other relevant information
Outstanding Actions from the last Board visit
None

Overview of visit

We met Hannah Debenham (Team Manager), Pamela Simisola-Adeyenyi (Nurse) and Dr Monica
Crugel (Consultant Psychiatrist). They are a lovely team, highly enthusiastic and committed to
providing the best care possible for their services users, their families and carers. Hannah and
Pamela are new to the team and indeed Oxleas, and were praised as being amazing, energetic,
open and competent. They described the team as great with great teamwork. Likewise, they
praised Monica for her support.
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Challenges
1. Recruitment and retention: Nurses who are independent prescribers, Locum doctors with
experience of dementia diagnosis using waiting list money and limitations of having a
part-time consultant psychiatrist
2. IT support and timely access: to equipment and Rio for new staff including agency staff
Freedom to Speak Up Guardian
The team are aware of the service but said that they have not had a need to use it. They will
remind team members how to access information about it on the Ox.
Recruitment and retention
The team have been allocated waiting list money but have not been able to fill all the associated
posts. Fixed term posts are difficult to recruit to. It would be easier of the posts were substantive.
Ideally, they would like an additional part time doctor as there is the added burden of training
locums and then a high turnover rate. Greenwich has more complex assessments. They may
approach Bexley and Bromley to see if they can pool resources to improve recruitment. They have
good promotional materials and open days planned.
The team have been trying to recruit a nurse who is an independent prescriber to replace one that
has moved into primary care. This has been unsuccessful, so they are trying to recruit a band 6 to
develop into the role to make a band 7 upon successful completion of the independent
prescribing course. They identified that there is a perception that the independent prescribing
course is hard and that there is difficulty accessing a designated prescribing practice supervisor.
This is also exacerbated by the continuing professional develop cap for each nurse which no
longer covers the cost of the course requiring directorates to plug the funding gap. This will be
followed up to support by Jane. The team are sometimes able to get nurses who are independent
prescribers to work on the bank at weekends.
The team lost both of there administrators in August.
The Greenwich team have benefited from access each week to a Consultant Neurologist and a
Neuro-radiologist which is increasing the efficiency and quality of diagnoses.
Information Technology
A key cause of frustration and a reason cited for temporary agency staff leaving was timely access
to IT equipment and access to RiO which can take several weeks. The process is not straight
forward, and communication is all via the IT Helpdesk postal. They are not able to speak to
someone on the phone to expediate the process.
Waiting times
There is a 6-week target waiting time from referral to diagnosis. They currently receive 20
referrals and week but only have capacity to manager 14 of these a week. There is a backlog of 99
which they estimate will take 7 weeks to clear. The data on ifox is not accurate as there is a glitch
in Rio and the ifox report incorrectly records a referral to treatment time clock stop, even if the
contact has just been a telephone call. This is being addressed by the informatics team. This is a
similar situation to the memory services in Bexley and Bromley. The team have waiting list funding
but have not been able to get the temporary staff for all posts.
Face to face versus remote contacts
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Most contacts with service users and their families are face to face, especially for first contacts.
Families are less able to facilitate video calls now than they were earlier in the pandemic (now
back at work). They do find conducting telephone and video follow up appointment and
medication reviews work well. The quality of the video calls is good, and they are pleased that
they can make accurate clinical assessments via these calls which had been an initial worry at the
start of the pandemic.
South London Partnership – Young Dementia
The team have been advocating for a young dementia service since 2018 but this disappointingly
has not moved forward yet.
Admiral nurses
In December 2021 there was some indication from commissioners about money being made
available for Admiral Nurses. This has also not yet materialised.

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

Issues raised

Action

By who By when

Provide information of access Jane
to the Independent
Wells
Prescribing course and
education lead to Hannah
Debenham.
Provide information on access
to designated prescribing
practitioners for training
supervision to Hannah
Debenham
Raise the issue of additional
funding above the CPD nursing
cap (each nurse has £1000
over 2 years but the course
costs circa £3000) with service
director.

24 March
2022
Completed

Access to IT equipment and RiO for
agency staff

Raise issue with IT team to
expediate provision of
equipment and access to RiO
for new starters and agency
staff.

Lorraine
Regan

31 March
2022

Independent prescribing for nurses
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Board visits
Date of visit

28/02/2021

Service

Bexley CAMHS

Attendees

Sophy Proctor, NED
Rachel Clare Evans, Director of Strategy
Lisa Thompson, Service Director
Sabitha Sridhar, Clinical Director

Brief description of service
Service outline
Bexley CAMHS is provided by Oxleas NHS Foundation Trust offering a specialist multi-disciplinary
mental health service for individuals pre-birth to 18 years of age suffering with mental ill health.
The team forms part of a planned and integrated whole system approach to care that is delivered
in conjunction with in-patient, crisis and specialist services.
The services offered by Bexley CAMHS are based on evidence and best practice guidelines outlined
in national and local policies and quality standards is aligned to the core principles of the Children
& Young People’s IAPT framework (CYP-IAPT), also ‘Delivering With and Delivering Well’, the
transformation agenda, CQC Quality domains, Oxleas NHS Foundation Trust policy Care Programme
Approach (CPA), Care Management and Clinical Risk Assessment and Management.
The purpose of the service
Bexley CAMHS provides specialist mental health care for children and young people from birth to
18 years with their parents/families/carers. We provide specialist assessment and treatment for
children and young people with severe and enduring emotional, behavioural and mental health
difficulties. Specialist CAMHS has a responsibility to assist professionals working with children in
universal services to enhance the capacity and capability of these services to identify and provide
early intervention for children with mild to moderate mental health needs. This is provided through
support, advice, mental health consultation, training and joint clinical work. The service provides a
responsive, timely and accessible service, targeted at those children, young people and their
families who are most in need of specialist mental health services.
Bexley CAMHS is organised by a number of pathways with different functions which are
described as follows:
Routine Assessment and Treatment Pathway- Generic Team
This team provides for children and young people across the age range of birth to 18 who present
with severe and enduring mental health difficulties; signs and symptoms of a major psychiatric
disorder; active suicidal or self-harming ideas, attempted or actual self-harm under the age of 13,
somatic disorders or psychosomatic difficulties and extreme trauma. A service for under 5’s is also
provided in accordance with the eligibility criteria.
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Functions:
i) To provide assessment and uni-disciplinary and multi-disciplinary clinical interventions for
children, young people, their families and carers with moderate significant and enduring mental
health difficulties. The clinical work is short and longer term provided on an outreach basis, close
to home in non-stigmatising settings where appropriate.
ii) To provide care in partnership with the child’s caring network – to advice and support where
necessary.
iii) To provide mental health advice, consultation, training and support to professionals working
with children in order to enhance the capacity and capability of those professionals / services to
identify mental health problems and provide early intervention of mild to moderate mental
health difficulties.

LD / Neuro-developmental Pathway
Functions:
i) To provide clinical assessment and treatment for children or young people whose primary
presentation relates to a learning disability or neuro-developmental disorder including ADHD,
ASD or tourettes, and according to the CAMHS eligibility criteria and the eligibility criteria
contained in the Service Specification for the Aiming High Psychology Service. It is envisaged
that for children with co-morbidity, there may be the need for joint working across teams.
ii) To provide mental health advice, consultation, training and support to professionals working
with children with learning disabilities and neuro-developmental disorders in order to enhance
the capacity and capability of those professionals / services to identify behaviour / mental
health problems and provide early intervention of mild to moderate difficulties.
The Looked-After and Adopted Children Pathway also includes the Under 5’s and Infant and
Parent Mental Health Pathway
Functions:
Looked After and Adopted Children
i) To provide mental health assessment and treatment for adopted and looked-after children and
young people who have mental health difficulties along with their families and carers. To
provide care in partnership with the child’s caring network. To provide mental health advice,
support, consultation and training to professionals and carers involved in working with LookedAfter children in order to enhance the capacity and capability of those professionals/carers to
be sensitive to the mental health needs of Children that are looked After.
The LAAC team provide a service to all Looked-After children/young people referred regardless of
the placing authority and adopted children.
Under 5’s and Infant Mental Health
i) To provide an assessment and intervention service for pre-birth to 5 years and their
parents/carers, who are in need of a mental health service. That is, children/parents with
moderate to severe and enduring emotional, psychological and mental health difficulties.
ii) To provide consultation, training and education working with this client group
Intensive Adolescent Pathway
Function:
i) To provide a rapid response assessment and treatment service with intensive interventions to
young people between 12 and 18 years of age, who experience significant or acute mental
health difficulties.
ii) To support young people to remain in the community where possible and for those who are
admitted to inpatient care, to facilitate early discharge to community services.
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iii) To provide consultation, support and work in close partnership with professionals and carers in
the young person network.
Community Health & Well-Being Service (CHeWS)

This service was developed as part of the Bexley Transformation Plan
Functions:
i) To provide community outreach from CAMHS professionals, integrated with the children’s
network
ii) To provide specialist mental health advice, consultation and training to the network of
community children’s services, particularly schools and evidence-based, outcomes focussed
interventions to children and young people with emerging mental health difficulties.
iii) To provide timely advice to facilitate early identification, support community resilience / offer
self-help and management strategies, referral, joint assessments and co-working.
iv) In-reach to schools will create a system to support children and young people with psychological
difficulties that impact on their learning, attainment and participation in school life.
v) To triage (with the use of psycho-metric measures), advise, signpost, provide targeted
consultation to parent and school and formulate plans for maintenance/ relapse prevention or
step-up/ referral on; the precise nature of this help will be tailored to the needs of the children,
young people and the school staff.
Mental health in Schools team
Three core roles of MHST
1. Delivering evidence based interventions for those with mild to moderate mental health
issues.
2. Supporting the senior mental health lead/s in each education setting to introduce or develop
a whole school or college approach to mental health and wellbeing.
3. Giving timely advice to school and college staff, and liaising with external specialist services,
to help children and young people get the right support and stay in education.
Cover 22 primary and secondary schools, have been received very well.
Key personnel:
We are currently going through a service re-modelling, using the THRIVE Model.
We have long waits across the service
Difficulties with recruitment and retentions.
IT- Mobile phones are in demand
Hot desking, and Hybrid working- are difficult for some clinicans
Practical arrangements: address/parking/contact number etc
Due to social distancing and balancing office space, we are working on a rotational basis with the
list teams above coming in our there specific days to prevent overcrowding and managing room
capacity.
No parking issues, bays are free and available to use on first come first serve
0203265200

Overview of visit
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We enjoyed an excellent visit to the Bexley CAMHS team. It was an engaged and constructive
discussion.
We discussed the significant impact of long-waiting times – how it affects patients, acuity, morale
and staff retention. We discussed the plans that are in place to make improvements going
forward and whether any more could be done.
The team are undergoing a change programme to introduce the THRIVE framework into the
service. A quadrant approach is in line with best practice and enables resources to be allocated
where they are most needed. As with all transformation, the change has created some
uncertainties for team members but there has been extensive engagement and communication to
support this work. The more that this approach could be aligned across the borough, the better.
The group reflected on the challenges of LBB’s financial situation generally and also the recent
withdrawal of funds from the service. The more money that could be invested in prevention and
support, the better.
There is considerable pressure on space in the building. The teams have developed plans to make
best use of the space, but they continue to struggle to identify the space they need as and when
they need it for patients. Pressure on space has been a concern since they moved into the
building, and this will continue to be compounded by the increase in recruitment. People working
remotely has provided a temporary fix during Covid, but this is not a longer-term solution.
There is also a particular challenge for the Mental Health in Schools team, who need a regular
space to be identified for them to be able to meet as a team.
The team has been doing some excellent work on patient experience and involvement, including
feeding into the design of Oxcare, Zero Delays. We discussed the Oxleas Strategy building block
on patient involvement and the work being led by Neil Springham. The importance of recognising
the needs of this specific patient group was highlighted – including how we capture the views of
children, not just their parents / carers and gathering views of those who may be non-verbal.
We discussed Building a Fairer Oxleas and the need for middle-managers to keep issues about
race and equalities on the agenda. There are a range of training opportunities accessible on the
Learning system – about inclusive leadership, race, microaggressions, gaslighting and more. We
heard that clinicians are sometimes worried about raising issues for fear that this will have an
impact on their career. We highlighted the different avenues for raising concerns that are
confidential – including through the Guardian Service.
We also discussed the impact on staff when patients are racist in their language or refuse to be
treated by particular staff members, e.g. because of the colour of their skin. We emphasised that
the ‘It’s Not OK’ programme applies both to acts of violence and to racist or homophobic abuse
etc. The policy is clear about how this should be approached.
We discussed the importance of thinking about the needs of children and young people when we
design IT improvements for the trust, so that CYP patients can benefit from improvements
relating to Oxcare, e-prescribing etc. within similar timescales to adult patients.
Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress
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Issues raised

Action

Mental Health in Schools
team needs a regular space
where they can meet as a
team
Space constraints within the
building

Liaise with Estates team to
establish a block booking on a
fortnightly basis for the team to
come together
Raise at the regular CYP / Estates
meetings about the space
pressures
Circulate the link to the
opportunities
Circulate the information about IT
personas and revisit the phones
available after the service transfer

Raising awareness of the
BAFO training sessions
Insufficient access to
phones, meaning that staff
are using their personal
mobile phones
Raising the profile of the ‘It’s
Not OK’ work

Circulate the ‘It’s Not OK’ posters
about violence and aggression for
local display

Assigned
To

Deadline

Lisa Thompson

End-March
2022

Lisa Thompson

End-March
2022

Rachel C Evans

Mid-March
2022
End-March
2022

Lisa Thompson

Rachel C Evans
/ Lisa Tan

End-March
2022
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Board of Directors
5 May 2022

Item
Enclosure

19
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

For the Board’s information

Link to trust strategy

Updates on the strategy are shared with the Council of Governors

Link to Board
Assurance Framework

N/A

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

Board is asked to note:
• Activities of the Governors over the past two months
Not applicable
No
NED non-executive directors
SEL ICS – South East London Integrated Care System
MSK - musculoskeletal

Governors are informed of quality developments through meetings and
virtual visits to services.
The report mentions the governors’ involvement in appointing external
auditors.
The membership committee aims to ensure a diverse range of people
are involved and represented in the organisation.
Governors took part in service user/carers engagement programmes
and have had updates on priority three Great Place to Work.
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Executive Summary

EXECUTIVE SUMMARY
Since the last Board meeting, the Council of Governors have been
involved in a range of activities including:
17th March - Council of Governors’ meeting
The informal pre-meeting included an item from Jo Stimpson talking
about the Senior Independent Director role and an update from Sue
Sauter, Lead Governor, on a recent South East London Integrated Care
System (SEL ICS) engagement event.
At the formal meeting, the following items were discussed:
• Strategy update – priority three Great Place to Work
• Oxcare – patient online health record
• Quality Management Framework
• NED appointments
• External auditor appointment
• Membership Committee update
23rd March
The Membership Committee met and heard updates on the working
groups - Communications; Engagement with and representing
members and the public; Young People and Forensic and Prisons.
25th March
Virtual update meeting with Lorraine Regan and colleagues from Adult
Community Mental Health Services
4th April
Virtual update meeting with Lorraine Regan and colleagues from Adult
Learning Disability Services
The next service director meeting is due to be held on 12th May with
Sarah Burchell and colleagues from the Adult Community Physical
Health Services. It is planned that this meeting will focus on MSK
teams in both Bexley and Greenwich.
11th April - NHS Providers Governor Workshop
Three governors were able to take part in the NHS Providers Governor
Workshop where they were updated on the GovernWell governor
support programme, received a presentation on system working and
collaboration and the role of foundation trust councils of governors
within that, together with a general NHS update focussing on the
national perspective. The three presentations given and links to other
items that came up in discussions have been circulated to all governors
for their information.
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Governor awayday
There were not sufficient numbers to hold a Governor awayday in May
so dates in October are being considered to give newly elected
governors the opportunity to join and get to know the other governors
informally.
Governors have also been invited to take part in the following:
•

•

a session to learn more about joining the Service User and Carer
Engagement Group for the Community Transformation
Programme for Greenwich and Bromley.
the GLAD (genetic links to anxiety and depression) study

Local Healthwatch feedback reports for Bromley and Greenwich were
shared with governors for general information. The reports did not
contain information relating to Oxleas but gave governors insight into
experience of other health services in the area.
The Governors' Review of 2021 was shared with members and sent
direct to governors on 3rd March. This is also on our website.
Additional information/analysis
Council of Governors’ minutes.
Action required
The Board is asked to note the report.
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Board of Directors
5 May 2022

Item
Enclosure

Subject
Author
Accountable Director
Confidentiality/
FOI status

Board meeting review
Sally Bryden, Associate Director and Trust Secretary
Andy Trotter, Chair
Public

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

For the Board to note and consider the proposal

Link to trust strategy

Making good use of digital facilities and sustainability

Link to Board
Assurance Framework

N/A

20
-

There is a need for the Board to make decisions in an open and
transparent way. Enabling members of the public to observe Board
meetings supports this.
Not applicable
No
NED non-executive directors

Please summarise
implications for:
Quality

Effective board meetings support quality governance

Finances

Effective board meetings support financial governance

Equality analysis

By broadcasting and recording board meetings and making this widely
available, the proposal aims to enable a diverse range of people to
observe board meetings.
By broadcasting and recording board meetings and making this widely
available, the proposal aims to enable service users, carers and staff
members observe discussions.

Service users/
carers/staff
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Executive Summary

EXECUTIVE SUMMARY
During the pandemic, we moved to holding Board and Executive
meetings remotely. To maintain members of the public being able to
observe our Board meetings, we have broadcast these meetings live
and then shared recordings via our staff intranet and public website.
We have continued with the facility for members of the public to raise
questions and our Council of Governors have continued to observe
meetings and hold pre-meets with our non-executive directors.
Having held meetings in this way, we have now undertaken a review to
consider how we should hold meetings in the future as Covid social
distancing restrictions lesson.
We undertook a survey of Board directors, Executive team members
and the Council of Governors.
We have also reviewed viewing figures of broadcasts/recordings of our
meetings and note that this is significantly more than the number of
members of the public who used to attend meetings when they were
held in public.
Survey feedback
We had 38 responses in total - 7 NEDs, 13 Executive Directors and 18
Governors.
95% do not want to return to holding all meetings in person and there
was a preference for holding meetings virtually unless there was a
good reason to meet in person.
The benefits of virtual meetings were given as:
•
•
•
•
•
•

saves time and venue cost
more convenient
better for environment
better for shorter/routine meetings
can be easier for people to access
if Covid cases rise, it would avoid cross-infection

The benefits of face to face were given as:
•
•
•

helps relationships to develop
better for longer meetings
good for networking
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The use of hybrid meetings, where some people attend in person and
some virtually, was less popular. It was suggested that this can work in
certain circumstances but does have practical difficulties.
Members of the public being able to observe virtual meetings does rely
on them having access to technology. However, in-person meetings
require people to be able to travel to the venue. As the Covid social
distancing restrictions have lessened, we could overcome the access to
technology issue by offering members of the public the opportunity to
come to one of our sites to observe the meeting if they wished.
Recommendation
Based on this review, the following is recommended:
1. Continuing to hold formal board meetings, executive meetings
and board sub-committees virtually.
2. Holding board awaydays in person (with option for virtual
presentations where needed)
3. Continuing to hold Council of Governors' meetings virtually with
an annual Governor awayday in person (this will also be taken
to the Council of Governors for decision).
4. Hold annual members' meetings in person and create other
opportunities for members to interact with the Board and
Executive team at events in person.
Additional information/analysis
The survey report is available.
Action required
The Board is asked to agree the recommendation.

