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149th Meeting of the Board of Directors
10.30am, Thursday 2 September 2021
By Teams
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Interim
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Chief Operating
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Performance

Oxleas Strategy 2021-24
• Priority one – zero delays
• Building block three –
creating a safety and
learning culture
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building blocks two and three
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implications

Jane Wells,
Director of
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Governance
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implications
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Director of
Nursing
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Risk Annual Report

To note and consider any strategic
implications

Susan Owen, Risk
and Governance
Manager

Committee reports

20 mins

Performance and Quality
Assurance Committee

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

Quality Improvement and
14
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To note the contents of the report
and agree any strategic implications

15
Business Committee
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To note the contents of the report
and agree any strategic implications

13
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Medical doctor
18
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19
Audit and Risk Assurance report
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Health and Safety Oversight
20
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To note the contents of the report
and agree any strategic implications
To note the contents of the report
and agree any strategic implications
To note the contents of the report
and agree any strategic implications
To note the contents of the report
and agree any strategic implications
To note the contents of the report
and agree any strategic implications

Yemisi Gibbons,
Non Executive
Director
Amlan Basu,
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Director
Jo Stimpson,
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Director
Jo Stimpson,
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Director
Nina HingoraniCrain,
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Director
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Director
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21

Board visits reports

p403
22
Council of Governors update
p429

Governance

Quality and
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Quality and
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and performance
Strategic
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Governance

Governance

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

Andy Trotter
Chair

Quality and staff
engagement

To note the contents of the report

Andy Trotter
Chair

Governance

ANY OTHER BUSINESS
REVIEW EFFECTIVENESS OF MEETING
DATE OF NEXT MEETING
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149th Meeting of the Board of Directors
10.30am, Thursday 2 September 2021
By Teams

AGENDA
The next Board of Directors Meeting will take place on:
Thursday 4 November at 10.30am
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Board of Directors
2 September 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

2
2

Minutes of the Board of Directors’ Meeting held on 1 July 2021
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

Report Summary

Minutes of the Board of Directors’ meeting held on 1 July 2021

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

For approval

Recommendation

The Board is asked to agree the minutes as a true record of the meeting.
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148th Meeting of the Board of Directors
Minutes of the meeting held on Thursday 1 July 2021 at 10:30
Virtual meeting held via MS Teams
Board of Directors
Andy Trotter
Steve Dilworth
Jo Stimpson
Yemisi Gibbons
Steve James
Nina Hingorani-Crain
Suzanne Shale
Matthew Trainer
Iain Dimond
Rachel Evans (RCE)
Azara Mukhtar
Jane Wells
Dr Ify Okocha
In attendance
Sally Bryden
Alison Furzer (AFu)
Rachel T Evans (RTE)
Dr Abi Fadipe
Dr Ton Clark
Patsy Fung

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

Lawrence Mack
Susan Owen

Trust Secretary and Associate Director of Corporate Affairs
Director or Informatics
Director of Esates and Facilities
Deputy Medical Director
Deputy Medical Director
Directorate Lead Occupational Therapist - Forensic and Prison, Head of Profession Occupational Therapy and Trust Lead for Allied Health Professionals – AHP
Service Dirctor, Forensic and Prison Services
Risk and Governance Manager (minutes)

Observing governors
Lesley Smith
Richard Diment
Sue Sauter

Service user/carer: Bexley Adult
Appointed: Bexley Council
Public: Bexley

Item Subject

Action

1

Apologies for absence
• Neil Springham, Director of Therapies
• Amlan Basu, Non-executive Director
Declarations of interest
• None declared.

Noted

2

Minutes of last meeting
Pending amendments submitted in advance of the meeting, the minutes of the meeting on 6
May 2021 were declared as an accurate record.

Approved

3

Matters arising
Progress against actions was noted. No further matters arising were raised.

Noted

4

Board Assurance Framework
As discussed at previous Board meetings and the Audit and Risk Assurance Committee, work
continues to review risks though board sub-committees, with a view to bring a fully revised
version to the Audit and Assurance Committee in September 2021 and then to the Board in
November 2021.

Noted
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Item Subject

Action

It was noted that the risk relating to ligature risks has been reduced to a low risk for adult
and older adult mental health services, as mitigations are in place and the trust received a
positive report from the CQC. It has been proposed that a new risk is opened for ligature
risks in prisons services in light of learning from an incident at HMP Lewes (not an Oxleas
service).
JS – Is there more information on the incidents at HMP Lewes?
SB – The report is in the public domain and can be shared with the board.
SD – Regarding risk 1461, are we confident that we are capturing all incidents relating to
violence, aggression and discrimination towards staff?
RCE – This is being reviewed by internal audit. Support systems are in place.
5

Chief Executive Report
Noted
MT presented the chief executive report. The link between Covid-19 case numbers,
hospitalisations and deaths is breaking and there is an increase in non-Covid pressure. We
continue to encourage staff to be vaccinated. The CQC re-inspected older adult wards in
April; the service responded well to the action plan and there is a strong sense that we have
a culture of learning. We have reached the first anniversary of the Building a Fairer Oxleas
programme. We have learnt from the impact of Covid-19. Staff need to feel that they are
respected and treated fairly. A new NHS Act will become statue when the ICS comes into
effect and we should seize the opportunities this presents.
SS – We will need to plan for Covid-19 as an endemic rather than as a pandemic. How are
we developing a strategy for this?
MT – Acute and primary care trusts are reporting pressures and we are seeing pressures in
our services, but these are not Covid-19 related. We will need to maintain some of the
advances we have made, such as Home First. Resources do not match demand and the new
CEO of the NHS will need to address this. We can manage surge demand, but we should be
more concerned about the next five years.
AM – We will need to re-balance our infection prevention and control services. Other trusts
have an on-going cost impact due to environmental changes. Some of the service provision
changes and new ways of working will need to be landed soon and this will be a challenge
over the next six months.
MT – We know how to manage infections and outbreaks, but the costs of managing these
will increase. We also need to consider the impact of staff on wearing PPE, testing and
vaccinations.
IO – 80% of staff have had first dose of the vaccine and 65% have had the second. We expect
the government’s intention that over 50’s should be prioritised for the Covid-19 booster
vaccine and the flu vaccine. We will also need to consider the workforce in our bedded
services.
SS – The concern has been the impact on in-patient staff, who have worked very hard.
MT – Staff are reflecting on the work undertaken in the past year and there are many good
examples, such as Birchwood Clinic.

6

Operational update and integrated performance report
ID presented the Operational update and integrated performance report.
Covid-19
As of today, there are no Covid-19 cases on our wards. In prisons, the number of cases
remains low. There are 28 staff absent with Covid-19 related issues of which three have a
confirmed positive diagnosis. We are reviewing the future of the ICC. We will need maintain
a central focus on testing, vaccinations and PPE. Covid-19 vaccines will need to
operationalised as we do with the flu vaccine.
Dashboard
We are keeping a close watch on the following exceptions.
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Item Subject
72-hour follow up for self-harm: We are starting to see an improving trajectory and have
undertaken work on reviewing the process. Good practice is already in existence, but we do
need to tighten the system of assurance and how the executive has oversight.
Care plans in prisons: This is at 67%, so is improving. This has been impacted by Covid-19
restrictions in prisons.
Intermediate care beds: There have been periods of both over and underoccupancy, and we
are going through a process of addressing this, including Home First being less reliant on
intermediate care and increasing the community offer.
Complaints: We are considering a full review of the approach. NS has drafted a paper, which
will be taken to the Executive Team and the Performance and Quality Assurance Committee,
prior to the board.
CPA reviews: This has been impacted by Covid-19. Whilst this remains an area of concern,
there is a sense that it is improving.
Referral to Treatment: This has also been impacted by Covid-19 and we are taking a strategic
approach.
SS – It is positive to see the data on 72-hour reviews and hope to see that that the
improvement will be sustained.
SJ – The plans for intermediate care and Home First are dependent on recruiting staff to
work in community teams. How will we achieve this?
ID – The Home First boards for each borough will undertake an evaluation. One of the
challenges is the complexity and acuity of presentation. The availability of therapists is an
issue. District nursing continues to be a cause for concern. We are looking at what we can
do differently and how we apportion resources.
SD – Do we need to consider if we are getting too much information? Do we know why
some recruitment campaigns are more successful than others?
ID – I would welcome a discussion on the level of detail; we want to give concrete examples.
The success of the ASD recruitment campaign could be due to the timing. For bed
occupancy, we have a tight centralised processes, but this takes up a disproportionate
amount of time. There are more detained patients in Bromley and Greenwich. Some of the
complexity is that there are no alternatives. We are running learning events with senior
leaders, with a focus on delays.
AM – What is the timeframe for further rollout of digital inclusion and can this be escalated?
ID – This will take at least another six months. We have had positive comments from service
users and this is indicative how some more marginalised groups can be empowered.
JS – Have we assessed impact on district teams and is this material? Is there a chance we
will receive some of the elective money?
AM – We are not able to access this. We do need to address with the ICS as a whole.
HMP Wandsworth
The board received an update on death in custody incidents at HMP Wandsworth. This is the
largest in prison in Europe, with a population of 1600. The trust is the main contractor and
provides primary care. Mental health and substance misuse services are sub-contracted to
SLAM. The number of incidents is a cause of concern to Oxleas, SLAM, the prison governor
and NHSE. We are treating the most recent incident as a board level inquiry, and the two
prior to that will be incorporated into the same inquiry. ID will be joint chair with the COO
from SLAM. We are taking immediate action to ensure that the service offer is safe. LM is
establishing relationships with SLAM and meeting with his counterpart on a regular basis.
The Operational Manager has drafted an action plan. This will be monitored through the
Performance and Quality Assurance Committee.
SS – Are we approaching these incidents with the same degree of assiduousness as we would
in mental health wards, with rapid alerts on learning?
ID – The are concerns about the mental health offer as the acceptance criteria can lead to
inconsistencies. There are weaknesses in the model for those with low level mental health
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Item Subject

Action

needs; these can be exacerbated by being in prison. We want SLAM to implement the health
and well-being model and there is a question as to the extent that they are able to do this.
The financial settlement was reduced as part of mobilisation contract and this was raised as
an issue by SLAM. This was increased last year so SLAM are in a position to deliver the
specifications of the contract. This has been escalated and will be monitored. The governor
and NHSE are supportive of our approach.
SD – Is HMP Wandsworth offering anything similar to well-being model in HMP Swaleside as
this was a clear success?
ID – This has not been operationalised to the extent that we wanted it to be. The financial
issues have been resolved and we are looking at recruitment. The Service Manager for Kent
Prisons has contributed to the HMP Wandsworth action plan.
SD – Does this need to be raised chair to chair?
ID – The COO at SLAM is fully supportive. I will continue this conversation and raise with MT
if it needs to be raised with CEO.
MT – We have contractual relationships and SLAM is an important partner, but we need to
make sure that the men in the prison get the right level of service. We are constrained by
the environment and number of prisons officers available to support. I will discuss this
informally with the CEO at SLAM. We are a good provider of prison healthcare and we have
a positive relationship with the COO at SLAM. There has been no resistance. The best option
is to get the offer back to where it needs to be and we will continue to follow up.
SS – It will be helpful to see the action plan. Does this take account of the most recent
research, such as that undertaken by the Samaritans?
ID – I will raise this with colleagues. The Operational Manager at HMP Wandsworth has a
priority focus on this and has the authority to adapt as the circumstances needed.
IO – We will need to ensure that the SLAM board are discussing this also.
AT – In terms of Board assurance and information received, SJ has been asked to undertake a
review of how we operate, how we learn from other trusts and how we use data. This will
be circulated to NEDs and executives for comments.
7

Oxleas Strategy 2021-24
Great Out of Hospital Care
AFa gave a presentation on Great Out of Hospital Care. Greenwich CMHTs have the largest
caseload in London. We are looking across the system for community mental health and
community physical health, and we need to have a framework for making changes and
oversight. The projects are developing and we are looking to understand where the gaps
are. The focus is on making a difference to groups of individuals, and communications and
engagement.
YG – It is encouraging to see the progress. What is the main unexpected challenge?
AFa – The way in which activities are interlinked and the vast amount of work taking place.
SD – This is a great initiative. Do we need to get better at communicating with families and
carers? Is it quite so appealing to them and how can we manage this?
AFa – Families and carers tend to be concerned about the support they are offered and
making sure they have the best possible outcome for the patient.
MT – We need to reflect that not all families react well to someone coming home early from
hospital. This is a difficult balance in a constrained environment.
ID – Families do not always agree with the assessment and this does stress the need for good
engagement.
SS – We should not forget the need for respite care. What are our measures of success?
AFa – Caseload numbers will be important. Referrals to primary care will be a national
indicator.
IO – Families need respite but care in the community is often the best option for the patient.
There will be many measures, including the quality of care.
SJ – Do we have the capacity to achieve all of this?
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Item Subject

Action

ID – We need to ensure that the governance is proportionate and consider how we use
existing programmes to support this.
Quality management
IO presented an update on quality management. This was discussed at the December 2020
strategy day. The report to the board gives an update on progress, next steps and measures.
JS – How does this approach mean that we can sustain this in the face of other challenges?
IO – We will use assurances such as the Improving Lives visits and i-fox dashboards.
SS – There is considerable overlap between this and safety. The Quality Management
Framework sets a good approach for safety management.
JW – This is being taken forward through the patient safety group. This will underpin our
approach to learning and the experience of how we keep people safe.
Increasing Digital and Remote Services Delivery
We are working with the zero delays and great out of hospital care workstream leads to
ensure that there is a digital offer. The success measures will be a focus in our KPIs.
SS – We have agreed to increase digital delivery. We need to consider family access and how
we use digital tools to enable families to support the patient.
8

Directorate re-organisation update
ID presented an update on the directorate re-organisation. The paper sets out the changes
we are proposing to make, the case for change, and the principles we are working to. The
target date for completion is 27 September 2021. We have appointed to service director
roles and are in the progress of appointing to clinical director roles. A consultation is in
progress for senior management, administration and business support roles. AM is leading
work on business and service improvement functions across all directorates.
JS – How are we addressing finance and budgets?
ID – We have built enough time to do this around the staff consultation. The finance team
are part of this discussion.
AM – This is important given the complexity of the planning arrangements. The structure is
already in place on the systems so can be switched over quickly.
SD – It would be helpful for this to come back to the board in September 2022 to see if the
improvements have been made.
YG – Have we anticipated challenges that could affect rollout, such as the ICS and Covid-19?
ID – We do not anticipate this. Service directors are fully sighted on work to ensure that
there is business continuity. We are working to reassure place-based colleagues and looking
at the best way of managing quality and performance. A communications plan is underway
so staff and stakeholders understand that rationale and the benefits.

9

Freedom to Speak Up Guardian Report
Noted
RCE presented the Freedom to Speak Up Guardian Report. The number of cases is in line
with expectations for an organisation of this size and also consistent with expectations in
terms of gender and ethnicity. Safety issues have been raised and we need to understand
these. We have a good reputation in terms of senior leaders taking concerns seriously. We
are developing leadership programmes to address issues of front-line managers making staff
feel that they are not being heard.
NHC – Are there particular issues? How do we learn lessons for other areas of the trust?
RCE – Some are in the process of being investigated, but we have responded promptly. We
will bring an update to the Workforce Committee in September.
SJ – The regular meetings are helpful. The Guardian Service is a responsive organisation. It is
concerning that staff do not feel listened to. We need to concentrate training on first- and
second-line managers.
RCE – The focus is on band 6 and band 7 mangers.
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Item Subject

Action

SS – The report from the Guardian Service refers to staff having ‘neither courage or
opportunity’ to raise concerns. This is not related to a lack of courage, so the wording
should be reviewed.
RCE – I will address this with the Guardian Service.
SD – We received a favourable report from KPMG. On the next report, should we see that
level of concerns for Bromley will reduce?
RCE – We do sometimes see a cluster of new cases when a person has a good outcome, as
they share this with their peers.
10

Safe Staffing Report
JW presented the safe staffing report. Staffing levels are monitored in real time and flexed
to meet acuity and demand. Managers use professional judgement to make decisions. Care
hours per patient anomalies are being investigated by the finance, HR and roster teams.
SD – Is the Tarn Ward an area of concern?
JW – This remains an area to watch closely.
NHC – This data illustrates the difference between real time and point in time reporting. We
need assurance on the system issues and the extent to which they align with each other.
JW – We have a new member of staff in the HR team who leading on this. We are confident
we can address this.

11

Mortality Surveillance Committee Report
Noted
JS and JW presented the Mortality Surveillance Committee Report. Of the 350 deaths
reviewed, most were expected. The pandemic has impacted in an increase in end of life care
in Eltham Community Beds. There are lessons to be learned on engaging support networks
and the vulnerability of people in prisons. Nationally, there has been an increase in suicides
during the pandemic and we remain vigilant on monitoring this.
SJ – For deaths in ALD services it is important that we remain inquisitive about DNARs.

12

Performance and Quality Assurance Committee report
YG presented the report from the Performance and Quality Assurance Committee. Most of
the points have been covered elsewhere in the agenda. The committee has received robust
presentations from services on their quality governance and assurance processes. The
committee approved the QIA assessment process, with the element of a NED-led review.

Noted

13

Quality Improvement and Innovation Committee report
IO presented the report from the Quality Improvement and Innovation Committee. We are
now considering who else might benefit and how we learn from projects. Work to involve
service users continues and Qi is being aligned to our values.

Noted

14

Business Committee report
JS presented the report from the Business Committee. As part of the H1 ICS plan, Oxleas
needed to underspend by c£3m to ensure we meet the breakeven plan. The committee
received an update on prison bids. It was noted that the trust is seeking further information
and advice on the Bridges debt.

Noted

15

Partnership Committee report
JS presented the report from the Partnership Committee. The committee did not meet in
June. The trust participated in an SLP strategy day. There was a positive LGT Partnership
Board meeting on 18 June and relationships are developing well.

Noted

16

Infrastructure Committee report
SS presented the report from the Infrastructure Committee. Anti-ligature work has been
further delayed due to a delay in accessing materials and the fact that the PFI is demanding
letters of assurance. We are seeking legal advice. In the meantime, we have assurance that
robust clinical risk management is in place.
MT – We may need to consider if we should intervene at a higher level.

Noted
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Item Subject

Action

JS – Are we able to undertake the work ourselves?
RTE – There are risks if we were to undertake the work ourselves. The complexity is that our
letter would be to Kings as we do not have relationship with the PFI provider. They are
prepared to provide the assurance letter but delay is with their lenders, who are not sighted
on safety. A letter from our legal advisors would help.
AT – Should we raise this with NHSE?
SS – It would be helpful to understand the nature of the legal advice.
MT – Is liability in scope of the advice?
RTE – I will follow this up.
17

Workforce Committee report
NHC presented the report from the Workforce Committee. AFa has joined the committee to
ensure a focus on medical workforce issues. The committee received the report from the
Guardian of Safe Working. The trust has a low fine rate compared with other trusts. The
committee is taking forward the action on access to RiO for agency staff. The committee
reviewed the detail of the Recruitment Policy; all interview panels must now include
someone from a BAME background. The gender pay gap moving in the right direction.
There is no gap for medical bonuses; this is a set by national policy but determined locally.
AT – Was there an issue with the panel for a recent NED appointment?
MT – The panel was not as diverse as we would like it to be as some of the members were
representatives from partner organisations. Our own panels were more diverse.

Noted

18

Audit and Risk Assurance Committee report
SD presented the report from the Audit and Risk Assurance Committee. The committee
received the audit findings report from Grant Thornton, which gave an unmodified opinion.
It was noted that the valuations methodology had changed over the years and going
forward, there needs to be consistency. It was noted that materiality was increased to
£7.8m and the triviality threshold remained at £300k. Since the paper was drafted, the
annual report and accounts have been signed-off and submitted to NHSE/I. The value for
money (VFM) report will be completed at the end of July. The committee received the Audit
Annual Report and Head of Internal Audit Opinion 2020/21 with an overall opinion of
significant assurance with minor improvement opportunities. It was noted that Oxleas
compares well to the rest of the sector. For the internal audit of quality governance, the
committee welcomed the recommendations relating to a quality improvement culture.

Noted

19

Health and Safety Oversight Committee
SB presented the proposal to establish a board sub-committee to support the
implementation of our Health and Safety Strategy and ensure comprehensive oversight of
health and safety performance. This will work in parallel with our existing Workforce
Committee but create space for dedicated discussion of health and safety issues.
The Board approved the establishment of the new committee and the terms of reference.

Approved

20

Board visits reports
Noted
YG – Informatics: No areas of concern were identified.
JS – School Nursing: This is a good team who have adapted well to Covid-19.
AT – JET team: A great team and good partnership working.
RCE – District Nursing teams: These teams remain under pressure.
MT – The Executive Team has looked into the ultra-low emission zone (ULEZ) issues and has
agreed to support staff who are required to travel into the ULEZ for work for one year. We
will also support to upgrade their vehicles. Parking is a constant issue, and we recognise that
driving in London is becoming more difficult.
ID – We are taking action in conjunction with the local authority.
MT – Teams have different needs depending on where they are based.
AT – There are some referrals to district nurses which appear to be inappropriate.
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Action

JW – We need to continue to raise awareness and educate referrers. This is a wider ICS issue
and would need more investment.
AT – Need to keep a focus on this.
21

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

Noted

22

Any other business
None raised.

Noted
Next meeting of the Board of Directors
Thursday 2 September 2021 at 10.30 am
Via MS Teams
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4

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Ify Okocha, Interim Chief Executive
N/A
Work continues to review risks though board sub-committees, with a view
to bring a fully revised version to the Audit and Assurance Committee in
September 2021 and then to the Board in November 2021 for a full
discussion.
As per the recommendation from Grant Thornton in the Value for Money
review, the initial risk rating, at the point the risk was opened, has been
added to the report.
New risks added since last board meeting
Risk ID 1994 – cyber security strategic risk
New risk rated at high (10) and escalated to the Board Assurance
Framework by the Infrastructure Committee in August 2021. The cyber
threat within healthcare is evolving and growing. Ransomware deployed by
cyber criminals is currently the likeliest form of attack but there is also a
threat from the increasing sophistication of criminal cyber groups. Within
the trust cyber risks are managed daily. The risk to the organisation falls
into three broad categories which are covered by individual risks in the
Infrastructure Committee risk register: 1) zero-day attack- a completely
new cyber risk where no work around exists to prevent the attack, and
therefore we cannot mitigate against it; 2) insider threat from our own
staff; and 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.
Risk ID 1995 – achieving carbon zero
New risk rated at high (12) and escalated to the Board Assurance
Framework by the Infrastructure Committee in August 2021. The
committee noted that further engagement with the ICS should take place
and that a detailed review of the risk will take place at the October 2021
meeting of the Infrastructure Committee. The consequences for the trust
are not yet clear as this is not currently a legal requirement. However,
there is reputational risk if the trust does not support the NHS in meeting
the target. Environmental sustainability is also a commitment in the Oxleas
Strategy 2021-24.

14

Changes since the last Board meeting
Risk ID 1939 - ligature risk management
The Patient Safety Group agreed that risk can be reduced to a low risk for
adult mental health services and older persons mental health services, as
mitigations are in place and the trust received a positive report from the
CQC. Whilst the risk has been reduced, the ligature work is still being taken
forward by the mental health patient safety workstream. The head of
nursing and the practice development nurses (PDN) report into this via the
Associate Director of Nursing. They update on checks and the findings of
these. Ligature management is also expected to be a key part of induction.
In addition to this, the ligature group brings estate and facilities and nursing
together. The group has oversight on the progress being made on remedial
work. The updated policy now includes clinical components, already
highlighted in the training. This is scheduled to be discussed at various
forums in September. The ligature learning resource is now on the Oxleas
Learning Centre and there is an awareness video on the trust intranet. The
matrons have asked to complete random checks and there are weekly
visual checks completed on each unit.
Risk ID 1926 - impact of Covid-19 on staffing levels
This risk was reduced from significant (16) to moderate (8) and tolerated by
Workforce Committee, as the immediate threat of Covid-19 absences has
diminished, due to the successful vaccination rollout.
ID 1213 – vacancies and recruitment pressures
ID 1471 – staff experiencing discrimination at work
ID 1502 - impact of demand on staff satisfaction and retention
For these three risks, the opened date has been adjusted to January 2021,
to align with most recent major review of risks. Updates have also been
made to the controls and mitigations to reflect the latest initiatives.
For risk ID 1213, the target risk rating has been adjusted to moderate;
previously, this had been set as target rating of low.
Business Committee risks (ID 1177, ID 1984, ID 1606, ID 1985 and ID 1914)
The Business Committee risks have been reviewed as the financial plan is
refreshed on annual basis based on each year's financial settlement from
commissioners. The live financial risks will be refreshed on an annual basis
with tolerated and closed risks reviewed on an ongoing basis to ascertain if
their ratings or assessments need to be changed.
Risk ID 1912 – pressure on district nursing teams
The Audit and Risk Assurance Committee increased this risk from moderate
to high. District nursing has not benefited from increased investment,
demand has increased during the pandemic and we have exhausted all
options for diverting work, but we can use winter planning as an

15

opportunity to highlight gaps. The trust has put in place non-recurrent
funding to support district nursing.
What is the purpose
of bringing this paper
to the board?
Eg for information/for
decision etc

To note

Recommendation

To note and approve the changes to the Board Assurance Framework

Link to trust strategy

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

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

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

25 August 2021

Title

Overview

Frequency

List of risks

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

Rating overview

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

Rating by risk

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

Longevity of risk

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

Risks de-escalated in year

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

Monthly

Current rating versus target rating

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

Quarterly

Risks by committee

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

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

X0AT

Page 1 of 16

Monthly
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Board Assurance Framework - list of risks as at:
X1A0T

ID

Summary risk description

25 August 2021

Board sub-committee

Back to contents

Opened

Date added to
BAF

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

Target risk
rating

Date target rating
to be achieved

1177

Financial sustainability of the Trust in the medium/long term

Business Committee

01/04/2021

01/04/2021

Significant

4

4

16

Significant

Moderate (8)

31/03/2024

1213

Vacancies and recruitment pressures

Workforce Committee

02/01/2021

01/06/2021

High

3

4

12

High

Moderate (9)

31/12/2021

1471

Staff experiencing discrimination at work

Workforce Committee

02/01/2021

01/04/2021

Moderate

3

4

12

High

Moderate (6)

31/12/2021

1502

Impact of demand on staff satisfaction and retention

Workforce Committee

02/01/2021

01/06/2021

Moderate

3

4

12

High

Moderate (8)

31/12/2021

1984

SE London ICS Financial risk (Revenue & Capital)

Business Committee

01/06/2021

01/06/2021

Moderate

3

3

9

Moderate

Moderate (6)

31/03/2022

1606

Bed management - key cost driver

Business Committee

01/04/2021

01/04/2021

Significant

3

4

12

High

Low (4)

30/06/2022

1844

Demand on CMHTs

Performance and Quality Assurance Committee

31/12/2019

31/12/2019

High

4

3

12

High

Low (4)

30/06/2023

1985

Delivery of Financial Plan 2021/22

Business Committee

01/06/2021

01/06/2021

Low

2

2

4

Low

Low (4)

31/12/2022

1905

Prone restraint

Performance and Quality Assurance Committee

21/09/2020

24/09/2020

High

4

3

12

High

Low (4)

30/09/2021

1912

Pressure on district nursing teams

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Moderate

4

3

12

High

Low (2)

30/04/2022

1913

Reducing wait times in community services

Performance and Quality Assurance Committee

24/09/2020

24/09/2020

Significant

4

4

16

Significant

Low (1)

30/06/2023

1914

Local Authority contracts for integrated and embedded services

Business Committee

01/04/2021

01/04/2021

Significant

2

4

8

Moderate

Low (4)

31/03/2022

1921

Responding to service delivery concerns

Performance and Quality Assurance Committee

28/10/2020

28/10/2020

High

4

3

12

High

Low (4)

31/12/2021

1939

Ligature risk management

Performance and Quality Assurance Committee

08/12/2020

08/12/2020

High

4

1

4

Low

Low (4)

30/06/2021

1994

Cyber security strategic risk

Infrastructure Committee

17/08/2021

17/08/2021

High

5

2

10

High

Moderate (5)

30/11/2021

1995

Achieving Carbon Zero

Infrastructure Committee

17/08/2021

17/08/2021

High

4

3

12

High

Low (4)

31/03/2023
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25 August 2021

Board Assurance Framework: month on month risk rating

Risk level

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Low

0

0

2

2

2

Moderate

3

3

3

2

2

High

8

8

7

8

10

Significant

4

4

2

2

2

Total

15

15

14

14

16

Back to contents

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

0

0

0

0

0

0

0

Number of risk by level month on month trend 2021/22
18
16
2
14
4

4

2

2

12
10
7

8
8

10
8

8

6
4
2
0

3
3

3

0
Apr-21

0
May-21

2

2

2

2

2

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

New risks added 2021/22

Changes to risk ratings 2021/22

Risks removed 2021/222

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

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

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

August 2021
1994 - Cyber security strategic risk: opened as a high (10) risk
1995 - Achieving carbon zero: opened as a high (12) risk

June 2021
Risk ID 1939 - ligature risk management: Agreed that this can be reduced to a low risk for AMH
and OPMH as mitigations are in place, and the trust received a positive report from the CQC. it has
been proposed that a new risk is to be opened for prisons services in light of learning from an
incident at HMP Lewes (not an Oxleas service).
July 2021
The Business Committee risks have been reviewed as the financial plan is refreshed on annual basis
based on each year's financial settlement from commissioners. The live financial risks will be
refreshed on an annual basis with tolerated and closed risks reviewed on an ongoing basis to
ascertain if their ratings or assessments need to be changed.
1914 - Local authority contracts for integrated and embedded services: Reduced from a significant
(16) risk to a moderate (8) risk and re-written to reflect the context and position for 2021/22
1177 - Financial sustainability of the Trust in the medium/long term: re-written to reflect the
context and position for 2021/22
1606 - Bed management - key cost driver: re-written to reflect the context and position for
2021/22
1912 - Pressure on district nursing teams: Risk increased from moderate to high. District nursing
has not benefited from increased investment, demand has increased during the pandemic and we
have exhausted all options for diverting work, but we can use winter planning as an opportunity to
highlight gaps. The Trust has put in place non-recurrent funding to support district nursing.
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April 2021
Risk ID 1915 - Greenwich Health Visiting: closed by the Children and Young People
directorate as the service transferred to Startwell Trust on 1 April 2021. Residual risks
relating to safeguarding arrangements are covered in a separate risk held by the trust
Safeguarding Committee.
May 2021
Risk ID 1926 - impact of Covid-19 on staffing levels: Reduced from significant (16) to
moderate (8) and tolerated by Workforce Committee, as the immediate threat of Covid
absences has diminished, thanks to the successful vaccination rollout.
July 2021
1565 - Collective responsibility for delivery of SE London ICS control total: Closed and
replaced with risk ID 1984
1844 - Finance Covid-19 risk: Closed and replaced with risk ID 1985
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Board Assurance Framework: month on month ratings by risk 2021/22

25 August 2021

X3A0T

Summary risk description

Back to contents

May-21

Jun-21

Jul-21

Aug-21

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

16

16

16

16

16

Moderate (8)

31/03/2024

1213: Vacancies and recruitment pressures

12

12

12

12

12

Moderate (9)

31/12/2021

1471: Staff experiencing discrimination at work

12

12

12

12

12

Moderate (6)

31/12/2021

1502: Impact of demand on staff satisfaction and retention

12

12

12

12

12

Moderate (8)

31/12/2021

9

9

9

Moderate (6)

31/03/2022

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

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Target risk rating

Date target rating
to be achieved

Apr-21

1606: Bed management - key cost driver

12

12

12

12

12

Low (4)

30/06/2022

1844: Demand on CMHTs

12

12

12

12

12

Low (4)

30/06/2023

4

4

4

Low (4)

31/12/2022

1985: Delivery of Financial Plan 2021/22
1905: Prone restraint

12

12

12

12

12

Low (4)

30/09/2021

1912: Pressure on district nursing teams

9

9

9

12

12

Low (2)

30/04/2022

1913: Reducing wait times in community services

16

16

16

16

16

Low (1)

30/06/2023

1914: Local Authority contracts for integrated and embedded services

16

16

8

8

8

Low (4)

31/03/2022

1921: Responding to service delivery concerns

12

12

12

12

12

Low (4)

31/12/2021

1939: Ligature risk management

12

12

4

4

4

Low (4)

30/06/2021

1994: Cyber security strategic risk

10

Moderate (5)

30/11/2021

1995: Achieving carbon zero

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
£5.1m CIPs to deliver a breakeven position. By M3 the Trust delivered £3m non
recurrent CIPs through underspend on 2020/21 new income for MH and being
below plan for COVID-19 block funding.
In M2 directorate budgets were uploaded and in Q2 recurrent CIP targets will be
uploaded for H1. These targets will not reflect the full year recurrent CIP
requirement of £14.7m but a backloaded smaller proportion to give directorates
time to develop recurrent CIP schemes. Monthly finance reports shared with
directorates from M2 onwards
Block funding is likely to remain for H2 with a renegotiation of the CIP
requirement.
CIPs will be a rolling item for all the directorates monthly finance meetings.
Directorates will be invited to the week 4 Transformation Programme Executive
Group (TPEG) to be monitored and held to account for CIP development and
delivery
Any new bids or contracts will aim to include 13% contribution to existing
overheads
SLR reporting will be introduced so that service lines are aware of their
contribution and linked with benchmarking data will highlight areas of work on
the cost base.

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

31/03/2024

18
16
14
12
10
8
6
4
2
0

C= 4

L=4

16

SIG

Commentary

Assurances

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

Reports to Business Executive
Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate directorates
NHSI Risk Rating an indicator of financial risk
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New and defensive bids
-Prisons

20

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

25 August 2021

X3A0T

1213: Vacancies and recruitment pressures
26
24
22
20

Full risk description

Controls

Mitigation action

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

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

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

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

18
16

Back to contents

14
12

C=3

10
8
6
4
2
0

1471: Staff experiencing discrimination at work
26

C=4

12

High

Commentary

Assurances

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

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

Full risk description

Controls

Mitigation action

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

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

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

24
22

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

20
18
16
14
12
10
8
6
4
2
0

By when

C=3

C=4

12

High

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

Commentary

Assurances

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

WRES and WDES data
Qualitative feedback from staff through hosted BAME wellbeing sessions,
network engagement, Building a Fairer Oxleas volunteers etc.
Datix reports
National Staff Survey results
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Building on the Board discussions at the November Away Day on reducing
the incidence of abuse, the Exec have established a six weekly meeting on
‘It’s Not OK’. This involves close working with the Police on Operation
Cavell and also monitoring the success of our Qi projects to reduce
violence..

By when
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X3A0T

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

Back to contents

Full risk description

Controls

Mitigation action

By when

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

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

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

31/03/2021

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

C=3

C=4

12

High

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

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

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

1984: SE London ICS Financial risk (Revenue & Capital)
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Full risk description

Controls

Mitigation action

By when

1984: There is a risk that under the new ICS financial regime
that the trust will no longer be able to set capital and
revenue plans with 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

C=3

L=3

9

MOD

Commentary
July 2021: The ICS is currently drafting the financial regime
for SE London, including both capital and revenue. The
process used during the pandemic period is likely to be the
basis of the future capital regime with a requirement for
more upfront planning at an ICS level. This is most likely to
impact on 2022/23 planning
For H1 revenue envelope, there are no issues and all NHS
trusts are currently meeting or exceeding their plans. For
21/22 capital plans, there are pressures appearing in ICS
organisations' ability to live within their envelopes which
may result in request for reallocation of capital envelopes.
The trust is actively engaging in the capital discussions and
our strategy is to ensure there are no monthly undershoot
against the plan.
The H2 revenue planning is expected to start in late
September 2021.

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

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
Trust CEO is fully involved in establishing The overarching SEL ICS governance
framework
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1606: Bed management - key cost driver
26

basis
24

pp

p

y

p

22
20
18
16

Back to contents

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 nonOxleas beds. This would adversely impact the overall
financial position of the Trust. This also adversely impacts
on the quality of patient care as local residents are cared
out of area, and do not have access to Trust's community
services. Patient experience is also adversely affected.

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

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

14
12

Assurances

10

C=3

8

C=4

12

High

6

Commentary

4

July 2021: Occupied bed days are down, but there remains
a gap between supply and demand. The two key aspects
are "diversion away" from admission when this is
appropriate, and "flow out" of the wards. The service
reconfiguration will help to address this.

2
0

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

By when

As at January 2021, the admission avoidance and flow management
process were working well, and we continue to work towards reducing the
bed base.
This risk will also be mitigated through the transformation Workstream
being led by the Programme Director.
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.

Although OBDs has reduced significantly, the trust demand
for private beds including Hayes Grove Priory beds remains
high. These private beds are currently costing more than
the two wards that were shut.
The trust has commissioned the services of Moorhouse to
do some targeted work on the bed management process, as
well as the "Great out of Hospital Care programme".

1844: Demand on CMHTs
26
24
22
20
18
16
14
12
10
8
6
4
2
0

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:

The mitigation plan will be influenced by our response to Covid-19. All
30/06/2023
services have been asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward through the Incident Coordination Centre. Timescales for completing the mitigations may
therefore need to be flexible

C=4

C=3

12

High

Commentary
June 2021: There has been a good result with the
mental health funding. This will enable us to
increase staffing levels and allow for reasonable
caseloads. At primary care network (PCN) level,
there will be mental health practitioners for adult
services and CAMHS. Will also be address through
the Great Out of Hospital Care workstream. Target
date extended to June 2023.

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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•Recruitment to vacant posts as well as additional posts (qualified and
unqualified, support worker posts, new Band 5 community nursing posts)
•Retention of existing staff through more comprehensive support systems
including: peer support for Band 7 and development forums for band 6 ,
review of supervision provision and engagement with SLP programme for
advanced nursing careers. also clarifying what each professional in the
team offers
•Review of caseload sizes and ensuring these are reduced to manageable
numbers
•Review of the model of care delivery in the teams, what is available for
patients, and how they access the available resource from professionals in
teams, what are the roles of a CPN, a social worker, an OT, a psychologist
and a psychiatrist
•Caseload review to ensure that those on our caseloads are receiving
active treatment (eg creation of a tiered system with a sliding scale of
support) supported by a Quality Improvement project focused on discharge
•Primary care liaison role pilot project to transfer a group on depot
medication back to primary care
There has been a good result with the mental health funding. This will
enable us to increase staffing levels and allow for reasonable caseloads. At
primary care network (PCN) level, there will be mental health practitioners
for adult services and CAMHS. Will also be address through the Great Out
of Hospital Care workstream.

By when

23

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

25 August 2021

X3A0T

1985: Delivery of Financial Plan 2021/22
26
24
22

Full risk description

Controls

Mitigation action

1985: There is a risk that the Trust is not able to
deliver its financial plan for 2021/22, due to an
undeliverable H2 settlement and a requirement to
deliver unachievable CIPs.

Regular meetings with ICS finance where national updates are reviewed.
Block funding is likely to remain for H2 with a renegotiation of the CIP
requirement.
CIPs will be a rolling item for all the directorates monthly finance meetings.
Directorates will be invited to the week 4 Transformation Programme Executive
Group (TPEG) to be monitored and held to account for CIP development and
delivery
In 2021/22 the Trust has block funding for H1 with the requirement to deliver
£5.1m CIPs to deliver a breakeven position. By M3 the Trust delivered £xm non
recurrent CIPs through underspend on 2020/21 new income for MH and being
below plan for COVID-19 block funding.

Finance has tight controls over agreed budgets and non-recurrent funds to 31/03/2022
mitigate any unforeseen costs and costs pressures in future months

20
18
16
14
12
10

C=2

8

Back to contents

C=2

4

Low

By when

6

Commentary

Assurances

4

July 2021: The Trust is confident that it will live
within its H1 settlement and deliver its H1 CIP
requirement non-recurrently. The M3 YTD position is
£xm. The negotiation for H2 settlement is unlikely to
take place before September 2021. There are
currently no details for the H2 planning guidance but
the Trust currently believes they will be able to nonrecurrently meet any reasonable CIP requirements.

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

Full risk description

Controls

Mitigation action

By when

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

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

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

30/09/2021

2
0

1905: Prone restraint
26
24
22
20
18
16
14
12
10
8
6
4
2
0

C=3

C=4

12

High

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

QI reducing violence and aggression - including preventive strategies, including deescalation, ‘positive behaviour support', Broset Tool
PMVA training (compliant with national standards)
PMVA Policy.
Restraint Reduction strategy https://www.oxleasstrategies.com/restraint-reductionstrategy/
Bodyworn cameras in place on acute mental health wards (since July 2020 following pilot
since September 2019)
Identification of hotspots - highest use areas in quarter by Head of Patient Safety
(completed in August for quarter 1)
Participation in London Safety in mental Health Wards (Cavendish Square) - next report to
Acute Care Forum 24 September 2020

Assurances
Monitoring arrangements
Quality Report priority 2020/21 - reduce restraint 10% (based on average of
quarter 1) monthly reporting weekly restraint incident report produced by
informatics every Friday and shared with directorates for review and action
Weekly ad hoc reports of restraint activity and physical health monitoring after
rapid tranquilization to executive and PQAC
Ethnicity report for restraints (available from 21.9.2020)
Mental Health and Learning Disabilities Dataset (MHLDDS) compliant
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Share learning from national programmers: No Force First, Positive and
Proactive Care, Reducing Restrictive Practice Collaborative, MHSIP Restraint
Reduction Network.

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

30/09/2021

24

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

25 August 2021

X3A0T

1912: Pressure on district nursing teams
26
24
22

Full risk description

Controls

Mitigation action

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

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

The mitigation plan will be influenced by our response to Covid-19. All
30/04/2022
services have been asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward through the Incident Coordination Centre. Timescales for completing the mitigations may
therefore need to be flexible

June 2021: Bexley have not had the same financial
settlement, so the pressure are greater there compared to
Greenwich. Discussions are taking place through the local
care partnerships and this will also be addressed through
the Great Out of Hospital Care workstream. Target date
extended to April 2022.
July 2021: Risk increased from moderate to high. District
nursing has not benefited from increased investment,
demand has increased during the pandemic and we have
exhausted all options for diverting work, but we can use
winter planning as an opportunity to highlight gaps. The
Trust has put in place non-recurrent funding to support
district nursing.

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

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

Full risk description

Controls

Mitigation action

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

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

The mitigation plan will be influenced by our response to Covid-19. All
30/06/2023
services have been asked to update their Business Continuity Plans. Any
decisions on enacting these will be taken forward through the Incident Coordination Centre. Timescales for completing the mitigations may
therefore need to be flexible

C=4

20

L=3

12

High

Commentary
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1913: Reducing wait times in community services
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Back to contents

C=4

L=4

16

SIG

Assurances
Monitoring activity levels, referrals and allocated daily visits

Discussions are taking place through the local care partnerships and this
will also be addressed through the Great Out of Hospital Care workstream.

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

Commentary
June 2021: All services have plans in place and we
are getting some success. Additional funding for
mental health services will assist. This will also be
taken forward through the Zero Delays workstream.
Target date extended to June 2023.

By when

By when

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

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

1914: Local Authority contracts for integrated and embedded
services
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Full risk description

Controls

Mitigation action

By when

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

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

Bexley: On-going discussions with the Local Authority

31/03/2022

C=2

L=4

8

Mod

Commentary

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

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

February 2021: There are emerging risks relating to
the plans to cut funding for children's services.
July 2021: This risk for 20/21 is financially mitigated
by the block arrangement in place. This is the reason
for amending the consequence rating from 4 to 2.
This will be kept under review as LAs complete their
planning rounds for 22/23 in December 2021
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Greenwich: The joint review of mental health services with RBG has been
put on hold due to Covid. In the meantime, negotiations re the current
contract will continue.
Bromley: There are no immediate plans to renew the current s31 contract,
which has been extended.

25

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

25 August 2021

X3A0T

1921: Responding to service delivery concerns
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Back to contents

Full risk description

Controls

Mitigation action

By when

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

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

L=3

12

High

Commentary

Assurances

June 2021: Much progress has been made. The Improving
Lives visits are well embedded. The Quality Management
Framework is now in place, structure for reporting to the
PQAC have been reviewed and the new arrangements are
working well, and are providing an opportunity for
directorates to highlight positives as well as areas of
concern. As part of the directorate restructure,
consideration will be given to introducing team level
reporting. Team dashboards are being developed. The
Quality Assurance CQC Oversight meeting provides an
additional layer of assurance.
Date to achieve target rating of low extended to December
2021.

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

26

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

25 August 2021

X3A0T

1939: Ligature risk management
26
24
22
20
18
16
14

Full risk description

Controls

Mitigation action

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

Senior nurse identified and funding in place for short term post.
Ligature management group has been established. The ligature group brings estate and
facilities and nursing together. The group has oversight on the progress being made on
remedial work.
Revised audit tool presented to the Acute Care Forum for feedback from matrons and ward
managers. Further checks being completed to ensure reliability and validity of the tool
Manchester scale used to risk assess ligature points (Ligature Policy)
Clinical risk assessment of individual patients (clinical risk assessment policy and guidance)
The updated policy now includes clinical components, already highlighted in the training.
This is scheduled to be discussed at various forums in September 2021.
Ligature management is also expected to be a key part of induction.
The ligature learning resource is now on the Oxleas Learning Centre and there is an
awareness video on the trust intranet. The matrons have asked to complete random checks
and there are weekly visual checks completed on each unit.

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

12
10
8
6
4
2
0

Back to contents

C=4

L=1

4

Low

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

Assurances
Feedback and engagement from ward and facilities staff to ensure the new
updated process meets their needs. Staff able to identify risk areas and feedback
areas of concern.
Improving Lives visits used to monitor that compliance is sustained.
Feedback from the ward managers commend the simplicity of the audit process
and the support from auditors
Monitor Datix reports regarding ligature incidents or near misses
CQC assurance gained and removal of warning notice

Compliance of ligature audits is tested as part of the annual Health and Safety
Audit
Improving Lives audit will provide assurance that all ligature points are assessed
that environmental assessments record adequate mitigations and that there are
effective systems in place to share information. Improving Lives visits from July
2021 will also monitor and ensure that improvements made are sustained.
Care planning audits to monitor that care plans address identified risks

By when

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

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

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

Stagger programme of audits going forward so spread across the year

Complete

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

Complete

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

Complete

Incident related to ligature points and ligature recorded on Datix
The head of nursing and the practice development nurses (PDN) report into this
via the Associate Director of Nursing. They update on checks and the findings of
these.
The matrons have asked to complete random checks and there are weekly visual
checks completed on each unit.

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

31/07/2021
We have identified three suppliers of anit-ligature bedding for
people who repeatedly use bed sheets to self-ligature. Samples of
the bedding have been distributed to the MH units. A decision tree
to guide staff decisions on allocating the bedding is under
development. This work will be shared at the July Ligature group
meeting and if agreed, staff will be able to purchase and allocate
this bedding as required
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X3A0T

1994: Cyber security strategic risk
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Back to contents

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 three
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

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

30/11/2021

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.

C=5

L=2

10

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

High

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

1995: Achieving carbon zero
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Full risk description

Controls

Mitigation action

By when

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

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

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

21/01/2022

C=4

L=3

12

High

Commentary
August 2021: New risk rated at high (12) and
escalated to the Board Assurance Framework by the
Infrastructure Committee in August 2021. The
committee noted that further engagement with the
ICS should take place and that a detailed review of
the risk will take place at the October 2021 meeting
of the Infrastructure Committee. The consequences
for the trust are not yet clear as this is not currently a
legal requirement. However, there is reputational
risk if the trust does not support the NHS in meeting
the target. Environmental sustainability is also a
commitment in the Oxleas Strategy 2021-24.

Assurances
•Energy usage is monitored
•Recycling levels are monitored
•A sustainability report will be provided to the IC on a regular basis
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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
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Board Assurance Framework - longevity of risk as at

25 August 2021

ID

Summary risk description

Risk opened

Longevity in
months

1177

Financial sustainability of the Trust in the medium/long term

01/04/2021

4

1213

Vacancies and recruitment pressures

02/01/2021

7

1471

Staff experiencing discrimination at work

02/01/2021

7

1502

Impact of demand on staff satisfaction and retention

02/01/2021

7

1984

SE London ICS Financial risk (Revenue & Capital)

01/06/2021

2

1606

Bed management - key cost driver

01/04/2021

4

1844

Demand on CMHTs

31/12/2019

19

1985

Delivery of Financial Plan 2021/22

01/06/2021

2

1905

Prone restraint

21/09/2020

11

1912

Pressure on district nursing teams

24/09/2020

11

1913

Reducing wait times in community services

24/09/2020

11

1914

Local Authority contracts for integrated and embedded services

01/04/2021

4

1921

Responding to service delivery concerns

28/10/2020

9

1939

Ligature risk management

08/12/2020

8

1994

Cyber security strategic risk

17/08/2021

0

1995

Achieving Carbon Zero

17/08/2021

0

X4A0T

Back to contents

Commentary

Longevity of BAF risks in months

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

1177
1213
1471
1502
1984
1606
1844
1985
1905
1912
1913
1914
1921
1939
1994
1995

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

25 August 2021

X5A0T

Date added to
BAF

Date removed
from BAF

There is a risk that if other organisations in the ICS fail to meet their
financial improvement trajectories (FIT) that the Trust may be asked to
Closed
contribute further CIP. This risk will be reviewed post COVID-19 funding
arrangements
The finance risk has been split over time periods of initial outbreak,
recovery period and long term. Phases 1, 2 and 3 have been fully
Closed
mitigated.

19/02/2019

08/07/2021

Replaced with risk ID 1984

17/04/2020

08/07/2021

Replaced with risk ID 1985

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

18/11/2020

19/05/2021

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

ID

Description

1565

1877

1926

Risk status

Back to contents

Reason for de-escalating from BAF

Controls

Assurances

As a sovereign organisation we will still be able to take a decision on any The Executive, Business Committee and Board will be updated on
progress
requirement to take collective responsibility.
Opportunities afforded by SLP will enable us demonstrate how the Trust
can support the system control total (i.e. NMoC).
•Addendum to the Trust SFIs to ensure that staff have the correct cost centres
•COVID 19 addendum to the Trust SFIs have been reviewed by internal
and guidance to properly record and manage the costs of the outbreak.
audit and counter fraud to ensure they are fit for purpose
•During the initial outbreak period the current assumption is that patient and
•The first COVID 19 funding allocations have been notified to the Trust
other income from non-NHS sources, including from HEE and from local
and these were in line with Trust return
authorities will continue at the levels seen in 2019/20 during the next few
All staff encouraged and supported to access the Covid vaccine and
Daily sitrep of C-19 absences due to sickness, isolation, clinically
given access to clinical expertise and guidance
extremely vulnerable etc.
Strict observance of guidance on infection control, PPE, social
distancing, home-working to reduce the spread of the virus amongst
staff, including on-going communications campaign

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

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

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

Consequence
(Current)

Likelihood
(Current)

Rating
(Current)

Level
(Current)

3

3

9

Moderate

3

3

9

Moderate

4

2

8

Moderate

4

3

12

High

3

3

9

Moderate

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

1915

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

29/09/2020

19/04/2021

1776

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

02/05/2019

16/03/2021

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

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

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

The escalation protocol is embedded. The service director informs the 136 dashboard for timely information on 136 presentations and
Chief Operating Officer and Medical Director of any breaches. These are outcomes.
reported to the informal risk meeting and a desktop review is
undertaken. The PQAC receives a report every month.
Monitoring breaches of the s136 24-hour rule. Datix to be completed
for all patients who remain in HBPoS without consent after 24 hours
The trust is indemnified against legal action, and a claim may be
defensible if we could demonstrate it was a risk based decision to keep Monitoring legal action against the trust (no legal action taken to date in
the patient in the s136 suite for their own safety.
respect of breach of the 24-hour rule)
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Board Assurance Framework: proportion of risks by committee as at:
X6A0T

Risk level

Business

PQAC

Workforce

Infrastructure

Partnership

QII

Total

Low

1

1

0

0

0

0

2

Moderate

2

0

0

0

0

0

2

High

1

4

3

2

0

0

10

Significant

1

1

0

0

0

0

2

Total

5

6

3

2

0

0

16

Proportion of risks by committee

Back to contents

Proportion of risks by rating

Infrastructure, 2, 13%
Significant,
2, 13%

Business, 5, 31%

Workforce, 3, 19%

Moderate, 2, 12%

High, 10, 63%

PQAC, 6, 37%

Business Committee
Proportion of risks by rating
Significant,
1, 20%

Low, 1, 20%

Low, 2, 12%

PQAC
Proportion of risks by rating
Significant,
1, 17%

Low, 1, 16%

Infrastructure
Proportion of risks by rating

Workforce
Proportion of risks by rating
Moderate
, 0, 0%

Low, 0, 0%

Moderate,
0, 0%

Significant, 0,
0%

Low, 0, 0%

Moderate,
0, 0%

High, 1, 20%
Moderate, 2,
40%

High, 3,
100%
High, 4, 67%

Commentary
As at August 2021, the following committees do not hold any BAF risks:
Quality Improvement and Innovation Committee
Partnership Committee
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High, 2,
100%

Significant,
0, 0%
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X7A0T

25 August 2021

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

Back to contents

Initial rating compared to actual rating

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

Target rating compared to actual rating

Risk rating at end of each quarter of 2021/22

ID

Risk rating as at ….

Summary risk description
Initial rating

Target rating

Start of
21/22

End Q1
21/22

1177

Financial sustainability of the Trust in the medium/long term

16

8

16

16

1213

Vacancies and recruitment pressures

12

3

12

12

1471

Staff experiencing discrimination at work

9

6

12

12

1502

Impact of demand on staff satisfaction and retention

9

8

12

12

1984

SE London ICS Financial risk (Revenue & Capital)

12

6

0

9

1606

Bed management - key cost driver

16

4

12

12

1844

Demand on CMHTs

12

4

12

12

1985

Delivery of Financial Plan 2021/22

9

4

0

4

1905

Prone restraint

12

4

12

12

1912

Pressure on district nursing teams

9

2

9

9

1913

Reducing wait times in community services

16

1

16

16

1914

Local Authority contracts for integrated and embedded services

16

4

16

16

1921

Service delivery concerns

12

4

12

12

1939

Ligature risk management

12

4

12

12

1994

Cyber security strategic risk

10

5

0

0

1995

Achieving carbon zero

12

4

0

0

194

71

153

166

Total risk score

End Q2
21/22

End Q3
21/22

End Q4
21/22

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

250

200

150

100

50

0

0

Commentary
May 2021
Risk 1926 reduced and de-escalated from the Board Assurance Framework
July 2021
1565 - Collective responsibility for delivery of SE London ICS control total: Closed and replaced with risk ID 1984
1844 - Finance Covid-19 risk: Closed and replaced with risk ID 1985
August 2021
1994 - Cyber security strategic risk: opened as a high (10) risk
1995 - Achieving carbon zero: opened as a high (12) risk
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Board of Directors
2 September 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc
Recommendation

Item
Enclosure

5
-

Chief Executive Report
Sally Bryden, Trust Secretary
Dr Ify Okocha, Interim Chief Executive
Public
The report summarises developments at Oxleas since the last board
meeting in July 2021 and outlines forthcoming activities.

For information.

The Board is asked to note the update.

Link to trust strategy

This report describes how we
are linking the South London
Listens actions to our trust
strategy work and supporting
the Making Oxleas a great
place to work strategic priority.
Link to Board
This report links to risks:
Assurance Framework 1502 – staff satisfaction
1877 – Covid-19 finance
1565 – ICS control total
Implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The reconfiguration of service directorates along service lines aims to
support quality of services.
The Integrated Care System developments will impact the local health
economy.
One of the aims of the South London Listens actions is to improve equality
of access to mental health services across South London.
The report outlines the impact of Covid-19 on staff, service users and carers
and feedback from these groups.
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Oxleas Developments
Board of Director changes
Matthew Trainer left Oxleas in August to take up a new role as Chief Executive for Queen’s
and King George Hospitals at Barking, Havering and Redbridge University Hospitals NHS
Trust. We wish him well in his new role.
Deputy Chief Executive, Dr Ify Okocha has become interim Chief Executive for Oxleas until a
recruitment process is undertaken and Drs Abi Fadipe and Tom Clark are joint Acting
Medical Directors.
Covid-19
Since the last report, the national social distancing and travel restrictions have reduced.
However, in healthcare settings staff are maintaining infection prevention and control
measures including use of PPE and people visiting our sites are asked to wear a mask and
follow visiting and social distancing guidelines. All members of staff are asked to test using
lateral flow devices twice weekly.
We have had a small increase in the number of positive cases detected in patients and staff.
We continue to encourage our staff to receive the vaccine and over 80% have had the first
dose and nearly 70% have had their second dose. We are offering those who have concerns
about health issues specialist advice and support. We are also supporting national and local
vaccination communications campaigns.
We have contributed to Delivering the COVID-19 vaccine across London evaluation report.
The report focussed on:
• Barriers – understanding barriers to individuals wanting to take the COVID-19 vaccine
• Demand – reflections on activities to increase uptake of the vaccine and address vaccine
confidence
• Access – reflections on activities to make the vaccine more easily accessible to people that
wanted to have it
• Legacy – reflections on how we can take the lessons and apply them to the future, across
the NHS, social care and local authority activities
The full report can be accessed at https://uclpartners.com/wp-content/uploads/Deliveringthe-COVID-19-Vaccine-Across-London-Report-July-2021-FINAL.pdf
Our Greenwich services were presented with a COVID-19 Response Champion award by the
Mayor of Greenwich in August in recognition of the role we played in delivering care to
patients during the pandemic.
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Agile working
In early August, we launched our agile working approach to staff. This aims to enable
colleagues to work from any of our sites or alternative locations (including from home) to
support a better work/life balance while ensuring we continue to run services effectively.
The new policy is supported by workshops for managers and a toolkit for teams and
managers to make the best use of the technology available. We have also made a
commitment to improve staff rest areas particularly for clinicians and clinical managers.
Service re-configuration plans
In preparation for our move to new directorates along service lines, the consultation
process with staff directly affected has now come to an end. The new structures have been
agreed for the three new directorates:
• Adult Community Mental Health – service director Lorraine Regan
• Adult Community Physical Health – service director Sarah Burchell
• Adult Acute and Crisis Mental Health – service director Aisling Clifford
These new directorates will join our existing directorates for children and young people’s
services, adult learning disability services and forensic and prison services. The new
structures will come into effect on Monday 27 September 2021.
Lead individuals for liaison with borough partners are being agreed to promote effective
future communication and representation at borough based place systems.
Promoting compassionate leadership
We are holding a session with Michael West, Professor of Organisational Psychology at
Lancaster University, to promote compassionate leadership at Oxleas. The session will be
hosted by Ify Okocha and will take place on Tuesday 28 September. This supports our
Making Oxleas a great place to work strategic priority and the launch of our new leadership
programme.
Health and Safety
Our first Health and Safety Oversight Committee will take place in late August.
Veteran Aware Accreditation

We have been named a Veteran Aware Trust in recognition of our commitment to
improving NHS care for veterans, reservists, members of the armed forces and their
families.
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Wider developments
South East London Integrated Care System
Plans are being developed locally to put into action national guidance on how the Integrated
Care Systems will be set up and governed. Each Integrated Care Board will be established
by April 2022 and a shadow board should be in place in south east London by November
2021. Governance and leadership arrangements are far advanced and Richard Douglas has
been confirmed as the South East London Integrated Care Board chair designate. The
Integrated Care Partnership committee will have a wider membership with joint local
authority and health chair and will formulate strategy for the ICS with the Integrated Care
Boards being responsible for bringing the local NHS organisations together to improve
population health and care.
Representatives from Oxleas are involved in these planning discussions and we are
proposing to focus on these developments at our next Board Strategy Awayday in October.

South London Listens
Following the successful community event in July involving the South London Partnership,
local authorities and community organisations to look at the impact on mental health of
Covid, we are working with colleagues to agree a two-year action plan.
At Oxleas, we will be taking forward our pledges around increasing accessibility of services
and cultural awareness and supporting the development of communities through job
opportunities, procurement etc through our strategy workstreams.
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Item
Enclosure

6
6a&b

Please complete all sections of the front sheet
Report Title

Board Operational Performance Report and Integrated Performance Report

Author

Iain Dimond - Chief Operating Officer/Karen Kennedy - Business Intelligence
and Performance
Accountable Director Iain Dimond, Chief Operating Officer
Confidentiality/
Public
FOI status
Report Summary

Operational Update
Adult Learning Disability
Bexley Care
Bromley
Children & Young People
Forensic & Prisons
Greenwich

•
•
•
•
•
•
•
•
•
•
•
•
•
•

KPI Exceptions
Service Updates
Adult Community Health
Adult Mental Health
KPI Exceptions
Service Updates
CAMHS
Specialist Children’s Services
Personnel changes
Procurements
Audits and Inspections
SI’s and Deaths in Custody
Adult Community Health
Adult Mental Health

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

For information

Recommendation

The Board is asked to note the content

Link to trust strategy

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

partnership working
reducing inequalities

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

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

38

Board Operational Report
September 2021

ALD Services
1. July KPI Exceptions:
Delayed Transfers of Care (DToC)

Delayed Transfer of Care (DToC) for Atlas House: % Delays

60
50
40
30
20
10
0

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

Target <7.5

Out of the 8 occupants, there were 4 Atlas House clients recorded as DToC in July which explains the high
delayed discharge percentage. 1 was discharged before the end of July. 1 has a planned discharge date this
month and 2 are still awaiting a suitable discharge destination to be identified. The remaining 3 clients are
the responsibility of Greenwich, Croydon and Lewisham respectively. The unit continues to work closely
with these commissioners to progress discharge plans and minimise delays/impact on client experience.
2. August Updates:
Workforce
The initial meeting of the new ALD & ASD Workforce Committee has been held with Terms of Reference
agreed and focus on priorities. This group will assist the progression and monitoring of some of the existing
areas of focus within the Directorate.
There have been a number of recent key appointments, including 2 fixed-term posts: Lead Clinician
Mortality & LeDeR and the Learning Disabilities and Autism Transformation Lead for Mental Health. We
look forward to the new starters being in post soon.
ALD Strategy
The ALD strategy has been updated, breaking down the 12 components of the original strategy into 3
areas:
1. Directorate wide initiatives (transition, workforce, learning/LeDeR/safety, outcomes & service user/care
experience)
2. Challenging Behaviour / Mental Health activity (Learning Disability and Autism programme, challenging
behaviour, inpatient services & community team activity)
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3. Physical Health activity (Primary Care Engagement, Physical Health in Learning Disability and CLDT
activity for Complex Physical Health pathways).
Links to the Trust strategy have been made explicit as have links to the Trust values.
‘Believe In Us’ Project update
The ‘Believe In Us’ project is part of the Common Ambition Programme, funded by the Health Foundation.
The Common Ambition Programme is a collection of four projects where members of the public redesign
health care services by working collaboratively with health care professionals.
‘Believe In Us’ is a project where people with learning disabilities and autistic people will collaborate with
health professionals and designers in a truly equal and inclusive way. They will share knowledge, make
decisions together and develop a radical new approach to re-designing services so that they care for the
whole person to improve mutual wellbeing.
There are a wide range of organisations involved in addition to Oxleas NHS foundation Trust: Heart ‘n’ Soul,
Royal Borough of Greenwich, Royal College of Art, Tizard Centre, and University of Arts London.
Funding has enabled allocated participation time for Liz McGrath, Lead Nurse, Greenwich CLDT, and Dr
Paula Grant, Clinical Psychologist, for a day a week and Dr Sandra Baum for half a day a month.
The project is for two years with the first year involving building relationships and speaking to people with
learning disabilities and autistic people about their experiences of healthcare.
The second year of the project will involve making changes to services based upon the learning in year 1.
Progress to date:
Two online welcome events to the project have been held; one for members of Heart ‘n’ Soul and one for
service users of the Greenwich CLDT. Both events were well attended with around 40 people at both
events.
The welcome events introduced the project and held creative sessions to begin to engage attendees in
conversations about their healthcare experiences.
We are in the process of organising a third event in which members of Heart ‘n’ Soul and the Greenwich
CLDT can come together and begin to share their experiences as a larger group. Two dates have been set
for this in the coming weeks.
We are also in the process of arranging an event in which Greenwich CLDT staff can come together and link
in with the project in early October.
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Bexley Care Board Report August 2021
Introduction
Pressure, as a result of COVID-19 and a Home First approach, is continuing to increase on some
community health teams resulting in longer waiting times. Mental Health services have additional pressure
due to the high level of social work vacancies in the community team. Mental Health team leads continue
to meet with teams three times a week to discuss and manage pressures. They have a plan in conjunction
with LBB to support recruitment. In addition, we have some additional medical staffing issues due to staff
leaving and we are currently looking for locums to cover.
We are continuing to work on the development of a Bexley Care s75 which will cover the governance
around the integration of physical health, mental health and adult social care services, as well as the SPC
triage and new matrix management posts developed within the Bexley Care model. This will agree the joint
financial arrangements around these roles and allow staff from LBB and Oxleas to discharge duties on
behalf of the other organisation and ensure that accountability and responsibilities are clear. This has been
delayed whilst we agree borough level structures as part of the directorate reconfiguration. It is planned
for this to go to the October Executive and November Board meetings for agreement.
Adult Community Health updates
Community activity
The DNs activity has reduced from the peaks experienced last year however it remains above our
commissioned activity (based on an average of 7 visits per day per WTE). Since April 21 we have transferred
£207k of staffing costs to the COVID budget and a straight-line projection indicates we would have accrued
£623k by the end of the financial year. The risk is that once the COVID budget is removed we will have a
significant overspend as there is no new investment identified for the DN service in the 21/22 contract
negotiations.
District Nursing Day Teams Total
weekly attended contacts by appt type and medium
3500
3000
2500
2000
1500
1000
500
0

First Contacts - F2F

First Contacts - Telephone

First Contacts - Video

Follow ups - F2F

Follow ups - Telephone

Follow ups - Video

Contacts - Capacity

MSK
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Our MSK service was stood down during the pandemic as per the national guidance. Since we have
reopened the service, it has received a high rate of referrals which has now led to approx. 2,500 patients
on the waiting list and we continually exceed the number of booking slots available via e-referral.
The team is unable to meet that demand due to:
1. reduced capacity within clinics due to social distancing
2. high demand including those unable to access the service during the peak of the pandemic
3. supporting CHRT with redeployment of 2 staff to assist with the rehab caseload of 350 people (mainly
frail and elderly)
To mitigate the risk associated with these waits we have agreed a plan to over recruit 4 additional staff and
will monitor this over the next 6 months to assess the impact. Historically, we have had success in
recruiting Band 5 physios to this team and we do not experience the same issues with recruitment as other
community posts.
Mental Health Services update
Memory Team
May- Jun- Jul20
20 20
New
Referrals 24
First Appts 10
Caseload 543
Waiting for
diagnosis 165
Num
diagnosed 3
Diagnosed,
within 6w 0
Assessment
- avg wait
(days)
37
Dementia
diagnosis % within
6w
0%

Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- May- Jun- Jul20 20 20 20 20 21 21 21 21 21 21 21

64 72 66 63 48 61 50 63 67 72 67 101 78 94
15 24 38 36 48 27 35 38 56 72 64 69 87 74
571 599 600 614 582 568 565 546 560 554 559 601 584 590
162 155 138 141 136 124 131 121 135 154 167 185 178 191
12

16

29

23

34

19

15

29

24

21

25

26

56
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1

2

1

3

1

1

0

1

0

1

3

2
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93

154 181 198 167 135 139 139 115 119 128 94

25% 25% 3%

9%

3%

16% 7%

3%

0%

5%

0%

4%

5%

76

6%

On average there continues to be a high number of patients referred and waiting for assessment and
diagnosis. The team have revised the action plan to address the waiting list this includes:
•

There currently is a recruitment programme to address the waiting list and diagnostic assessments.
(see below)

1.66 Band 6
Nurse

Permanent and fixed term
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1.00 Band 7
Nurse
0,4 wte
Consultant

Nurse Prescriber 1-year fixed term. Looking to appoint exp Band 7
through the Bank.
1-year fixed term.

There has been difficulty in recruiting into the Consultant post therefore Locums are being sourced and
substantive consultants are approaching experienced part time retired medics to assist.
•
•
•
•

Extra clinic sessions have been offered via bank to address waiting lists.
All job plans have been updated allowing for work to be split between the backlog of assessments
and new assessment work.
OPD clinics running face to face or virtually and contact as per usual for these clinics.
Patients on waiting lists are being contacted by the team to undertake a welfare check.

WAA Community Mental Health Team
There are concerns regarding the safety of the service due to high vacancy rate of social care staff. Due to
the Adult Social Care change programme and subsequent consultation plus the review of the Section 75
agreement there had been a temporary stop on all recruitment. We have now been able to move this
forward however it has led to a substantial reduction in staffing levels across all areas.
We currently have the following vacancies in social care staff; 3 Senior Social Workers and 7 Social
Workers, this is having a major impact on covering the AMHP roster for the borough.
Current action plan.
•
•
•
•
•
•
•

Agreed urgent locum recruitment of 4 social workers (across ADAPT and ICMP) and 1 senior
practitioner
Agreed concurrent permanent recruitment of 4+ social workers (to consider AMHP qualifications)
and 2 senior practitioners and 1 quality lead with social worker background
LBB Senior staff to support team manager to navigate REED locum social worker recruitment and to
navigate My View to recruit permanently
LBB to look at non-practising AHMPs across the service to consider if they could be a temporary
solution (albeit there is a process and criteria they will need to meet)
Ongoing review of Social Care pathway and review of core standards in social care practice.
To undertake exit interviews for staff leaving to understand reasons for leaving.
Regular meetings with Deputy Director LBB and Oxleas SMT (MH).
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Bromley Services
1. July KPI Exceptions:
72 Hour Follow Up – Self Harm
72 Hour Follow (self harm) Up July '20 - July '21
Bromley Position

Trust Position

Trust Target
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In July, there were 5 overall breaches recorded on the IBR, 2 of these were true breaches. The details of
the 2 are:
1 x Bromley HTT unable to contact patient and was passed to Greenwich HTT who completed the visit out
on day 4.
1 x was carried out on the same day as discharge.
The directorate continues to work on this as a priority.
2. August Updates:
Bromley Hospital to Home Discharge Team (H2H)
The aim of the H2H Team is to facilitate discharge from hospital at the earliest point after patients are
clinically optimised, reduce re-admissions and reduce ED attendance. The H2H is a BLG MIND and Oxleas
partnership, staff are integrated within Multi-disciplinary Teams (MDTs) and are accountable to Ward
Managers and Oxleas based mentors whilst on duty in wards.
The H2H Team will support patients with planning and discharge and provide ongoing support in the
community/their homes to facilitate a settling in period once out of hospital.
Support includes include assistance with budgeting, housing issues / bills, reconnecting with family &
friends and exploring vocational interests. Information is provided on community based support and
accessing Home Treatment Team (HTT) / Crisis Line. Links with local networks such as Bromley Well and
Recovery College are utilised.
The resource is further enhanced by input from a Senior Social Worker, Oxleas and dedicated resource
from Hestia.
The team have so far supported over 37 patients on the discharge pathway with significant success.
H2H Resources:

•
•
•

•
•
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1wte Senior Peer Support Workers – BLG MIND
1wte Peer Support Workers – BLG MIND
2wte Research Peer Support Workers – BLG MIND
This resource is further enhanced by:
0.6wte Senior Social Worker - Oxleas NHS Foundation Trust
1.2 wte Support Worker – Hestia

Inpatient Development
In response to learning needs identified on our wards at GPH the Directorate is undertaking a number of
initiatives to address current and ongoing development on the wards. These initiatives form part of an
ongoing improvement plan for GPH. Some of these initiatives are as follows:
•

Shadowing Shifts – To assist active learning of ward staff, professional leads and senior staff will be
undertaking shadowing shifts to work alongside ward Managers and staff on the wards to engage
with staff on the duties they perform and where necessary offer support and advice on
interventions. This process will offer “modelling” to staff and also enable us to get a more in depth
understanding of skill sets and further learning needs.

•

Inpatient Practice Improvement Nurse – The Directorate are putting in place a dedicated Practice
Improvement Nurse fixed term post to work intensively with the wards on good nursing practice on
a day to day basis. This will be both within the shifts with 1:1 mentoring and through group training.

•

Acute Nursing Development – The HoN is implementing a back to basics refresher on Nursing
practice on Acute wards. The programme will consider among other issues, culture and practice
relevant to good Nursing practice within a high acuity environment, values and ethics.

•

Band 6 Charge Nurse development – The role of the Band 6 Charge Nurse and the structure of the
DSN system is being reviewed. As part of this process, leadership training specific to the Band 6 /
DSN group is being considered.

Section 31
The London borough of Bromley has engaged an Independent Consultant, Dick Frak, to undertake a joint
review of the current Section 31 contract agreement between LBB and Oxleas NHS Foundation Trust. It is
intended that the review will be conducted in partnership between the two organisations.
Dick Frak has already had initial meetings with a number of key Oxleas staff including the COO and SD for
Bromley, to both introduce himself and initiate a discussion around the Terms of Reference.
The Section 31 agreement underpins the secondment of LBB Social Work staff to Oxleas. The review of the
agreement is welcomed as it is somewhat overdue when compared to other Local Authorities. However,
the outcome of the review may present a number of options for future arrangements, some of which may
have significant implications for integrated practice in mental health in Bromley.

45

CYP Directorate Update – August 2021
CAMHS
Waiting Times (Numbers waiting for assessment = 841)
Recruitment against new investment is underway, with a number of posts recruited to and due to start by
September. Agency requests, using underspend from the new investment, have not been successful to
date. In addition, the service has other recurrent vacancies also being recruited to (vacancy rate of 10%)
The impact from the new investment is unlikely to be reflected in the charts below until September –
however success in the crisis team recruitment will support the individual boroughs in to focus more on
routine waiting waits.

Bexley CAMHS
The CHeWS (Health and Emotional Wellbeing Service) remains in business continuity mode – the
assessment waiting list has reduced following a cleansing exercise (including referrals to Bexley Moorings)
and a sharper focus on reviewing those awaiting an assessment.
Discussions are ongoing with London Borough of Bexley with regards to their intention to reduce funding in
the service. The service redesign continues with the support of an external agency, the CCG have been
advised a draft model will be shared by end September 2021.
Bromley CAMHs
A clinical capacity gap is expected (Oct-Dec 2021) in the Adolescent Team due to a growing number of
vacancies. Staff from psychological therapy backgrounds are leaving. Work is underway to review
vacancies and any risks to service delivery will be outlined. Fixed term and agency requests are out.
CAMHS Improvement Group
Pathway-level reports are being finalised and consideration is being given to adopting a needs-led waiting
list approach. A pilot of review and support points is to be instigated in the Greenwich Generic Team, in
addition to pilot of a triage tool/application in Bromley CAMHS
RiO guidance document is due to be completed by mid-September, to be rolled out in accordance with
finalised Lucid Charts.
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There is a potential risk to delivering the plan as the informatics resource may not be available to the
Directorate to complete this work.
Pathway Development
Pathway development work is underway to develop the 16-25 pathway (via funding from new investment
money). A draft proposal is being developed (clinical model and eligibility criteria) and is to be shared within
the ICS.
Further consultation will be undertaken with internal and external stakeholders to finalise the service model
by October 2021.
The CUR pilot is to be extended by 12 months within the Crisis Team only (to be ceased within Adolescent
Teams)

Specialist Services
Waiting Lists – ASD
There has been an increase in the number of assessments delivered in Greenwich in July with the further
anticipated impact of fixed term posts expected from September. The increased number of appointments
has not impacted significantly on the trajectory as the previous month’s delivery of assessments was lower.
In Greenwich the total number waiting has reduced from 875 in January to 771 at the beginning of August,
which represents an overall reduction.
In Bexley the total waiting has reduced from 473 to 201. Bexley have reduced the timescale of the waiting
list reduction by 2 months. The service have delivered approximately 30% more assessments than
originally planned between Jan – July.

Work continues with Moorhouse to review pathways in both Bexley and Greenwich for ASD and to assess
the impact of potential changes.
Waiting Lists – ADHD Greenwich (292 waiting as at 1 April, 235 waiting 1 August)
The projection is being impacted by the higher than expected number of referrals in Greenwich. In total
the service has received 73 referrals more than anticipated during Jan – July 2021.
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Moorhouse is also reviewing the ADHD pathway as part of the overall IND pathway review. The use of the
QbTest continues to enable more assessments to be delivered due to the reduction in time required for
the assessment appointment.

Community Paediatrics
A review is currently taking place, following changes to the Child Death Overview Panel (CDOP) process.
Following commissioning of the Child Death Review Meeting process, there was an allocation of PA
(Programmed Activities) attached to this responsibility. These were given to the acute paediatricians to be
managed within the hospital setting.
Currently, following a child death in the community setting, the community paediatrician will co-ordinate
and chair a Joint Agency Review Meeting. After this, a CDOP is then convened following a period of further
information gathering. Originally, this was the responsibility of the acute paediatricians regardless of the
location of the child death.
More recently the responsibility of this has fallen onto the Designated Doctors to perform if the
unexpected child death is outside of the hospital setting (Home or hospice care). The Doctors’ capacity to
perform the role is in question as they were not originally commissioned to undertake this part of the
process. There is an appreciation of the process being an evolving one, however on-going discussions are
required to establish where this responsibility best sits and adapt the process accordingly.
Immunisations
It has been confirmed there will be an increase in the cohort of children required to have their flu
vaccination this year. Every school year (up to Year 11) is now included in the vaccination programme. In
addition to the increase in the number of children, there is also a challenging target of this needing to be
be completed by January.
In addition, the service has an underlying cost pressure as funding from NHSE does not fully cover the
service cost. This has been raised previously. We are awaiting confirmation of the total funding for the
growth in delivery and core provision, although a recent communication has been received confirming that
NHSE will fund this provision and therefore the service should commence recruitment.
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The team experienced some challenges last year with engagement from some of the schools, resulting in
consent forms not being returned and occasions where there was no room available to deliver
vaccinations. Conversations are on-going with commissioners and schools about this, to ensure the service
is supported and able to deliver as efficiently as possible.
Despite some of the challenges the team are looking forward to starting the vaccination programme in
September.
Integrated Therapies
The contract for the Greenwich Integrated Therapies Service was due for renewal April 2022. Initially it
was thought the service would be subject to a tender process
Recent conversations have confirmed the preferred approach is to work collaboratively to redesign the
service, following a series of workshops. This work is due to commence in September.
Bexley LAC
Following submission of a business case by Bexley CCG, confirmation has been received that funding has
been approved for an additional 1.0wte Nurse plus admin support. The service currently has one nurse
responsible for covering the entire LAC caseload in the Bexley – 200 children (excluding out of borough).
National guidance recommends 1 nurse per 100 LAC children. Oxleas have been supporting the service by
funding bank hours.

Forensics and Prisons Report August 2021
Personnel Changes
Michelle Storer has been appointed permanently as the Associate Director of Business Development &
Partnerships with an official start date of 1/9/21.
After 17 years of dedicated service to the Directorate, Lawrence Newsome officially retired from his
permanent post as Business Manager 6th August and will return in October on bank for 2 days a week
supporting the project team with bids and procurements.
Procurements
The Kent prisons procurement: we are still awaiting the outcome which is anticipated on or before 1/9/21.
Additionally, the Commissioners have yet to announce the timeline for the procurement of pharmacy
services. However, they have agreed to a replacement of the pharmacy robot in Rochester prison investing
£60k.
With the support and approval of the Trust Business Committee, we will not be submitting a bid to reprocure
services at Cookham Wood prison. All those potentially affected will be notified following Trust HR
processes.
Southwest England Prisons a paper was presented at the Trust Business Committee with draft responses to
6 outline questions for lot 3(Dorset) all the lots have same outline questions apart from the women’s prison.
This the first stage of a two- stage process. The deadline for first stage outline questions is 3/9/21 with
feedback from Commissioners 25/10/21. Final completed bid submission is 6/12/21. The notification of
award is expected by February 2011 with a contract start date of 1st October 2022.
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Greenwich Cluster Prisons a contract extension was approved for one year up to March 2023.
Other procurements there several other prison procurements upcoming over the next few months including
Heathrow IRC; Thames Valley (6 prisons) and Northamptonshire (3 prisons).
Inspections and Audits
There have been several CQC inspections/monitoring visits conducted as well as HMIP inspections and Trust
health and safety audits.
The CQC conducted Mental Health Act monitoring visits to Burgess, Heath, Joydens and Crofton inpatient
wards with no major concerns raised. An action plan is underway to address points needing further
clarification and/or corrections.
The CQC inspection of Mariposa House (an SLP commissioned female Forensic Hostel) achieved good across
all domains.
CQC and HMIP inspections were conducted in Cookham Wood and Belmarsh prisons this month with no
major concerns raised by either group of inspectors regarding health care services and several areas of good
practice highlighted during the informal feedback sessions. Final reports are expected within the next 3
months.
SI’s and DICs
The number of coroners cases have increased to 36 in total.
Following the 7 deaths in custody at HMP Wandsworth which took place in close succession between
January -June 2021. A recovery plan has been drafted focussed on improving relationships between Oxleas
and SLAM, including stricter contract monitoring to ensure full implementation of the mental health service
specification. Updates are being provided through the Trust’s Performance and Quality Committee and to
NHSE Commissioners.
A Board level inquiry is underway reviewing the three most recent deaths, the outcome of which will be
reported to the Trust Board in November. Additionally, NHSE is conducting a thematic review of the cluster
of deaths which will be shared with the Trust.

Greenwich Board Operational Report September 2021
Adult Community Services
The focus for adult community services continues to be ‘Home First’ and, since the last board, we have
received confirmation from SEL ICS of further funding. Although this is not as much as we had requested in
the business case, we have also received additional funding to support our neurorehabilitation service and
diabetes service. We are currently working though the Greenwich Home First Board in prioritising where
the funding is directed, particularly focused on the national requirement to meet the 2 hours/2-day target
in the emergency crisis response pathway.
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Greenwich Urgent Crisis Response

Covid Positive Designated Setting: Eltham Community Hospital
Throughout the pandemic, Eltham has been the setting to admit people who are discharged from hospital
with a COVID-positive test who will be moving or going back into a care home setting. To support this
pathway through the winter potentially for patients across South East London, we have been reviewing the
guidance and refining the standard operating procedure which includes clear guidance on the IPC
requirements. Additional funding has been agreed to support the pathway and we are proposing that we
can take 4 patients at any one time on this pathway. A review of previous activity has shown that, during
the COVID-19 2nd Wave, 23 patients were admitted to Eltham with an average length of stay of 27 days.
Covid +ve patients admitted to Eltham Community Hospital during wave2: December 20 - April 21

1

0

0

0
03/05/21

0

26/04/21

0

19/04/21

0

12/04/21

01/03/21

1

05/04/21

22/02/21

1

29/03/21

0

22/03/21

0

15/03/21

0

08/03/21

0

15/02/21

No of Pt in ECB

08/02/21

2
01/02/21

25/01/21

18/01/21

3 1

0
11/01/21

2

04/01/21

2

28/12/20

0
14/12/20

07/12/20

2

21/12/20

8

District Nursing
District nursing teams continue to be busy and whilst there is a continued increase of referrals, we have been
able to review the caseload sizes. The acuity of patients is more complex and patients are staying on
caseloads for longer. Below are two tables showing referral trends and caseload sizes between August 20
and July 21. The caseloads have reduced mainly due to a data cleaning exercise.
Referrals
•
•

The 12-month referral trends show a 24% increase for DN Twilight & 4% increased for District Nursing
On monthly average, referral received; DN Twilight 92, and District Nursing 745
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REFERRAL - District Nursing: Aug 20 - Jul 21
District Nursing

DN Twilight

124
84

88

83

89

81
761

Aug-20

Sep-20

774

Oct-20

109

102
61

773

113

752

760

Nov-20

Dec-20

654
Jan-21

96

76

644
Feb-21

779
727

719

Mar-21

Apr-21

May-21

806

Jun-21

791

Jul-21

Caseload sizes
•
•

12-month caseload trend shows a 21% decrease for DN Twilight & 26% decrease for District Nursing
On a monthly average, the caseload was DN Twilight 138 and District Nursing 1297

CASELOAD -District Nursing: Aug 20 - Jul 21
District Nursing
121

155

175

DN Twilight

152
157

159

177

198

1519
1451

1459

74

1433

97
1329

1284

1261

95
95

1261

1237
1154

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Apr-21

1117
May-21

1058
Jun-21

Jul-21

Mental Health Services
Older People
The new manager starts on 23/09/21 and new memory service manager starts 09/09/21. There are several
clinical vacancies in the service at present. We are focusing newly recruited to posts on screening, initial
appointments, homes visits, responding to phone calls, supporting well/referral to other services,
contacting and informing clients waiting for assessments. Money from the waiting list initiative provides an
opportunity to increase the Band 6 and Band 7 establishment. The memory team have been focused on
their waiting list action plan which includes:
•
•
•
•
•

Reviewing present roles to maximise assessment capacity
Clarifying numbers waiting for assessment/treatment
Clarifying flow onto waiting list
Estimating trajectory to clear waiting list allowing for flow
Monitoring progress against trajectory

Community Mental Health
Recruitment remains challenging and has been affecting the ability of the service to reduce individual care
coordinator caseloads to the target of 25 patients. However, we have achieved this for the West ICMP
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Team and now focused on the East ICMP Team. Our other focus has continued to be the management of
DNAs, an increase face to face contacts and use of the zoning tool.
Psychological Therapies
RTT for Psychological Therapies (PT): In July 91.3% of patients entered treatment within 18 weeks against
the 95% target. The service with the highest demand and capacity issues are ADAPT East & West although
they have recently recruited 2 new therapists who joined in June/July, we also have 2 staff leaving in
September. We have been focused on Increasing access to psychological therapies for people with severe
mental health problems and are planning to train ADAPT and OPMH CMHTs in Structured Clinical
Management (SCM).
July 21 PT RTT 18 weeks = 211/231 = 20 breaches
East ADAPT

9 = 45%

West ADAPT

11 =
55%

SUMMARY

•
•
•
•
•

There were 231 referrals, of which 211 were compliant, and 20 were
breaches.
East ADAPT had 11 breaches with 55%
West ADAPT had 9 breaches with 45%.
Despite increased referrals and caseload, there has been a great
improvement.
The metric has moved from Red to Amber since May 21

IAPT
They have experienced significant challenges with the increasing number of referrals and patients waiting
over 30 days for initial assessment. A new South East London clinical steering group has been set up to
review the models in the 6 SEL services to consider the possibility of increasing productivity.
Inpatients
The pressure on beds remains across all the wards and the teams continue to work closely with the Patient
Flow Team to manage flow. They are working more assertively with our home treatment team and
community services on discharging planning and this has resulted in us seeing a decrease in the length of
stay across adults and older people since August 2020. In adult mental health wards, the average length of
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stay has decreased by 15% over the last 12 months (On average, patients’ stay was 34 days); In older
people’s mental health wards the average length of stay has decreased by 47% over the last 12 months (On
average, patients’ stay was 38 days).
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Integrated Performance Report(IPR) - July 2021
S.No

1

Committee

Regulatory

Reported

Monthly

Origin

Metric
Code

NHSI / NHSE 10766

View from our regulators

Target

Jul-21

Comments - July 2021

Variance

Assurance

Comments - July 2021

Variance

Assurance

Comments - July 2021

Variance

Assurance

Variance

Assurance

NHS Improvement - Segment
1

2

Regulatory

N/A

CQC

10348

CQC Rating
Green

S.No

Committee

Reported

Origin

Metric
Code

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

Target

Jul-21

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

97.7%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

88.1%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

90.4%

6

Quality

Monthly

Trust

11699

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

>95%

88.4%

7

Quality

Monthly

Trust

11700

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

<5%

3.2%

8

Quality

Monthly

Trust

11703

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

>90%

74.4%

9

Quality

Monthly

Trust

11702

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

<10%

10.3%

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

Jul-21

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

5.4%

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%

27.0%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

69.0%

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

90.0%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

93.3%

16

Quality

Monthly

DoH

11268

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

>95%

92.1%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

83.4%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

98.7%

19

Quality

Monthly

Trust / CYP 11397

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

TBC

66.4% Variance, assurance graphs and commentary to be provided at a
later date.

20

Quality

Monthly

Trust / CYP 11503

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

TBC

76.3% Variance, assurance graphs and commentary to be provided at a
later date.

21

Quality

Monthly

Trust / CYP 11505

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

TBC

71.6% 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

Jul-21

Comments - July 2021

>95%

94.7%

CQUIN-72 Hour Post Discharge Follow Up

80%

89.1%

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

90.9%

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

95.5%

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

73.2%

Quality

Monthly

Trust
(Internal)

10343

Adult Community Intermediate Care Bed Occupancy

28

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

98.0% Bx. 46/46; Br 27/29; Gr. 31/31. Trust. 98%.

29

Quality

Monthly

NHSE

10446

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

>95%

97.0%

31

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

879

32

Quality

Monthly

Trust
(Internal)

10356

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

N/A

13

85-95%

56.1% Not currently meeting target.
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Integrated Performance Report(IPR) - July 2021
33

Quality

Monthly

Trust
(Internal)

10447

Incidents of category 3 and 4 Pressure Ulcers

N/A

26

34

Quality

Monthly

NHSE

10448

Medication errors

N/A

66

S.No

Committee

Reported

Origin

Metric
Code

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

Jul-21

Comments - July 2021

37

Quality

Monthly

NHSI

10915

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

>56%

77.8%

38

Quality

Monthly

NHSI

10916

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

>56%

78.6%

39

Quality

Monthly

Trust
(Internal)

10645

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

>90%

98.4%

40

Quality

Monthly

NHSI

11314

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

41

Quality

Monthly

Trust

11454

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

100%

52.0%

42

Quality

Monthly

DoH

10323

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

>100%

95.5% Trust: = 148/155 (95.5%).

43

Quality

Monthly

DoH

10325

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

>100%

44

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

92.2% April 2021 DQMI MHSDS Score. Published 28/07/2021 - DQMI
version 43.

45

Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

92.5%

46

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.4%

47

Quality

Monthly

Trust / NHSI 10359

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

>95%

67.0%

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

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

N/A

Variance

Assurance

745(755) Published by NHS Digital two months in arrears. May 2021
figure - published 12th August 2021.

100.0% Trust: = 8/8 (100%).

Rules

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

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

Link to NHS Oversight Framework 2020/21

Domain

Director

Metric

Metric
Number

NHSI Method Current
of Collection Reporting

Matches Local Target
Reporting?

Jul-21

Operational
Performance

Iain Dimond

Referral to treatment for incomplete care pathways

10248

NHSI

IBR

Yes

90%

98.7%

Operational
Performance

Iain Dimond

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

10915

MHSDS /
UNIFY2

IBR

Yes

>=56%

77.8%

Operational
Performance

Iain Dimond

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

10916

MHSDS /
UNIFY2

IBR

Yes

>=56%

78.6%

Operational
Performance

Iain Dimond

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

54.0%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

99.6%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

61.1%

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%

92.2%

April 2021 DQMI MHSDS Score. Published
28/07/2021 - DQMI version 43.

Operational
Performance

Iain Dimond

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

MHSDS /
UNIFY2

NHS Digital

No

N/A

745(755)

Published by NHS Digital two months in arrears. May
2021 figure - published 12th August 2021.

Quality of Care

Iain Dimond

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

NHS Digital

MHSDS

Yes

N/A

6.9%

Quality of Care

Iain Dimond

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

10665

NHS Digital

MHSDS

Yes

N/A

63.0%

Numerator published by NHS Digital two months in
arrears. May 2021 figure - published 12th August
2021.
Numerator published by NHS Digital two months in
arrears. May 2021 figure - published 12th August
2021.

Quality of Care

Iain Dimond

Admissions to adult wards of under 16s

10664

NHS Digital

Local
Reporting

Yes

0

0

Quality of Care

Iain Dimond

CPA 7 day follow-up

10314

HSCIC

IBR

Yes

95%

94.7%

Quality of Care

Jane Wells

CAS alerts outstanding

10660

NRLS

Internal

N/A

N/A

100.0%

Quality of Care

Jane Wells

Never Events

10659

NHSE

Internal

N/A

0

0

Quality of Care

Jane Wells

Under-reporting of Patient Safety Incidents

10654

NRLS

IBR

Yes

N/A

7.5%

Quality of Care

Neil Springham

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

11699

NHSE

IBR

Yes

TBD

88.4%

Quality of Care

Neil Springham

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

11703

NHSE

IBR

Yes

TBD

74.4%

Quality of Care

Neil Springham

Complaints

10528

NHS Digital

IBR

Yes

N/A

29

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

July 2021 figure - quality query logged with Maydens.

July 2021. 2 alerts: 1 no action required, 1 no
response required. None overdue.

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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Operational Performance Dashboard
Operational Delivery Update
July 2021
Operational Delivery31st
Update
Friday 10th April 2020

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

11-Nov-20
13-Nov-20
15-Nov-20
17-Nov-20
19-Nov-20
21-Nov-20
23-Nov-20
25-Nov-20
27-Nov-20
29-Nov-20
01-Dec-20
03-Dec-20
05-Dec-20
07-Dec-20
09-Dec-20
11-Dec-20
13-Dec-20
15-Dec-20
17-Dec-20
19-Dec-20
21-Dec-20
23-Dec-20
25-Dec-20
27-Dec-20
29-Dec-20
31-Dec-20
02-Jan-21
04-Jan-21
06-Jan-21
08-Jan-21
10-Jan-21
12-Jan-21
14-Jan-21
16-Jan-21
18-Jan-21
20-Jan-21
22-Jan-21
24-Jan-21
26-Jan-21
28-Jan-21
30-Jan-21
01-Feb-21
03-Feb-21
05-Feb-21
07-Feb-21
09-Feb-21
11-Feb-21
13-Feb-21
15-Feb-21
17-Feb-21
19-Feb-21
21-Feb-21
23-Feb-21
25-Feb-21
27-Feb-21
01-Mar-21
03-Mar-21
05-Mar-21
07-Mar-21
09-Mar-21
11-Mar-21
13-Mar-21
15-Mar-21
17-Mar-21
19-Mar-21
21-Mar-21
23-Mar-21
25-Mar-21
27-Mar-21
29-Mar-21
31-Mar-21
02-Apr-21
04-Apr-21
06-Apr-21
08-Apr-21
10-Apr-21
12-Apr-21
14-Apr-21
16-Apr-21
18-Apr-21
20-Apr-21
22-Apr-21
24-Apr-21
26-Apr-21
28-Apr-21
30-Apr-21
02-May-21
04-May-21
06-May-21
08-May-21
10-May-21
12-May-21
14-May-21
16-May-21
18-May-21
20-May-21
22-May-21
24-May-21
26-May-21
28-May-21
30-May-21
01-Jun-21
03-Jun-21
05-Jun-21
07-Jun-21
09-Jun-21
11-Jun-21
13-Jun-21
15-Jun-21
17-Jun-21
19-Jun-21
21-Jun-21
23-Jun-21
25-Jun-21
27-Jun-21
29-Jun-21
01-Jul-21
03-Jul-21
05-Jul-21
07-Jul-21
09-Jul-21
11-Jul-21
13-Jul-21
15-Jul-21
17-Jul-21
19-Jul-21
21-Jul-21
23-Jul-21
25-Jul-21
27-Jul-21
29-Jul-21
31-Jul-21
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Staffing Trust-wide Position as at 31ST July 2021
Trust Level Absence Data

180

Trust

160

140

120

100

80

60

40

20

0

A total of 31 staff across the Trust were absent due to Covid 19 as at 31st July. 3 people were COVID positive, 9 staff members were absent as a result of post isolation
sickness and 5 due to Long Covid.
Source: ESR and Q&A
2
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Covid 19 - Inpatient Testing
Patients as at 31st July 2021

Directorate
Bexley

Number of
patients Tested
Positive
(Cumulative)

Bromley

Number of patients
currently Covid-19
Positive on the ward
(31/07/2021)
Manual Data

Number of patients
swabbed waiting Number of Patients Number of Deaths
for results (as at
who Tested Positive on Wards (as at
31/07/2021)
in July
31/07/2021)

Number of patients
currently Covid-19
Positive on the ward
(31/07/2021)
RIO Data

68

39

0

0

0

0

56

42

0

0

0

0

115

60

0

0

0

0

49

43

0

0

0

0

288

184

0

0

0

0

Greenwich
Forensics
Total

The number of patients testing positive continues to decrease with no patients testing positive during June. There are currently 2 positive
patients on our wards.

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

3M 1873 FFP3 Face Masks

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

3M 9330+ FFP3 Face Masks

Good stock levels currently with no foreseen
supply demand issues.

FFP3 HY 9632 Mask with Valve

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

Gloves XL

Sufficient volume currently in stock

Gloves L

Sufficient volume currently in stock

Gloves M

High volume currently in stock

Gloves S

High volume currently in stock

Gowns

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

Aprons

High volume currently in stock

Hand Sanitiser

High volumes of this item, in selected sizes

Goggles

Sufficient volume currently in stock

Face Visors

High Volume currently in Stock

Clinical Waste Bags

High Volume currently in Stock

Swabs

Sufficient quantity of swabs are available for
PCR testing.

Universal Wipes

Very High Volume currently in Stock

Source: Emergency Planning

4
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Bed Availability & Testing by Ward as at 31st July 2021
m

Bexley

Bromley

Greenwich

Forensic

Total

Total number of patients on the ward
EXC LEAVE

% Occupancy

Available Beds EXC LEAVE

Number of patients currently Covid-19
positive and on the ward

15

14

93%

1

0

22

16

73%

6

0

Lesney

20

0

0%

2

0

MK

Miilbrook

20

19

95%

1

0

MEAD

Meadowview

30

29

97%

1

0

AV2

Betts

18

16

89%

2

0

AV1

Goddington

16

16

100%

0

0

ME2

Norman

0

0

0%

0

0

WardCode

Ward

BFH

Barefoot Lodge

HOL

Holbrook

LES

Ward Size
(number of beds)

ELD

Scadbury

22

15

68%

7

0

ATLHSE

Atlas House

11

6

55%

5

0

GC

Maryon

0

0

0%

0

0

GD

Shrewsbury

20

20

100%

0

0

GE

Avery

20

20

100%

0

0

PRO

Oaktree Lodge

17

14

82%

3

0

tarn

The Tarn

16

15

94%

1

0

GR01

Shepherdsleas

19

17

89%

2

0

GICU

Eltham Community Health

40

16

40%

24

0

BIR

Birchwood

12

11

92%

1

0

BG

Burgess

17

13

76%

4

0

CN

Crofton

18

17

94%

1

0

DN

Danson

17

17

100%

0

0

GRW

Greenwood

16

13

81%

3

0

HAZ

Hazelwood

15

14

93%

1

0

HC

Heath

16

10

63%

6

0

FJOY

Joydens

14

9

64%

5

0

431

337

78%

76

0

Norman and Maryon remain closed.

5
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Out of Area Bed Usage as at 31st July 2021
Out of Area Placements as of 31st July 2021

Hayes Grove Only

Hayes: Wickham Ward – Bromley EI, Bexley ADAPT, Greenwich East ICMP & Greenwich CCG clients
Source: Bed Management

6

63

Ward Admissions & Discharges as at 31st July 2021

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

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

Community Health Referrals

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

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

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

Source: Rio Data

11
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Metric 10314 – CPA 7 Day Follow Up as at 31st July 2021

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

Source: RIO Data
13
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Metric 10322 – CPA Service reviews every 6 months as at 31st July 2021

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

IAPT Contact Type
70%
60%

Axis Title

50%
40%

Telephone
Video call

30%

Silvercloud

20%

Other

10%

Face to Face

0%

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

Source: RIO Data
15
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Contact Types as at 31st July 2021

Source: RIO Data
16
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Cancelled Appointments – as at 31st July 2021

The % change measures the change from 05th April 2020 to 01st August 2021

Source: RIO Data
17
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Attend Anywhere Data as at 31st July 2021
Attend Anywhere Data
2500
2000
1500
1000
500
0

No. of Clinicians who ran a video consultation

No. of Consultation Hours

No. of Consultations

18
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Formal and In-Formal in-patients as at 31st July 2021
Adult Acute Wards

Data as at 01/08/2021 Source RIO

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

Holbrook

Barefoot Lodge

Data as at 01/08/2021 Source RIO

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

National, Regional and Local Guidance Notes and Alerts

Vaccination workforce and training updates
SEL CCG statement on patient choice of vaccine
SOP - roving and mobile vaccination models v1
Vaccination IT training systems toolkit v1.18
Vaccinations and surge response – a system guide
Long Covid: The NHS plan for2021/22
Clinical workstreams Update
FFP3 Resilliance in Acute setting
Vaccination IT training systems toolkit v1.1999
Vaccination centre update
COVID-19 Vaccination FAQ’s: students in higher education institutions
Net Zero System letter
Vaccination workforce and Training Update

21
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Improving Lives Strategy – Big Priority 1 – Zero Delays
Max Berks & Duncan Baird, Strategy Implementation Support
Lorraine Regan, Senior Responsible Officer for Zero Delays
None

Report Summary

NHS Oxleas launched its three-year strategy in April 2021 identifying three
Big Priority (BP) areas – ‘Zero Delays’, ‘Great Out of Hospital Care (GOOHC)’
and ‘Great Place to Work’.
This report provides an overview of BP1 – Zero Delays which aims to ensure
service wait times are understood by both staff and end users, and that all
Oxleas services are delivered without delay.
The paper covers:
• The background and case for change for the Zero Delays priority;
• The programme vision and associated strategic outcomes;
• A summary of work undertaken to date in CAMHS and other
targeted services;
• The proposed high-level approach for the remainder of the
programme;
• The prioritisation of services within this approach; and
• Immediate next steps to be undertaken.

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

The purpose of this paper is to provide the Board with an introduction to
Oxleas Big Priority 1: Zero Delays including work undertaken to date and
planned next steps.

Recommendation

The Board is asked to review the contents of the report, noting the ongoing
work with CAMHS and targeted services, the proposed future programme
approach and immediate next steps.

Link to trust strategy

This paper links directly to the implementation of Oxleas Improving Lives
Strategy 21- 24.

Link to Board
This paper relates to the risks within the BAF, specifically around current
Assurance Framework demands on CMHT (1844), wait times issues in community services (1913)
and responding to service delivery concerns (1921).
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Please summarise
implications in the
report for:
Quality

Zero Delays has a direct impact on improving timely access to quality care
for service users in SE London.

Finances

The Zero Delay’s programme will support services to improve their
productivity.

Equality analysis

A key aim of the Zero Delays programme is to reduce service user health
inequalities by ensuring all users have access to appropriate services in a
timely manner.

Service users/
carers/staff

Implementation of the Zero Delays priority will involve service users, carers
and staff in its design and incorporate wider stakeholder views through
proactive, structured engagement.
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Improving Lives Strategy
2021/22 – 2023/24
Big Priority 1: Zero Delays

Trust Board
2nd September 2021

Purpose and contents
81

The purpose of this paper is to provide the Board with an introduction to Oxleas Big Priority 1: Zero Delays including work
undertaken to date and planned next steps.

1. Zero Delays Introduction

2. Work to Date

3. Next Steps

Background

4

Case for change

5

Vision and strategic outcomes

6

Summary of work to date

8

CAMHS

9

Targeted support

10

Programme approach

12

Service prioritisation

13

Immediate next steps

14
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1.
Zero Delays
Introduction

3

Background
83

Oxleas has long been committed to providing people in South East London with timely access to mental health and community
physical health services. At present, oversight and management of wait times is undertaken at two levels:
1. Board/ Executive Level

Operations leadership have visibility of performance
against key waiting time standards including IAPT, PCP
and Early Intervention. Performance in these areas is
overseen by the Performance and Quality Committee
(PQAC) and exceptions are reported to the Trust Board.

Examples of
Trust Board
exception
reporting

2. Service/ Team Level

Each team holds a detailed, live local database which is
used to proactively manage service wait times. As
operational challenges occur, service teams are able to
provide Trust leadership with the necessary information
required to inform improvement activities.

Example of
Adult Mental
Health wait
times snapshot
report

While these arrangements provide leadership with assurance that national standards are being
delivered and that waiting lists are being proactively managed, consultation with staff, service
users and wider partners in 2020/21 identified that there was an opportunity for Oxleas to
strengthen its approach to wait time management.
In April 2021, Oxleas launched its new three year strategy, within which Zero Delays was one of
three Big Priorities identified.
It is not acceptable that a person’s health should deteriorate because we cannot deliver care in
a timely way, and the Trust is determined to avoid the harm that patients may experience
whilst waiting longer than agreed. We want Oxleas to be known for delivering the right care at,
the right time, with zero delays.
4

Case for change
84

This case for change provides a summary of the rationale for the inclusion of Zero Delays as one of Oxleas’ Big Priorities over the
next three years. This case for change has been informed by clinical evidence, data and feedback from staff, service users and
system partners as part of the Trust’s 2020/21 strategy refresh consultation.
Service user experience and outcomes
• Our service users understand that there is high demand for our services and that they are sometimes
required to wait for the right care. They have however indicated that they often receive unclear guidance
about the length of the wait, or that the Trust often does not meet the initial wait time shared.
• There is a link between service users understanding and feeling in control of their care and the success of
that care in terms of outcomes. A lack of transparency or a breakdown in trust between service user and care
provider can destabilise service users and lead to poorer outcomes or even crisis and admission to hospital.
Meeting national requirements
• NHS England and Improvement has established a suite of evidence based wait time national standards.
These standards are across services including IAPT, CYP Eating Disorders and Early Intervention in Psychosis
(EIP).
• Further standards are expected to be rolled out following completion of the national Clinical Review of
Standards in 2021/22, including the introduction of a 4 week wait time for all core Adult and older Adult MH
community services, expected to go-live in 2023/24.
• Meeting these national standards is both a contractual requirement for the Trust and a crucial factor in
ensuring that our service users have positive care outcomes.
Use of resources
• Oxleas and the wider South East London ICS is operating under significant financial pressures. The cost of
caring for individuals in the community is significantly less than providing care in an inpatient setting, and
providing timely care is a crucial factor in keeping people well in the community.
5

Vision and outcomes
85

The vision for the Zero Delays priority is to ensure that patients and staff have a mutual understanding of the expected
waiting time for a service, that this wait time is informed by good practice, and that this service is provided without
delays.
Oxleas’ success in delivering this aim will be measured by a combination of qualitative and quantitative outcomes:

Quantitative
 Defined service level target wait times
 Consistent delivery of services within target wait times
 Reduced average wait times (where these are deemed to be too high)
 Reduced waiting list numbers/ caseloads (where these are deemed to be too high)

Qualitative
 Service user feedback (FFT, complaints)
 Staff satisfaction (staff survey)
 Recognition of good practice from the wider system

6
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2.
Work to
Date

7

Summary of work to date
87

In order to inform the approach to the Zero Delays programme, two separate activities have been undertaken:
A) Informatics Support to
CAMHS

Underpinning any improvement in wait times will be access to clear, reliable, relevant and up-todate data. Current data within the Trust’s systems, such as Rio, may not accurately reflect true
demand and wait time figures within services and does not provide teams with a reliable source
of information with which to make management decisions.
Over the last twelve months, the Oxleas Informatics team has worked with CAMHS to document
pathways and develop more practical waiting list management tools.

B) Targeted Support
Sprints

Over the last 8 weeks, project support has been made available to five service teams that are
experiencing wait time challenges. The aim of this support has been to undertake a rapid
diagnostic of the service’s challenges, capture change ideas and prioritise these in to an
improvement plan.
The five services that have received supported are:
• Bromley PCP
• Greenwich Early Years Speech & Language therapy
• Greenwich CYP ASD Diagnosis
• ADAPT (all Boroughs)
• Bexley Community Health Rehabilitation Team

The following slides provide a summary of work to date and next steps in each of these areas.

8

A) CAMHS
88

Achievements to Date
 Set up weekly improvement group with membership
from CAMHS and informatics.
 Assessed current IT systems and introduced improved
data collection system.
 Mapped out high-level service pathways and identified
data quality issues.
 Established data tracking and reporting structure (Lucid
charts, Service Management Dashboards).
 Developed concepts of control (review and support
points).

Next Steps
 Implement support and review points.
 Clarify a mandated process that clinicians should follow.
 Establish Data Management items such as Quality rules,
process maps, data models.
 Embed use of Lucid charts within Operational
processes.
 Explore further waiting list reduction initiatives.
 Explore waiting list technical solution options (in-house
and external).

“I need to spend less time manually inputting data and the
system helps me to spot any data quality issues”

“I have better oversight of my service’s wait times through a
user-friendly and easy to understand centralised reporting
system”

Impact of work to date
9

B) Targeted support sprints
89

Targeted support sprint cycles have been structured in to three stages. The screenshot below provides an example of the
output from stages 1 and 2 with the Greenwich Early Years Speech and Language Team.
1. Diagnose
• Introductory team meetings, interviews and
focus groups to understand pathways and
determine core challenges.
• Gather and analyse data (e.g. demand and
capacity, performance, productivity, costs).

2. Plan
• Identify and agree required support to
team (e.g. demand analysis, pathway redesign, PMO).
• Develop tailored implementation plan for
service team based on any identified
initiatives.

3. Implement
• Project support as team mobilise
implementation plan (e.g. service redesign, business case development).
• Point of contact for advice on
implementation planning and
management.

10
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3.
Next Steps

11

Programme approach
91

Experience from the work undertaken to date with CAMHS has demonstrated that mapping pathways and establishing
reporting whilst in parallel undertaking a pathway re-design can result in added complexity and longer improvement
timescales.
For each service, the Zero Delays programme will therefore be undertaken in two sequential phases:
1.

The first phase will focus upon mapping the current pathway, identifying current service ‘wait times’, and agreeing a
standardised approach to data capture.

2.

The second phase will focus upon redesigning pathways for services in line with defined ‘wait time’ targets and
‘expected’ wait time challenges. This will also involve maximising the potential of technology.

By adopting a two stage approach, the Trust will be able to quickly establish a robust baseline and meet the first part of the
Zero Delays ambition before moving on to the final aim:
Phase 1
Map ‘as-Is’ pathways
Zero Delays
Ambitions

• Clear as-is service pathway
• Defined current service wait time
• Defined target ‘wait time’ informed by
clinical good practice and guidelines
• Defined wait time communication
approach informed by service user
feedback

Phase 2
Re-design pathways and establish reporting
• Consistent wait time reporting
• Efficient service that takes in to account
service user feedback and maximises the
potential of digital technology
• Clear service acceptance criteria and
reduced inappropriate referrals
• Reduced transfers between services
12

Service prioritisation
92

Following the operational restructure, there will be approximately ~120 Oxleas community teams in scope for this work.
Supporting services with Phase 1 activities will be resource intensive and services have therefore been prioritised by the Trust
Executive.
Alongside completion of the CAMHS work, the first group of services to progress through the Zero Delays programme will be
Adult Mental Health Services. Other services with urgent wait time challenges may also be added to this priority group.
The rationale for focusing on this service aera is that it is expected that new mental health access standards will be introduced
by NHS England and Improvement in 2022/23, and Trusts will require a robust way of monitoring and improving against these
standards.
If introduced as expected, these new standards will require mental health Trusts to:
• See all ‘very urgent’ referrals to a community based mental health service within
4 hours;
• See all ‘urgent’ referrals to a community based mental health service within 24
hours;
• See all patients referred from A&E within one hour by a mental health liaison
or CYP equivalent service;
• Start providing support to all adults and CYP presenting to a community based
mental health service within 4 weeks;
These standards will be introduced in addition to existing Improving Access to Psychology
Therapies (IAPT), Early Intervention in Psychosis (EIP) and CYP Eating Disorder standards.

13

Immediate next steps
93

In the coming weeks, several key next steps will be taken:
•

First meeting of the Zero Delays Steering Group (21st September), chaired by the Zero Delays SRO and bringing
together all existing and future workstreams for the first time.

•

Agreement between Informatics, Operations and Finance regarding supporting resource and programme
timeframes.

•

Development of a Zero Delays ‘Phase 1 Methodology’ that can be rolled out across all service teams to:
 Capture as-is patient pathways;
 Baseline current service wait times;
 Define target service wait times, informed by service specifications, clinical good practice and NICE
guidance;
 Define the approach to communication with service users on wait times, informed by service user
feedback; and
 Identify challenged services to be prioritised for support.

In the medium term, it is anticipated that key decisions will be required in two areas:
•

Agreement around the long-term technical approach to waiting list management and whether this will require
investment in a new or enhanced digital solution.

•

The approach to supporting challenged service teams with wait time improvement work e.g. QI, hands-on project
management, specialist informatics input.

14
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Strategy Building Block 3: Creating a Safety and Learning Culture
Jane Wells, Director of Nursing
Jane Wells, Director of Nursing
Unrestricted
The Oxleas Strategy 2021 – 2024 was agreed at the March 2021 Board and
in May the Board agreed that regular updates would be provided on the
progress of each part of the strategy.
This is an update on Building Block 3: creating a safety and learning culture.
It provides an overview of:
•
•
•
•

The national and local case for change
How we will drive the change and timeline
How we are measuring progress
Engagement and governance arrangements

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

For noting.

Recommendation

The Board are asked to note the report.

Link to trust strategy

Creating a Culture of Learning and Safety

Link to Board
This report is part of our clinical governance approach which relates to risk
Assurance Framework 1921 responding to service delivery concerns.
Please summarise
implications in the
report for:
Quality

Creating and safety and learning culture supports quality and outcomes.
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Finances
Equality analysis
Service users/
carers/staff

Creating and safety and learning culture supports effective use of resources
and reduces turnover and burnout.
Creating and safety and learning culture includes opportunities to co-design
with all service users, families and staff.
Creating and safety and learning culture engages all service users, families
and staff.
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Building Block 3: Creating a safety and learning culture
1. Case for change
Case for change: the national picture: National NHS Patient Safety Strategy
The National Patient Safety Strategy was published in July 2019 and describes how the NHS
will continuously improve patient safety over the next five to ten years. It is a statement of a
collective intent to improve safety by recognising that to make progress, organisations must
significantly improve the way they learn, treat staff and involve patients. The strategy
details actions to enable the NHS to achieve its safety vision; to continuously improve
patient safety. The NHS will build on two foundations: a patient safety culture and a patient
safety system. The three strategic aims which support the development of both are:
•

improving understanding of safety by drawing intelligence from multiple sources of
patient safety information (Insight)

•

equipping patients, staff and partners with the skills and opportunities to improve
patient safety throughout the whole system (Involvement)

•

designing and supporting programmes that deliver effective and sustainable change
in the most important areas (Improvement).

The strategy recognises the importance of a positive patient safety culture and use of a
‘systems’ approach which underpins the Strategy. The systems approach includes the
introduction of a new Patient Safety Incident Response Plan and Framework and embedding
of the Just Culture.
Case for change: creating a culture of safety and learning in Oxleas
Patient safety is about maximising the things that go right for our patients and minimising
the things that go wrong. Making mistakes is human and we will reduce the potential for
error by learning and acting when things go wrong. Patient safety is everyone’s
responsibility.
We want everyone in Oxleas to feel comfortable talking about safety problems and how to
resolve them without fear of blame or punishment. We will create team cultures where
everyone feels psychologically safe and knows that their concerns will be treated openly and
with respect.
Our 2020 staff survey shows that we have more to do to achieve the culture we want. Our
results around patient safety have been static and match only the median scores for similar
trusts.
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Our future approach is shaped by the best practice set out in the National Patient Safety
Strategy. This highlights psychological safety, tackling blame, valuing diversity, having a
compelling vision, good leadership and teamwork, openness and support for learning, and
kindness and civility as the key ingredients for a safety and learning culture.
The foundations have been laid with our new values – we are kind, we are fair, we listen and
we care and our Quality Management Framework that emphasises the need for continuous
and systematic improvement. Our ‘just culture’ approach also helps by balancing fairness
and learning in a way that avoids blame. We will communicate a compelling vision to staff
around psychological safety and leadership.
Our approach to safety and learning recognises the vital importance of upholding our
patients’ dignity and human rights. We will improve our understanding of safety by drawing
insights from multiple sources of patient safety information.
We plan to implement the Patient Safety Incident Management Framework to support
learning from serious incidents. This involves moving towards a proactive approach to
learning from incidents and away from reactive and hard-to-define thresholds for ‘Serious
Incident’ investigations. Quality of investigation is the priority with the selection of incidents
for investigation based on the opportunity for learning and the need to cover a range of
outcomes.

2. How we will drive change
Leading such a transformational cultural shift requires all leaders to be living our values and
maintaining high visibility and engagement to champion patient safety with their teams.
The success of the cultural shift depends on every single clinician and staff member
recognising that patient safety is their responsibility and that improvements need to be
driven within teams. Local leadership will be strengthened to identifying and supporting
champions who are committed to drive the culture of safety and learning.
The driver diagram sets out the primary and secondary drivers for improvement. It includes
change ideas and key interventions for improvement. The primary drivers are:
•
•
•
•
•

Psychological safety and wellbeing
Keeping patients safe
Inclusivity
Leadership and knowledge
Learning

99

Create culture of trust and
respect to tackle
perceptions of fear and
blame
Foster openess, honesty
and a duty of candour
Develop and implement
action plan to deliver the
National Patient Safety
Strategy
Psychologically safety and
wellbeing

Safety planning, control,
assurance and
improvement

Engage with family and
carers
Keeping patients safe
Create Patient Safety
Partners

Creating a safety and
learning culture
Increase safety culture
feedback scores in annual
staff survey

Inclusivisity
Engage with staff and
safety champions

Leadership and knowledge

Develop strong leaders
with knowledge and skills
for patient safety (NHS
Syllabus)

Teams to listen and act on
ideas for improving safety
Learning
Share learning and
improvement stories

Implement the Patient
Safety Incident Response
Plan and Framework

Celebrate success
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Psychological safety and wellbeing
The National Patient Safety Strategy (2019) highlights the key ingredients for organisations
that want to be safe as: staff feeling psychologically safe, tackling blame, valuing and
respecting diversity, having a compelling vision, good leadership at all levels, fostering
teamwork, openness and support for learning and individual behaviours of kindness and
civility. These ingredients are far wider reaching in terms of organisational culture than just
a patient safety lens. The wellbeing of our staff determines the quality (and safety) of our
services and will be enabled through the strategic priority of making Oxleas a Great Place to
Work, our new values and the other interdependent strategy building blocks; especially
Building Block 1 – Delivering Quality Management.
As staff wellbeing and psychologically safety are intrinsically linked, our contribution to this
will focus on creating the culture in teams where staff feel psychologically safe, engage
proactively in the patient safety agenda and are supported to be open and honest.
What we would like to see in teams includes team leaders actively setting a positive tone,
inviting everyone into the conversation and making themselves approachable, routinely
using structured types of communication, learning how to differentiate between system
error and unsafe practice or behaviours, being respectful to all colleagues and patients,
being approachable for the benefit of the patient, encouraging team members to openly
discuss safety concerns, discussing errors openly in order to learn from them and
encouraging others to do the same and taking confidence and humility to admit their own
mistakes, and allowing others, especially juniors, to hear them do so.
Creating this culture together requires commitment from each of us to the daily living of our
values.
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Keeping patients safe
We will be developing and implementing an action plan to ensure that we deliver on all
aspects of the NHS Patient Safety Strategy. We are using the quality management
framework and our current areas of focus are:
For mental health services:
•
•
•
•
•
•
•
•

Reducing restrictive practice
Understanding of service user individual risks
Physical health care monitoring after rapid tranquilisation
Physical health care in mental health
Reducing risks of self-harm and suicide including ligatures
Improving sexual safety
Improving management of co-existing mental health, alcohol and drugs
Reducing violence and aggression

For physical health services:
•
•
•
•
•
•

Reducing falls
Prevention, early identification and management of physical deterioration and sepsis
Reducing pressure ulcers
Reducing malnutrition
Antimicrobial resistance and healthcare associated infections (including Covid-19)
Safer use of medicines

In learning disability services:
•
•

Improving support to people with respiratory illness
Improving the identification of the deteriorating patient

In prison settings:
•
•

Ligature risk assessment
Detection and management of deteriorating physical health

Inclusivity
Our third driver aims to strengthen engagement with patients, families, carers and staff and
will see the creation of patient safety partners (working closely with ResearchNet) and local
staff patient safety champions.
Leadership and knowledge
We will be placing an emphasis through the Trust leadership development programmes and
clinical leadership role modelling on creating teams where staff actively raise ideas for
making patient safety improvements in their teams. This will be strengthened through the
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universal roll out of the NHS Patient Safety Syllabus. This will focus on a system approach to
patient safety, learning from incidents, human factors and safety management, creating
safe systems and being sure about safety. A greater emphasis will be put on learning
through simulation models. We have identified the Head of Patient Experience and Patient
Safety as our Patient Safety Specialist. Patient Safety Specialists are the lead patient safety
experts in healthcare organisations. They support the development of a patient safety
culture and safer systems and are be involved in patient safety improvement activity.
Learning
We want to share stories about improvement and celebrate success with teams, recognising
and appreciating where clinical practice and patient safety is going well as well as where
learning has been shared. A great example of this is the daily safety huddles and weekly unit
datix review meetings in Oxleas House led by the matron.
The implementation of the Patient Safety Incident Response Plan and Patient Safety
Incident Response Framework will see us move away from the NHS Serious Incident
Framework.

3. Timeline
Over the next three years our aim is to embed the culture of safety and learning into
everything that we do. In year one there will be a focus on creating the foundations for
psychological safety and wellbeing.
Next steps
•

•

•
•
•
•

We have already adopted and implemented the Safety (Quality) Management
Framework for planning, control, assurance and improvement which is reflected in
the Trust patient safety group. We would like this to be replicated in local
directorate patient safety groups and for teams to use the new patient safety
metrics in the quality dashboard by September 2021.
We will engage senior leaders and clinical leads in discussions about creating a
culture of safety and learning with an emphasis on psychological safety. We have
met with medical and nursing leaders and plan to engage more widely through a
senior leaders event in September / October 2021.
We will have developed an implementation plan for all aspects of the NHS Patient
Safety Strategy by September 2021.
We will implement the Patient Safety Syllabus by October 2021 (subject to no
changes in national planned roll out).
We will launch a new patient safety web page and share success stories and
celebrations by December 2021.
We will create Patient Safety Partners by April 2022.
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•

We will plan for the national roll out of the Patient Safety Incident Response Plan
and Framework, expected from April 2022.

4. Measuring progress
The key measure will be the feedback about the culture of the organisation gained through
the annual staff survey. We aim to be in the top quartile nationally.
Our key process measures of success will be:
•
•
•
•
•

Patient Safety Syllabus numbers trained
Patient Safety Partners numbers in place
Patient Safety Incident Response Plan and Patient Safety Incident Response
Framework (when rolled out nationally)
Patient safety champions numbers in place
Performance on safety priorities (reported in the quality reports)

5. Engagement
Staff engagement will be coordinated through the Trust and local directorate patient safety
groups and senior staff events in directorates. Our initial thoughts are that we will develop
these with clinical directors, heads of nursing, therapies, and allied health professionals with
directorate patient safety leads but we are still working out the details.

6. Fresh thinking
We will continue to network widely to gain insights from patient safety leads across the
country including those who are early adopters and those in communities of practice. This
will include participation in the national Patient safety Specialist Forum. We will invite
eminent external speakers to our professional leadership executives to speak about safety
culture and practice.
We are encouraging members of the patient safety group to regularly invite clinicians to
shadow them and be part of the meetings to gain new ideas and fresh perspectives.
We are also active members of national safety collaboratives and forums and will continue
to seek out new opportunities to participate on improvements with other organisations
across the region and country.

7. Governance
We propose to monitor progress at every patient safety group monthly meeting. This will
provide a monthly update to the Performance Quality Assurance Committee and Executive
Committee.
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8. Performance tracking
Subsequent biannual reports to the Executive and Board will provide updates on progress,
engagement and tracking of progress against our annual key performance indicator.
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Serious Incident Learning Report
Jane Wells, Director of Nursing
Jane Wells, Director of Nursing
Unrestricted
The report shares the learning from a serious incident.
Incident – BB, presented by Neil Springham
At approximately 17.45 on 28th January 2021, BB was found by ward staff to be
unconscious, not breathing and to have a cord around his neck. Upon BB’s discovery,
CPR commenced and he was subsequently conveyed to the Princess Royal
University Hospital by Ambulance. BB was unfortunately declared deceased at 09.00
on 29th January 2021.
On 16th June 2021 the Trust were informed that the cause of death was;
1a Ligature Strangulation, Covid-19 Infection and Olanzapine Intoxication
II Alzheimer's Disease with Depression - With the caveat that this case is
going to Inquest, so could be subject to change.
The panel have emailed the Bromley Clinical Director and Consultant Psychiatrist for
their comments in relation to the cause of death particularly the Olanzapine
Intoxication. The cause of death was found out after completion of the report and
therefore this was not address within the report.
Prior to BB’s inpatient admission on 10th December 2020 onto Scadbury Ward, he
was under the care of Greenwich Older Adults Community Mental Health Team and
was being reviewed as an outpatient.
Between the 11th August 2020 and 26th October 2020, BB was reviewed on three
occasions at an outpatient appointment. Within the first review on 11th August
2020, BB reported to be anxious and depressed, and was expressing thoughts of
hopelessness.
He was again reviewed on 8th October 2020 and it was noted that he presented
with significant symptoms of clinical Depression. The Consultant Psychiatrist noted
that, there was a need to gradually reduce and discontinue his Clonazepam due to
the potential to induce apathy. The next review completed on 26th October 2020,
revealed that there were no new concerns and BB had tolerated the reduction of
Clonazepam.
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On 10th December 2020, BB had a further OPA review with a Community Mental
Health Nurse . During this review, BB reported daily thoughts to harm himself, which
included completing a suicide by way of hanging. Due to these suicidal thoughts, BB
was admitted informally to Scadbury Ward on 10th December 2020.
BB was reviewed on 15th December 2020 by Consultant Psychiatrist. BB reported
that his mood and anxiety had been worsening; however BB did not believe that he
would self-harm whilst on the ward. Between the 15th December and 20th
December 2020, BB remained on the ward, was compliant with his medication
regime and there no recorded concerns by nursing staff.
On 21st December 2020, BB took part in a ward review; he stated that had constant
suicidal ideations namely wanting to hang himself with a rope. After the 21st
December 2020, it appeared to the ward staff that his mood had improved as BB
was taking part in various Occupational Therapy sessions; he was adhering to his
medication regime and was eating and drinking regularly.
BB was reviewed for the final time at 09.00 on 28th January 2021. He reported that
he had felt worse since his admission and he continued to have suicidal thoughts.
Ward staff noted this to be his constant narrative through his admission, even
though they observed him become progressively brighter, more interactive and
gaining weight. At 16.26 on the same day, BB tested positive for Covid-19 and he
was to isolate for 14 days. At approximately 17.45 on the same day BB was found
by nursing staff to have a ligature around his neck.
Recommendations
•

•

•

•

The Ligature Point Management Policy should be reviewed to incorporate
the understanding that combinations of shorter articles now form a ligature
risk. Also the use of alternate facemasks should be considered.
A robust system needs to be put in place to ensure that high risk information
or a change to the care plan (including the observation level) from ward
rounds/assessments is verbally shared with ward staff immediately even
during exceptional circumstances.
The Trust to consider providing training to all staff in ‘breaking bad news.
This should include the use of holistic risk assessments and reflective
practice in the ongoing management of the situation.
The Trust should develop a harmed patient pathway so that frontline staff
have clarity about the communication needs following a serious incident
within services.

Key Learning
•

The older people's mental health demographic continues to evolve in
relation to self-harm and suicide risk. Age or cognitive impairment cannot
be considered a protective factor to the degree it had been previously.
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What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

For noting.

Recommendation

The Board are asked to note the report.

Link to trust strategy

Creating a Culture of Learning and Safety

Link to Board
1939 Ligature management
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Creating a safety and learning culture, learning from deaths and
safeguarding families.
Effective use of resources.
Safeguarding children and adults.
Safeguarding children and adults.
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Oxleas NHS Foundation Trust
SERIOUS INCIDENT ACTION PLAN

Initials:
BB

Incident date: 28th

January 2021

Team involved at time of incident: - Green Parks House -

Scadbury Ward

Date of action plan:
21/06/2021
Additional recommendations 3
& 4 added on 5/08/2021

Brief summary of incident: On 28th January 2021, BB was found by ward staff to be unconscious, not breathing and to have a cord

around his neck, which was tied to a facemask. This appeared to be tightened using a pen as a means for self-strangulation. CPR
was commenced by ward staff and he was subsequently conveyed to the Princess Royal Hospital (PRUH) by Ambulance. BB was
unfortunately declared deceased at 09.00 on 29th January 2021.
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Recommendation

Action required

Due by

Lead

1) The Ligature
Point
Management
Policy should be
reviewed to
incorporate the
understanding
that
combinations of
shorter articles
now form a
ligature risk.

Amendments to ligature point policy will be
agreed at the July Ligature Management
Meeting. The policy changes will be share at
the July ACF and policy will be ratified at the
August PSG meeting.

August 2021

Christine Kapopo Copy of minutes and
Associate Director copy of amended policy
of Nursing

The use of
alternative
facemasks should
be considered

How will this be
evidenced

Progress and
date

In the interim,
a) The learning from this incident; that
shorter articles can be combined to
form a ligature has been shared
with Angela Middleton NHSE/I who
shared it at the June MH provider
safety forum.

April 2021

Copy of emails to
NHSE/I

Completedevidence to be
uploaded

b) The Ligature Management
Awareness video includes the
learning from this incident

Video can be viewed on Completed. Link
circulated to staff
the trust intranet ‘The
Ox Suicide Prevention
page. E learning module
also available on the
‘Fish’

June 2021
c) I asked Helen Nichols Head of IPC
response: “The Fluid Resistant
Surgical Face Masks (FRSM) used
in the trust are a nationally
procured and supplied item of
PPE. Although made by different
manufacturers all FRSM must

Email from Trust Head
of Infection Prevention
and Control

Allocated to Helen
Nichols Oxleas’
Head of IPC

Completed. Email
to be uploaded
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meet strict guidelines to be used
as medical PPE and must meet
the requirements of EN
14683:2019 type IIR. The design
of the masks is not able to be
changed, and therefore there is
not an alternative mask that is
manufactured for us to be able
to review.

2) A robust system
needs to be put
in place to
ensure that high
risk information
or a change to
the care plan
(including the
observation
level) from ward
rounds/assessm
ents is verbally
shared with ward
staff immediately
even during
exceptional
circumstances.

1)For urgent / immediate action plansWith
the ward staff attending the review
immediate
immediately returns to the nursing office effect
to handover the change / update in plans
which is entered into the shift report and
actioned accordingly.
For medium/ less urgent updates- staff
attending the ward review will return to
the nursing office after ward round and
will do the same.
In both circumstances the care plan gets
updated by the primary nurse- or a
member of the ‘care-group’ ( a method of
providing cover for the primary nurse in
their absence, a group of 2 RMNs and 2
HCAs are clubbed to form a support
group/ care group allocated to each
patient).

Mischeck Saineti,
Ward Manager

The nature of this
recommendation is
such that evidence
will be very difficult to
provide, the ward
manager and ward
consultant are
committed to
discussing the need
for this process to be
followed at ward
rounds

1)It has been
agreed with the
team to update
the ward
coordination
sheet to record
accurately
verbal
handovers. The
action plan and
progress will be
reviewed with
the team in a
session on
07.09.21.
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2)Care plan audits are completed
monthly on the ward to ensure quality
and high standards- in place. Care plans
are discussed with the primary nurses
during their supervision.

Ongoing

3)A document known as the ‘Scadbury
Ward Bed State- Vitals monitoring’ is
used which captures the level of physical
30/7/21
observation for the patient group on the
ward. This is updated daily and is a
dynamic document under constant
review which should reflect the plan
(level of physical obs) discussed at ward
rounds/ review/ MDT. We will discuss
this with all staff to ensure they
understand why this is used and how
they should update it.

Mischeck Saineti,
Ward Manager

2)Monthly audits
are in place
(Updated
17/8/21)

Mischeck Saineti,
Ward Manager

3)The 'Scadbury
Ward Bed State'
document is
discussed at
ward rounds/
review/ MDT. It
is also updated
daily. (Updated
17/8/21)
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3) The Trust to
consider
providing training
to all staff in
‘breaking bad
news. This
should include
the use of
holistic risk
assessments
and reflective
practice in the
ongoing
management of
the situation.

Breaking of bad news is a
31/12/2021 Lynda Longhurst
fundamental part of basic clinical
training for all professionals. To
reinforce this and to enhance the
delivery of it, the Patient Safety
Specialist will co-create with teams
previously involved in incidents a
short guide for staff on breaking of
bad news and request simulation
training to support learning about
breaking of bad news for clinicians.
This will draw on models of breaking
bad news such as SPIKES - The SixStep Protocol for Delivering Bad
News and will take into account when
bad news needs to be broken
remotely such as during a pandemic.

Guidance on
breaking bad news

4) The Trust should
develop a
harmed patient
pathway so that
frontline staff
have clarity
about the
communication
needs following
a serious
incident (level
4&5 harms)
within services.

The patient safety specialist will lead 31/12/2021 Lynda Longhurst
on the development of a “Harmed
Patient Pathway” to prevent second
harm or additional suffering of
harmed patients and families who
feel unsupported. Harmed patients
and families routinely do not have
their care and support needs
understood and met, and also
continue to face defensive
responses, when truthful answers
and explanations emerge only after a
prolonged battle involving constantly
reliving what happened. The Harmed

Harmed Patient
Pathway ratified
through the Patient
Experience and
Patient Safety
Groups

Evidence of
cascade or the
guidance to teams
Simulation training
availability dates
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Patient Pathway will include a range
of support that patients or their
families can expect to be available
following avoidable harm. This will be
informed by families who have
experienced avoidable harm and
from the lessons from our reviews
and inquiries including the Learning
from Death. The pathway will include
the need for a full and empathetic
adherence to the Duty of Candour,
the right to be meaningfully involved
in investigations and appropriate
support to achieve this, access to
independent, specialist advice and
advocacy services, access to
specialist counselling, for example to
help recovery from psychological
trauma or injury, support that
facilitates meaningful involvement in
helping us improve patient safety, the
opportunity to participate in
restorative processes and a
redress/compensation where
appropriate without the need to take
legal action, and if this is needed, no
unfair barriers. The Harmed Patient
Pathway development will include coproduction with patients and families
and launched on 1 January 2022.

1
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Annual Reports 2020 - 2021
1. Infection Prevention and Control Annual Report
2. Safeguarding Children Annual Report
3. Safeguarding Adults Annual Report
4. Patient Safety Annual Report

Author
Jane Wells, Director of Nursing
Accountable Director Jane Wells, Director of Nursing
Confidentiality/
Unrestricted
FOI status
Report Summary

1. Infection Prevention and Control Annual Report
The infection prevention and control service has predominantly focused on
supporting the Oxleas Incident Command Centre in the response to the
Covid-19 Pandemic throughout this year. The usual core activities of
surveillance, monitoring and control of infection over the past year
continued throughout the pandemic. Progress was made against the
objectives in work plan for 2020-2021 with some objectives being carried
over to the following year due to the capacity of the infection prevention
and control team and the required focus on Covid-19. The infection
prevention and control work plan for 2021-2022 is in place and focuses on
the core issues of audit, policy development and review, maintaining
compliance with the Health and Social care Act 2008, the Infection
Prevention and Control Board Assurance Framework and other national
guidance and legislation.
2. Safeguarding Children Annual report
The report provides safeguarding children assurance on Oxleas’ compliance
with the responsibilities under the Section 11 of the Children Act 2004 and
by describing progress against the Safeguarding children strategy and
priorities during the period of April 2020 to March 2021. In addition, the
report provides an overview of safeguarding children themes and activity
arising from the Covid-19 pandemic, the impact on our existing safeguarding
arrangements and subsequent changes made to effectively safeguard
children, young people and families. Oxleas vision and the challenge for
safeguarding remain unchanged; that is to ensure safeguarding and
promoting the welfare of children is embedded across every directorate and
in every aspect of the work of the trust. We continue to endorse Think Family
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approach to safeguarding, ensuring that the principles and our duties to
safeguard children and adults are applied holistically and consistently to
improve outcomes and safety of our service users.
3. Safeguarding Adults Annual Report
The purpose of this report is to inform the Board of the safeguarding adult
activities undertaken within the organisation for the year 2020-2021. It aims
to provide assurance of compliance with local multi-agency guidelines,
sections 42 to 46 of the Care Act 2014 and the fundamental standards in
relation to safeguarding described in the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014: Regulation 13. The trust has
reached all targets for safeguarding adult, Mental Capacity Act and Prevent
training in year. We have been involved in a number of Safeguarding adult
reviews and Domestic homicide reviews across the 3 boroughs and the
report gives an update on the position of these. The Trust has doubled the
number of enquiries that have been completed from previous years and
financial abuse remains the top abuse type.
4. Patient Safety Annual Report
The Patient Safety Annual Report provides information on Trust
performance against the Patient Safety Priorities with specific highlights on:
• Falls prevention
• Deteriorating physical health
• Pressure ulcers
• Resuscitation
• Reducing violence and aggression
• Reducing restrictive practice
• Learning from incidents
• Prevention of suicide and self-harm
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

For noting.

Recommendation

The Board are asked to note the reports.

Link to trust strategy

Creating a Culture of Learning and Safety
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Link to Board
These reports are part of our clinical governance approach which relates to
Assurance Framework risks 1921 responding to service delivery concerns.
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Infection prevention control, safeguarding and patient safety standards and
practice

Effective management of resources

Promotion of inclusion and equality and partnerships
Keeping service users, carers and staff safe
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Infection Prevention and Control
Annual Report
April 2020 - March 2021

1
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EXECUTIVE SUMMARY
The infection prevention service has predominantly focused on supporting the trust
Incident Command Centre (ICC) in the response to the Covid-19 Pandemic throughout
this year.
The usual core activities of surveillance, monitoring and control of infection over the
past year continued throughout the pandemic. Progress was made against the
objectives in work plan for 2020-2021 with some objectives being carried over to the
following year due to the capacity of the IPC team and the required focus on Covid-19.
The infection prevention and control work plan for 2021-2022 is in place and focuses
on the core issues of audit, policy development and review, maintaining compliance
with the Health and Social care Act 2008, The IPC Board Assurance Framework and
other national guidance and legislation.
Specific objectives achieved in the year have included:

3

•

Maintaining a low level of infection in relation to mandatory reportable alert
organisms. There were zero cases of MRSA, MSSA or E. Coli bloodstream infection
(BSI) within inpatient services or in community patients. There were two cases of
Clostridium Difficile in inpatient services however the Post Infection Reviews (PIR)
did not identify any learning or action points for Oxleas.

•

Low levels of outbreaks other than Covid-19 with one reported diarrhoea and
vomiting outbreak.

•

The unannounced audit programme for the year was completed with 69 audits
completed. Unannounced audits by the Infection Prevention Team identified many
areas of good practice in particular; management of waste, transportation of
specimens, vaccine storage. There were some areas of practice identified where
compliance was lower such as decontamination of patient equipment, patient
beverage bays and environment and cleanliness in some areas. Progress has been
made in these areas and will continue throughout the following year.

•

Monthly hand hygiene and mattress auditing by services has continued throughout
the year. The average response rate was 63% for hand hygiene and 62% for mattress
audits. The response rate was significantly lower this year to issues arising from the
Covid-19 Pandemic. There will be a focus on improving further on response rates in
the coming year for both audits. Average compliance rates were very good with an
average of 96% being achieved for hand hygiene and 97% for mattresses.

•

Mandatory training activity was consistently high in the year with the 80% target for
mandatory infection control training being achieved and exceeded throughout the
whole year by all directorates. Additional training for individual teams has been
provided by the Infection Prevention Team and has also been provided on the
Student Nursing programme and for the Infection Prevention champions.

•

All infection control policies were reviewed by their review date or reviewed to
incorporate changes necessary due to changes in National guidance or legislation.

•

The annual staff influenza vaccination campaign was implemented with a robust
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strategy which resulted in the highest level of vaccination achieved by the trust so far
– 70% of staff were vaccinated throughout the campaign.

4

•

Overall cleanliness monitoring scores were consistently high throughout the year with
average scores achieving or exceeding the required levels at all risk categories. The IPT
continue to support the cleanliness monitoring programme. ISS had a number of staff
shortages during the pandemic but due to admin and ward closures, were able to
redeploy staff to ensure our inpatient facilities and remaining admin areas were
cleaned thoroughly and remained open and safe for occupation throughout the
pandemic.

•

Water Safety is reported quarterly through the IPCC and the Head of IPC attends the
quarterly Water Safety Group meetings. The trust has a Water Safety Plan which
details the organisational and operational controls and governance. No known cases
of ill health have been associated with the Trust water supplies over the past year.

•

The IPC team won the corporate team of the year award in the year due to their
response to the pandemic which was very much appreciated by the team.
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1.

INFECTION PREVENTION AND CONTROL ARRANGEMENTS

Organisation of Infection prevention and Control
Infection prevention and Control Team resources
1wte - Head of Infection Prevention and Control
1.6wte - Infection Prevention and Control Nurses
Microbiology resources
The trust has a Service Level Agreement with Lewisham & Greenwich NHS Trust for
Consultant microbiological support and microbiology laboratory Services.
Reporting Arrangements
The Director of Infection Prevention and Control (DIPC) meets regularly with the Chief
Executive and the Medical Director. The DIPC is the chair of the Infection Prevention and
Control Committee and the Trust Patient Safety Group, and is the Board lead for infection
prevention.
Infection Prevention and Control Committee
The Trust maintains effective infection prevention and control arrangements through a fully
constituted Infection Prevention and Control Committee which meets quarterly and reports
directly to the Trust Patient Safety group and the Performance and Quality Assurance Group.
The Trust Patient Safety Group receives the minutes of the Infection Prevention and Control
Committee and both groups receive the annual Infection Prevention and Control Report. The
Trust Patient Safety Group reports by exception to the Performance and Quality Assurance
Committee. The Performance and Quality Assurance Committee minutes are received at the
Board of Directors meetings and the Board of Directors receive a monthly update from the
Director of Nursing which includes a section on infection prevention.
The Infection Prevention and Control Committee produce an annual work plan which
describes objectives, actions and how these provide assurance against strategic objectives /
priorities, and external indicators.
The Infection Prevention and Control Committee maintain a Risk Register, which includes
controls, assurances and gaps in control.
Infection Prevention and Control team
The Trust Infection Prevention Team has the primary responsibility for providing advice and
expertise in all aspects of infection prevention and is responsible for the core services of
surveillance, monitoring, prevention and control of infection across the trust. The Infection
Prevention Team is led by the Head of Infection Prevention who reports directly to the DIPC.
The Infection Prevention Team aim to provide an infection prevention and control advisory
service to the trust, staff, patients and visitors and provide management and control of
outbreaks, staff training and the formation, implementation and monitoring of all infection
prevention control policies. The Infection Prevention Team conducts day-to-day activities,
both proactive and reactive, to maintain effective infection prevention and control.
The Infection Prevention Team is available Monday- Friday during normal office hours. The
Trust has 24 hour access to a Consultant Microbiologist at the local acute hospital and South
London Health Protection Team at Public Health England out of hours for serious issues

5
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2.
SURVEILLANCE STATISTICS
Surveillance information for Oxleas patients is obtained via email or telephone calls from
the Infection Prevention Team in the acute trust that processes samples via a service level
agreement (Lewisham & Greenwich NHS Trust, Kings College Hospital NHS Foundation
Trust). Oxleas Infection Prevention Team has no direct access to surveillance information.
Mandatory surveillance and reporting on the Data Capture System (DCS)
The acute trusts are responsible for ensuring that all specimens tested and those that
meet the inclusion criteria for Oxleas patients are reported on the Data Capture System.
The following specimens are mandatorily reportable:
MRSA Bacteraemia
• All cases of MRSA bacteraemia caused by S. aureus resistant to meticillin,
oxacillin, cefoxitin or Flucloxacillin.
MSSA Bacteraemia
• All cases of MSSA bacteraemia caused by S. aureus which are not resistant to
meticillin, oxacillin, cefoxitin or Flucloxacillin i.e. not subject to MRSA reporting.
Gram –negative Bacteraemia
• All laboratory confirmed cases of E. Coli bacteraemia
• All laboratory confirmed cases of Klebsiella spp. bacteraemia
• All laboratory confirmed cases of P. aeruginosa bacteraemia
Clostridium Difficile Infection
• Diarrhoeal stools (Bristol Stool types 5-7) where the specimen is C. difficile toxin
positive
A Post Infection Review (PIR) will be carried out for any Oxleas patient who is diagnosed
with a bacteraemia (MRSA, MSSA, E. Coli) or toxin positive Clostridium Difficile.
Rates of mandatory reportable alert organisms for April 2020 - March 2021
Alert Organisms – New cases
Timescale

Clostridium
Difficile

E. coli bacteraemia

MSSA
bacteraemia

MRSA
bacteraemia

April – June 20
Oct – Dec 20

0
0
2

0
0
0

0
0
0

0
0
0

Jan – March 21

0

0

0

0

July – Sept 20

Outbreaks (non-Covid)
Between April 2020 and March 2021 there was one reported outbreak of infection not related to
Covid-19. This was a diarrhoea and vomiting outbreak.
Clinical area
Eltham Community
Beds

6

Date

21/02/21

Nature of
outbreak
Diarrhoea &
Vomiting

Number of patients and
staff affected
Patients
Staff
5
1

Date closed

24/02/21
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Summary of Clostridium Difficile Infections
Service
Meadowview
Intermediate
Care, Bexley

Background

Likely Source of CDI

The patient was admitted to Queen
Patient has a recent
Elizabeth Hospital following a fall at home, previous history of C. diff
diagnosed with C. diff while in hospital
– likely to be a
and treated with 10 days of Vancomycin. continuation of original
infection.
Patient then admitted to Meadowview
Patient has history of PPI
and had diarrhoea on admission.
use and laxatives

Factors (avoidable or unavoidable)
Lessons learned/action taken
that could have contributed to incident
Past medical history requiring long
No lessons learned or actions
term use of PPI’s
for Oxleas

Patient transferred back by ambulance to
Queen Elizabeth Hospital due to
deteriorating physical health.
Meadowview
Intermediate
Care, Bexley

Patient was admitted to Meadowview
Patient has a recent
Recent diagnosis of C. diff
20/11/20 from home, having a failed
previous history of c. diff –
discharge from DVH. Discharged home on likely to be a continuation
5/11/20 from DVH following admission for of original infection.
C. diff colitis (new diagnosis) which was Patient has a history of PPI
treated with 10 days oral vancomycin.
use
Following admission to Meadowview
patient developed diarrhoea again. C. diff
toxin positive on the sample taken
24/11/20. He is being treated with
vancomycin
Patient transferred on 26/11/20 to A&E
due to deteriorating health.

7

Antibiotic prescribing – no stop
date written on drugs chart for
the Vancomycin prescription.
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3.

COVID-19

3.1

Introduction/Background

Epidemiology
On 31st December 2019, the World Health Organisation (WHO) was informed of a cluster of cases of
pneumonia of unknown cause detected in Wuhan City, Hubei Province, China.
On 12th January 2020 it was announced that a novel coronavirus had been identified in samples obtained
from cases and that initial analysis of virus genetic sequences suggested that this was the cause of the
outbreak. This virus is referred to as SARS-CoV-2, and the associated disease as Covid-19.
Functions of the IPC Team
The IPC team supported the trust Incident Command Centre (ICC) throughout the pandemic and focused
on the following key areas:
• Reviewing and interpreting national guidance and formulating this into trust guidance which
was available on a specific section of the intranet.
• Updating guidance regularly in line with national and regional updates (guidance changed
frequently in the first six months).
• Providing training to teams on the use of PPE, specifically donning and doffing of PPE and for
Aerosol Generating Procedures.
• Fit testing staff for FFP3 respirators and providing training to staff to enable them to fit test.
• Carrying out a contact tracing risk assessment for every Covid-19 positive inpatient and an
additional Root Cause Analysis (RCA) for all inpatients who had a healthcare onset infection.
• Carrying out a contact tracing risk assessment for all staff who reported a positive Covid-19
result.
• Managing and reporting outbreaks of Covid-19.
• Providing support and advice to staff, patients, visitors etc. on all issues in relation to Covid-19.
Recognising and reporting Covid-19 infections
Early in the pandemic individual Covid-19 suspected/diagnosed infections in patients were not centrally
recorded or investigated. On 24th June 2020 NHS England and NHS Improvement wrote to NHS
organisations setting out the requirements for inpatient testing and introducing a new requirement for
organisations to conduct root cause analyses (RCAs) for every probable and definite healthcare
associated Covid -19 infection. Definitions of apportionment of Covid-19 infections in hospital inpatients
are:
Community-Onset – positive specimen date less than 2 days after admission;
Hospital-Onset Indeterminate Healthcare-Associated – positive specimen date 3-7 days after hospital
admission;
Hospital-Onset Probable Healthcare-Associated – positive specimen date 8-14 days after hospital
admission;
Hospital-Onset Definite Healthcare-Associated – positive specimen date 15 days after hospital
admission.

8
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3.2

Covid-19 confirmed case inpatient data

Data from Covid-19 positive patients was recorded centrally from July 2020, and RCA’s were carried out
by the Infection Prevention and Control Team on all patients with a probable or definite healthcare
associated Covid-19 infection.
From July 2020 to May 2021 there were 206 patients who were reported to have had a positive Covid-19
test result who were cared for in Oxleas inpatient wards.
Total number of Covid-19 inpatients – Trust wide

Trust Wide
Number of inpatients with Positive Covid-19 Tests
Line Graph

120

103

100

Number

80
60
32

40
20
0

1

1

0

31

30

5

2

1

0

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

Date

Number of Cases

The data indicates that the majority of positive Covid-19 cases were diagnosed in December 2020 and
January 2021. This is line with the National increase in positive Covid-19 cases during this time period.
Number of Covid-19 inpatients by directorate

Directorates
Total number of Covid-19 Positive inpatients
Bar Chart (July-20 to May-21)
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14
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5
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Barefoot Lodge

Number

Number of Covid-19 inpatients by Ward

The wards with the highest number of Covid-19 positive cases were the two intermediate care wards in
Bexley and Greenwich which both accepted patients from acute trusts who were known to be Covid
positive on admission.
Covid-19 positive cases with breakdown of apportionment
Directorates
The Number of Covid-19 Positive Cases with Breakdown of Causation
Stacked Bar Chart (July-20 to May-21)
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10
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Directorate
Bexley
Known positive on admission
Community Onset
Indeterminate Healthcare Onset
Probable Healthcare Onset
Definite Healthcare Onset

3.3

21
13
1
4
19

Bromley

1
2
1
6
23

Forensics

1
1
0
0
25

Greenwich Prisons
29
6
10
10
31

0
0
0
0
2

Covid-19 Outbreak data

During the Covid-19 Pandemic Covid-19 outbreaks were experienced between October 2020 and
February 2021. In total there were 34 outbreaks. 20 outbreaks were within inpatient services and 14
outbreaks were within community teams.
All outbreaks were reported to Public Health England London Coronavirus Response Cell (LCRC) and in
addition in December 2020 NHS England implemented an E portal for the reporting of outbreaks. The IPC
team carried out an RCA for all outbreaks and held outbreak meetings with the wards util the outbreak
was declared over.
Trust wide total number of Covid-19 outbreaks
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Trust Wide
Total Number of Covid-19 Outbreaks
Line Graph
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Number of Covid-19 outbreaks by directorate

Directorates
Total Number of Covid-19 Outbreaks
Bar Chart (July-20 to May-21)
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Directorate breakdown of inpatients and staff affected
Directorate
Bexley
Bromley
Greenwich
CYP
Forensic &
Prison
Corporate
Totals

12

Total number outbreaks
Inpatient
community
4
4
3
0
7
4
N/A
4
6
1

19
32
48
0
26

N/A
20

0
125

1
14

Total people affected
Patients
Staff
41
18
71
16
37
3
186
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Team breakdown of Covid-19 outbreaks

Unit/Team
Total Number of Covid-19 Outbreaks
Bar Chart (July-20 to May-21)
Number of Outbreaks

4
3
2
1

Avery ward
Betts ward
Cardiac rehab
CCNT Acorns
CCNT Bluebell House
Danson Clinic
Early Intervention in Psychosis
Eltham Community Beds
Eltham DN and Twilight Team
Emergency planning team
Goddington ward
Greenwood
Hazelwood
Health Visitors Gallions reach
Heath Clinic
HMP Rochester pharmacy
HMP Thameside Inpatients
Holbrook ward
Joydens Clinic
Lesney ward
Lodgehill DN Team
Meadowview
MSK
Oaktree Lodge
Oval/Barnard DN Teams
Primary Care Plus
QE mental health liaison team
Rapid Response
Scadbury ward
Shepherdleas ward
Shrewsbury ward
Vaccination

0

Team/Unit

3.4

Challenges

Healthcare associated Covid-19 infections and outbreaks highlighted numerous challenges to the
operational management of inpatient wards and community teams as described below:
3.4.1 Patient factors
• Patient refusal on admission, or at any point throughout their admission to be screened for Covid-19.
• Patient non-compliance with the requirement for isolation, either on admission while waiting for the
admission swab result, due to a positive Covid-19 result or due to being symptomatic.
• Patient non-compliance with 2 metre distancing and wearing face masks when in communal areas of
the ward.
• Restrictions placed on patients who were not Covid positive but on a ward where there was an
outbreak.
• Levels of anxiety/hostility in relation to Covid positive patients on the ward and restrictions in place
such as leave and visiting
• There were levels of asymptomatic carriage in patients that was not identified until whole wards
were swabbed as due to laboratory capacity weekly swabbing of all patients was unable to be
instigated until February 2021.
• Before patient leave was restricted, and when non-essential shops remained open, patients were
leaving the ward and utilising their leave to visit high street shops sometimes for hours at a time
before returning to the ward.
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3.4.2 Staff factors
• Staffing issues due to substantive staff being off sick/isolating.
• Reliance on bank/agency staff – issues with staff working across different wards (potential for cross
contamination) and staff cancelling or leaving wards when they realised there was an outbreak on
the ward.
• Levels of anxiety and fear – dispelling rumours and myth busting important
• Staff understanding of PPE requirements; perception that current guidance was not going to protect
enough – requests for long sleeve gowns/FFP3 masks etc.
• Staff who would not normally wear uniform requesting at short notice to have uniform provided
during outbreaks
• Asymptomatic carriage amongst staff may have been a factor in transmission as twice weekly Lateral
Flow Device testing was not instigated until December 2020.
3.4.3 Environmental factors
• Lack of ensuite facilities on many wards necessitated Covid positive patients leaving their rooms to
access bathroom facilities.
• Ensuring that bathrooms dedicated for the use of Covid positive patients were not used by other
patients.
• Ensuring that bathrooms facilities were cleaned/decontaminated after patient use.
• Maintaining the cleaning of frequent touch points, in particular beverage bays.
• The size of rooms such as nursing stations, meeting rooms for ward rounds/MDT meetings made
social distancing very difficult; there wasn’t always the access to IT to enable staff to do this virtually
from other rooms.
• Inpatient wards have natural ventilation, which relies on the opening of windows and doors. There
are many areas across inpatient wards where opening windows is very limited due to window
restrictors or windows with no option to open.
3.5

Lessons learnt

All inpatients who had a probable or definite healthcare associated Covid-19 infection and all wards that
had an outbreak of Covid-19 had an RCA completed. The RCA process highlighted areas of practice where
there was learning and requirements for action to be taken. These focused on the following areas:
3.5.1 Patient factors
• Not all wards within the same unit co-ordinated in terms of escorted and unescorted leave for ‘fresh
air and exercise’. This led to patients from different wards meeting outside for cigarettes etc. without
wearing face masks or 2 metre distancing.
• Patients were known/observed to be sharing E cigarettes.
• Patients not wearing face masks or maintaining a 2 metre distance when in communal areas of
inpatient wards.
• There were gaps in compliance with patients getting swabs on admission, day 3, day 5 -7 then weekly.
3.5.2 Staff factors
PPE
• Not all staff were wearing PPE appropriately - especially wearing face masks that did not cover their
nose and mouth at all times.
• Clinical staff not wearing face masks due to being ‘exempt’ – there are no exemptions for healthcare
staff.
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Staff antigen testing
• Staff not consistently carrying out Lateral Flow Device testing and not consistently reporting results of
testing on PathEKS.
• Staff experiencing symptoms but still attending work due to having a negative LFD result.
• Staff not strictly adhering to 2 metre distancing in nursing stations/meeting room/staff rest rooms.
• Staff attending work when symptomatic – often symptoms were suggestive of a cold and staff did not
recognise them as Covid symptoms or were vague and intermittent.
Other staff factors
• Staff car sharing – this was identified as a factor in one outbreak, and in numerous other situations
that led to significant numbers of staff requiring to isolate.
• Staff working from office bases unnecessarily when there was the option for staff to work from home.
3.5.3 Environmental factors
• Not all rooms used for ward rounds/MDT meetings etc. had been risk assessed for maximum capacity
with 2 metre distancing in place, and the room capacity displayed on the door.
• There was not a robust system in place for clinical staff to check and sign when a post outbreak clean
had been completed, which included removal of curtains.
3.6

Action taken in response to challenges and lessons learnt

3.6.1 Communication & Guidance
• A Coronavirus page was created on the front page of the trust intranet where all guidance was
available for staff in one place.
• IPC team utilised National guidance and tailored it to Oxleas services to create numerous guidance
documents/flowcharts that were regularly updated.
• The trust had a weekly Covid-19 communication bulletin that was emailed to all staff weekly.
Important messages, particularly around staff antigen testing, PPE, 2 metre distancing, room risk
assessments for capacity etc. were regularly repeated.
• Specific issues were raised at the Covid strategic meeting – initially held daily, then three times a
week attended by Service and Corporate Directors and chaired by Gold Command.
3.6.2 Root Cause Analysis and outbreak meetings
• RCA’s were carried out for all required patients and issues identified were allocated for action to the
Ward Manager.
• Regular outbreak meetings were implemented for all inpatient outbreaks. Identified issues were
discussed and local action implemented.
3.6.3 Data collection
• All Covid positive patients were reported on Datix and on Rio. A page on the Physical Health
Investigation (PHI) form was created on Rio for staff to documents all Covid swabs taken and the
result. This information was used for the National reporting of HOCI data. When investigating single
cases and outbreaks it was apparent that some patients did not have swabs taken in line with
National guidance. This was followed up locally. To monitor this centrally and improve assurance
around this process the informatics team developed a report that will be sent to the Infection
Prevention Team on a weekly basis that enabled analysis of compliance against the National antigen
testing regime, and follow up with wards where compliance did not meet the requirement.
3.6.4 Cleanliness
• Due to not all patient bedrooms having en-suite facilities, there was a requirement for communal
bathroom facilities to have additional cleaning. This was initially managed locally with ward staff
15
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•

supporting the cleaning contractor. As outbreaks developed this was becoming more difficult. A
formal process was developed with the cleaning contractor for an additional cleaning resource for
communal bathrooms and frequent touch points to be implemented at the beginning of an outbreak.
The IPC team will contact ISS when two or more patients on a ward are identified as Covid positive
which is the trigger for the additional cleaning resource.
To ensure that post outbreak cleans were completed robustly a system was put into place where the
ward manager/clinician in charge is required to check the ward and sign a completion form with the
cleaning contractor when the post infection clean has been completed.

3.6.5
Compliance with PPE
• To have additional assurance around the availability, knowledge and correct donning and doffing of
PPE an audit tool was formulated on Smartsurvey that clinical teams are required to submit on a
monthly basis. The data is collated centrally by the IPC team and sent to team managers monthly.
3.6.6
IPC Champions
• The IPC Champion role was re-established and the IPC team have re-instigated regular IPC champion
meetings. NHS England – London region allocated the Trust £18,000 in March 2021 to be used to
support IPC measures. This money has been utilised by inpatient wards. Each inpatient ward was
able to allocate 30 hours for their IPC Champion to focus solely on IPC activities and then backfill the
hours with bank staff. The IPC team supported the IPC champions on suggested activities that could
be undertaken to ensure the hours were productive and made a sustained difference to IPC on the
ward.

3.7

Covid Positive Staff

3.7.1

Covid positive staff data

Data from Covid-19 positive staff was reported and recorded centrally from July 2020.
From July 2020 to April 2021 there were 459 Oxleas staff who were reported to the IPC team who had a
positive Covid-19 PCR result. The IPC team follow up all staff reported Covid-19 infections and carry out a
thorough contact risk assessment. This risk assessment will identify any other staff or patients who are
considered close contacts of the positive staff member and who will be required to isolate. Identified
contacts are then contacted by the IPC team and given information about their isolation dates and the
national requirements around isolation.
The graphs below highlight total numbers of staff positive Covid results and the directorate breakdown.
Due to the large number of teams involved it was not possible to display this in a graph, however this
data is captured and available in the central database.
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Trust Wide
Number of Positive Test Covid-19 Staff Cases
Line Graph
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3.7.2

Staff Covid-19 vaccination data

The Covid vaccination campaign ran from a clinic at Queen Mary’s Hospital, Sidcup from January
2021 to May 2021 delivering 1st and 2nd doses of the Astra Zeneca Vaccine. This is reportable to
Immform for clinical staff and is recorded on ESR. Vaccinations also recorded on the national
reporting system NIVS and this information is uploaded onto the NHS APP. The campaign went well
with figures of uptake below.

Total Frontline
Staff
Headcount
2991
Substantive
Staff
Headcount
3872
BAME
Staff
Headcount
1541
Bank Staff
Headcount

Total Frontline
Staff Vaccinated
First Dose
2546
Substantive Staff
Vaccinated First
Dose
3263
BAME Staff
Vaccinated First
Dose
1143
Bank Staff
Vaccinated First
Dose
1032
274
Agency Staff
Agency Staff
Headcount
Vaccinated First
Dose
46
46
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Staff Vaccination Data
Total Frontline
Total Frontline
Staff Vaccinated Staff Offered
Second Dose
First Dose
1947
2987
Substantive Staff Substantive Staff
Vaccinated
Offered First
Second Dose
Dose
2243
3853
BAME Staff
BAME Staff
Vaccinated
Offered First
second Dose
Dose
823
1538
Bank Staff
Bank Staff
Vaccinated
Offered First
Second Dose
Dose
1032
Agency Staff
Agency Staff
Vaccinated
Offered First
Second Dose
Dose
46
46

Total Frontline
Staff Offered
Second Dose
160
Substantive Staff
Offered Second
Dose
195
BAME Staff
Offered second
Dose
108
Bank Staff
Offered Second
Dose

Total
Frontline
Staff Exempt
281
Substantive
Staff
Exempt
334
BAME
Staff
Exempt
200
Bank Staff
Exempt

Agency Staff
Declined First
Dose

Agency Staff
Exempt
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4. INCIDENTS
Between April 2020 and March 2021 there were 239 reported incidents in relation to
infection prevention and control. All infection prevention and control incidents
reported are followed up by a member of the Infection Prevention Team, and actions
for teams are allocated on Datix. The significant increase in reported incidents is due
to inpatients with a Covid-19 positive result and Covid-19 outbreaks being reported on
Datix as level 3 incidents from July 2020. The incident data below for patients
diagnosed with a reportable or notifiable infection (Covid-19) is slightly different to
that described in the Covid-19 data section in section 3 of this report. This is due to
some wards reporting Covid-19 positive patients as an outbreak in one Datix rather
than reporting each patient involved in the outbreak separately. Therefore, the data in
Section 3 of the report is slightly higher.
4.1 All IPC incidents by Directorate and category

Category
Patient diagnosed/suspected
to have a reportable or
notifiable infection
Outbreak of Infection
Inoculation Injury
Other Infection control
incident
Contact tracing required
following exposure to
infection
Decontamination/Cleanliness
Policies/advise not followed
Clinical Waste
Exposure to infected body
fluids
Hand Hygiene
Patient diagnosed/suspected
to have an infectious
illness/communicable
disease
Inappropriate transfer from
acute hospital/other care
setting
Total

19

Forensic
and
Bexley
Prison
Care
Bromley Greenwich Services

Adult
Learning
Disability
Services

Children
and
Corporate
Young
People
Services
Total

57
7
5

8
3
2

59
14
4

29
9
3

0
0
0

0
4
0

0
0
0

153
36
14

3

3

3

3

1

0

0

13

0
1
0
2

1
0
1
0

1
2
0
0

3
1
1
1

0
0
0
0

0
0
1
0

0
0
1
0

5
4
4
3

0
0

0
0

1
0

1
2

0
0

0
0

0
0

2
2

2

0

0

0

0

0

0

2

0
77

0
18

1
85

0
53

0
1

0
5

0
1

1
240
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4.2

All IPC incidents by severity and directorate

All IPC incidents by Severity and Directorate
April 2020 - March 2021
70
60
50

Bexley Care

40

Bromley

30

Greenwich

20

Forensic and Prison
Services
Adult Learning Disability
Services
Children and Young
People

10
0

Level 1 - No Harm Level 2 - Minor Harm Level 3 - Moderate
(e.g requiring
harm (e.g. requiring
minimal or no
medical attention or
medical attention or procedure from
EXPECTED natural
acute unit)
causes death)

4.3
Learning from Inoculation injuries
Throughout the year from April 2020 – March 2021 there were 14 inoculation injuries reported.
Lessons learnt from the injuries included:
•
•
•
•
•
•
•
•
•

20

Incidents of aggression/violence that involve a staff member who gets
bitten or has another injury that breaks the skin need to be reported
separately as inoculation injuries.
Patients who are assessed as being able to self-administer insulin need to be
able to remove the needle from pen before handing back to staff – if not a
retractable needle must be used.
Consent should be sought from the source patient following an inoculation injury
to test for HIV, Hep B and Hep C, this needs specifically requesting – not full
blood count.
Team managers to ensure that staff are aware of the Blood Borne Virus risk
assessment for their team.
Only retractable insulin pen needles (BD Autoshield) should be used in inpatient
services.
Sharps bins must be available at the point of use.
Needles with safety devices need to be ordered for all procedures that they are
available for.
Staff to be aware that they must go to an A&E department following an
inoculation injury not an Urgent Care Centre.
Staff to be aware that they must make an appointment with Occupational Health
following all inoculation injuries.
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5.

TRAINING AND EDUCATION

Mandatory Training
Infection prevention and control is included as one of the trusts mandatory training
requirements. It is currently mandatory for all staff to complete infection control training
on a three yearly basis. Staff can access infection prevention and control training via E
learning on the NHS Learn website or by attending one of the face to face sessions that
are run by the Infection Prevention Team. Completing either session fulfils the mandatory
training requirement.
Mandatory Training figures up to end of March 2021 indicate that compliance was at
95%. All directorates were above the 80% target for compliance throughout the year.
Directorate
ALD
Bexley
Bromley
Children & young people service
Corporate
Forensics
Greenwich
Prisons

Required

Completed

3
143
27
627
18
382
23
688
21
387
21
352
48
852
25
391
Overall compliance rate

Average %
Compliance Rate
98%
96%
96%
97%
95%
94%
95%
94%
95%

In addition to mandatory training the following training took place:
Ward and Team based Training
Most ward and team based training throughout the year was in relation to the Covid-19
pandemic. Specifically donning and doffing of PPE, managing outbreaks, fit testing for
FFP3 masks.
Student Nurse Programme
Infection Prevention and control training is provided on a rolling programme of training
for Oxleas nursing students. These sessions cover similar issues as the mandatory training
but include more in depth awareness of specific infections and nursing responsibilities in
relation to cleanliness and decontamination. All sessions were virtual sessions this year.
Infection Prevention Champions
The IPC Champion role was re-established and the IPC team have re-instigated regular IPC
champion meetings. NHS England – London region allocated the Trust £18,000 in March 2021 to
be used to support IPC measures. This money has been utilised by inpatient wards. Each inpatient
ward was able to allocate 30 hours for their IPC Champion to focus solely on IPC activities and
then backfill the hours with bank staff. The IPC team supported the IPC champions on suggested
activities that could be undertaken to ensure the hours were productive and made a sustained
difference to IPC on the ward.
6. DEVELOPMENT AND REVIEW OF POLICIES
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There is a comprehensive collection of infection prevention and control policies that can
be accessed by staff on the Trust intranet.
All policies are developed and reviewed by the Head of Infection Prevention and Control
using relevant evidence from research or national guidance and ratified by the Infection
Prevention and Control Committee.
The following policies were reviewed in the year April 2020 - March 2021.

Policy
Measles Policy
Safe handling and disposal of sharps
Infection Prevention in childcare
settings
Decontamination Policy
Isolation Policy
Collection and transportation of
specimens for investigations
Clostridium Difficile Policy
Management of Scabies policy

22

Review Date

Date ratified at
IPCC
rd
April 2020
23 April 2020
April 2020
23rd April 2020
October 2020 22nd October 2020

Head of IPC
Head of IPC
Head of IPC

October 2020 22nd October 2020
October 2020 22nd October 2019
January 2021 19th January 2021

Head of IPC
Head of IPC
Head of IPC

January 2021
January 2021

Head of IPC
Head of IPC

19th January 2021
19th January 2021

Lead
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7.

INFLUENZA CAMPAIGN

As in previous years the Trust had a planned programme for the vaccination of employees
against Influenza which began in July 2020 with the first meeting of the Flu Steering Group.
7.1 Highlights of the 2020/21 campaign - Summary of approach
· A work plan was developed at the beginning of the campaign
· All directorates held their own launch events during late September.
· Every directorate had a lead nurse who coordinated their local campaign, arranging clinics, and
drop in’s at meetings and roaming wards where Covid safe to do this at the latter part of the
campaign.
· Monthly virtual planning meetings were held throughout the campaign, chaired by Jane Wells,
and well attended by the lead nurses for all areas.
7.2 Learning from the campaign
What worked well:
· Roaming clinics
· Monthly steering group meetings kept us on track with a thorough work plan.
· Admin support for data inputting onto ESR
· Good support from the communications team.
· HR support with ESR data centrally
· Having the directorate breakdown of staff that still needed to be vaccinated pulled from ESR.
· Consent forms much better organised
What didn’t work so well
· Static clinics, waiting for staff to come to clinics advertised rather than roaming – still had to
walk around to find staff as they are busy.
· Not having staff names on the declined forms and staff using names not recognised on ESR
What can we do differently for 2021/22 campaign?
7.3
2021-2022 Campaign
This year’s campaign may coincide with a COVID booster. Awaiting confirmation for this and
plan to start early and be prepared:
· Bank staff to be recruited in October and November
· Continue flu champion roaming clinics
· Jabathon weeks – increase frequency and profile (three jabathon weeks throughout the
campaign) these weeks raise the profile of the flu vaccination campaign with staff holding times
in diaries to really promote and administer the vaccine
· Occupational Health – consider a request to run clinics every day for flu by appointment
· Directorates to continue to launch campaign and monitor performance and tackle hot spots
· Myth bust and focus on communications - use of social media and technology
· IT pop ups need to go up much faster and earlier
· Directorate breakdown lists to be regularly shared with directors
· Continued HR support with ESR and data and all consent forms to be scanned to the Flu inbox
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Staff Group

Headcount

238

Influenza Vaccination
Headcount %
65.38%

794

550

Administrative and Clerical

837

Allied Health Professionals

431
7

Add Prof Scientific and
Technic
Additional Clinical Services

364

Estates and Ancillary
Healthcare Scientists

Influenza Vaccination
Headcount

Received Vaccination
Headcount

193

Received Vaccination
Headcount %
53.02%

69.27%

405

530

63.32%

352

81.67%

4

57.14%

Declined Vaccination
Headcount

45

Declined Vaccination
Headcount %
12.36%

51.01%

145

18.26%

436

52.09%

93

11.11%

290

67.29%

62

14.39%

2

28.57%

2

28.57%
25.00%

4

4

100.00%

3

75.00%

1

185

128

69.19%

120

64.86%

8

4.32%

Nursing and Midwifery
Registered
Students

1090

764

70.09%

601

55.14%

163

14.95%

8

4

50.00%

4

50.00%

0

0.00%

Grand Total

3720

2574

69.19%

2054

55.22%

519

13.95%

Medical and Dental
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8.

AUDIT PROGRAMME

The Trust had an on-going infection prevention audit programme covering the year. The
services complete monthly hand hygiene and mattress auditing and the Infection
Prevention Team carry out unannounced audits in all clinical areas once a year.
8.1
Audits completed by services
Monthly Hand Hygiene Audits
The table below illustrates the rates of compliance and response rates for monthly hand
hygiene auditing across inpatient and community health services on a quarterly basis.
Monthly hand hygiene auditing is not performed in community mental health services as
there are significant issues in being able to observe hand hygiene as staff work primarily
in isolation. The audit tool requires staff to assess the suitability of the environment to
be able to wash hands effectively, i.e. if there are compliant hand wash sinks, if soap and
alcohol hand gel are available, if community hand hygiene packs are used etc. The
observation section of the audit requires staff to observe 4 staff members in terms of
their compliance with the hand hygiene policy i.e. bare below the elbows, technique etc.

April 2020– March
2021

Average Response
rate

Average
Compliance rate

Quarter 1

71%

93%

Quarter 2

60%

98%

Quarter 3

60%

98%

Quarter 4

58%

96%

Annual Average

63%

96%

Monthly Mattress integrity audits
The table below illustrates the rates of compliance and response rates for monthly mattresses
auditing within inpatient units. The audit tool requires all mattresses on a ward to be checked
every month for stains, tearing and wearing thin. The hand compression test (to check that the
mattress is fit for purpose and comfortable) is also performed. Most mattresses fail the audit due
to staining that cannot be removed by cleaning or tears/rips/holes. The increase in mattress
replacement in quarter 3 is due to HMP Thameside replacing a large number in one month.
April 2020 – March
2021
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Response rate

Compliance rate

No: mattresses
replaced

Quarter 1

53%

99%

8

Quarter 2

64%

99%

12

Quarter 3

71%

94%

40

Quarter 4

58%

96%

26

Annual Average

62%

97%

86

145

The response rate fell below the expected 80% for both audits throughout the year,
which can be attributed to issues relating to the Covid-19 pandemic.
8.2

Unannounced audits completed by the Infection Prevention Team

Inpatient wards/rehabilitation units
Overall compliance with standards was very good in relation to transport of specimens,
PPE, hand hygiene, ward kitchens, waste disposal and linen/laundry. Compliance with
standards for bathrooms & toilets, beverage bays, bedrooms and decontamination of
patient equipment was generally good although there are some areas where practice
could be improved.
Community clinics
Results were variable with some very good practice noted in relation to vaccine storage
and transportation, decontamination of patient equipment, waste disposal, transport of
specimens, management of sharps, PPE and hand hygiene. Compliance with standards
in relation to environmental cleanliness, management of toys and baby change facilities
showed room for improvement.
Specialist services
ECT: The ECT Suite has an individual infection prevention audit tool. The ECT suite
achieved excellent compliance with all standards this year.
Hydrotherapy: The hydrotherapy pool was closed for the majority of the year due to
Covid restrictions. Therefore the pool did not have a formal IPC audit. The
hydrotherapy pool will be audited in the 2021-2022 year.
Dental Practices
Dental services are only provided in prison services. Due to difficulties in being able to
get access to the dental practices and the limited amount of time that they are open the
dental services are required to complete a self- assessment of their compliance with the
implementation of HTM 01-05: Decontamination in primary care dental practices. Dental
practices reported full compliance with standards.
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Inpatient wards/residential areas
COMPLIANCE WITH REQUIRED STANDARDS
Time
period

Ward
kitchen

Quarter 1
Quarter 2
Quarter 3
Quarter 4

Annual
Average

Beverage
bay

Clinic
room

PPE

Hand
hygiene

Sharps

Patient
equipment
& decon

Transport
of
specimens

Waste
disposal

Sluice

Laundry
room/linen

Bedroom

Toilets/
bathroom
/showers

Environment
and
cleanliness

No
audits

89%

76%

84%

97%

86%

81%

78%

98%

84% 77%

84%

80%

75%

79%

7

89%

86%

85%

98%

90%

88%

93%

100%

88% N/A

92%

85%

83%

83%

7

92%

76%

88%

92%

89%

90%

85%

100%

89%

88%

87%

84%

75%

84%

8

93%

76%

90%

94%

92%

81%

87%

98%

91%

88%

89%

84%

88%

87%

7

91%

79%

87%

95%

89%

85%

86%

99%

88%

84%

88%

83%

80%

83%
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Community teams/clinics – Oxleas premises
COMPLIANCE WITH REQUIRED STANDARDS
Time
period

Lobby/
entrance

Quarter 1
Quarter 2
Quarter 3
Quarter 4

Annual
Average
22

Toys

Patient
toilets

Baby
change

Staff
kitchen

Clinical
room

PPE

Hand
hygiene

sharps

Podiatry
practice

Vaccine
storage &
transport

Transport of
specimens

Patient
equipment
& decon

Waste
disposal

Environ
&
cleanliness

No
audits

95%

N/A

64%

N/A

N/A

85%

95%

91%

85%

N/A

N/A

90%

67%

89%

57%

2

86%

80%

84%

80%

82%

84%

97%

90%

88%

82%

84%

96%

86%

90%

83%

11

85%

N/A

82%

75%

85%

82%

94%

82%

91%

83%

97%

98%

91%

89%

80%

6

83%

90%

90%

85%

79%

85%

89%

85%

88%

N/A

93%

93%

88%

90%

79%

6

87%

85%

80%

80%

82%

84%

93%

87%

88%

83%

91%

94%

83%

90%

75%
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Community teams/clinics – Non Oxleas Premises
COMPLIANCE WITH REQUIRED STANDARDS
Time period

Clinical
Room

Toys

PPE

Hand
Hygiene

Podiatry
Practice

Sharps

Vaccine
Storage &
transport

Transport
of
specimens

Patient
Equipment
& decon

Waste
disposal

No
Audits:

Environ
&
cleanliness

Quarter 2

87%

81%

83%

82%

74%

87%

N/A

N/A

85%

91%

79%

3

Quarter 3

80%

80%

98%

88%

87%

N/A

N/A

100%

86%

96%

85%

5

Quarter 4
Annual
average

85%

82%

100%

87%

92%

93%

N/A

100%

82%

88%

76%

4

84%

81%

93%

85%

84%

90%

N/A

100%

84%

91%

80%

12

Day Services
Time
period

Lobby/
entrance

Greenwich
HTT/DTT

Bexley
HTT/DTT

Pt
toilets

Toys

Baby
change

Main
Kitchen

COMPLIANCE WITH REQUIRED
STANDARDS

Staff
kitchen

90%

N/A

87%

N/A

ADL 74%

50%

100%

N/A

94%

N/A

90%

60%

Clinic
al
room

Hand
hygiene

PPE

sharps

96%

90%

80%

93%

95%

83%

100%

77%

Patient
equipment
& decon

90%

Snoozelem/
sensory
room

83%

Waste
disposal

Environment
& cleanliness

Total
Score

N/A

95%

78%

87%

N/A

89%

80%

86%

ECT Suite
COMPLIANCE WITH REQUIRED STANDARDS
Clinical area
ECT Suite
Woodlands

23

Lobby/
entrance

100%

Patient
toilets

100%

Treatment
room

94%

PPE

Pt equipment
& decon

100%

100%

Hand
hygiene

100%

sharps

Waste
disposal

93%

100%

Recovery
room

91%

Linen

Environment
& cleanliness

100%

94%

Total
scores
97%
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Dental Practices
COMPLIANCE WITH REQUIRED STANDARDS
Clinical
area
HMP
Rochester
HMP
Thameside
HMP Belmarsh
HMP
Wandsworth

24

100%

N/A

N/A

Prevention
of BBV
exposure
100%

N/A

N/A

N/A

N/A

N/A

80%

N/A

Reception

Patient
toilets

Staff
kitchen

100%

Environmental
design and
planning
100%

100%

100%

100%

N/A

100%

100%

N/A

100%

98%

Decontamination

Hand
Hygiene

100%

Personal
protective
equipment
87%

100%

100%

100%

100%

95%

100%

100%

Dental
Medical
devices

Waste
disposal

Total
scores

100%

98%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

97%
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9.

CLEANLINESS

Oxleas NHS Trust has systems in place to ensure that all our healthcare premises are suitable
and fit for purpose.
9.1
Covid
The Trust followed Public Health England guidance throughout the pandemic.
The control of COVID 19 required a range of infection prevention and control measures to
reduce the risk of infection and to provide the necessary confidence to staff and visitors that
our estate is safe to use.
Estates supported teams with carrying out risk assessments of their areas and to source and
implement requirements to provide a safe environment for patients, visitors and staff. The
support included guidance, protocols for the use of offices and inpatient wards, signage and
measurements to implement social distancing and enhancing cleaning arrangements.
For the duration of the Covid 19 outbreak, ISS used Chlor Clean instead of general purpose
cleaning solution to carry out all cleaning tasks.
In office areas particular attention was paid to the frequently touched areas (touch points) and
surfaces such as telephones, communal printers, desks, keyboards, light switches, toilet push
buttons/handles, taps, grab-rails in corridors and stairwells and door handles. Staff were
provided with antiviral wipes and asked to keep their own working spaces clean as these are
often shared with colleagues during the day.
ISS continued to clean the inpatient facilities during the usual scheduled cleaning hours.
Shared communal areas and bathroom facilities received additional cleans. In areas where we
had confirmed Covid infections, staff could request terminal cleaning via the ISS helpdesk.
Additional staff were brought in to conduct this cleaning where required.
ISS had a number of staff shortages during the pandemic but due to admin and ward closures,
were able to redeploy staff to ensure our inpatient facilities and remaining admin areas were
cleaned thoroughly and remained open and safe for occupation throughout the pandemic.
9.2
Restructure of ISS Management Team
In line with the ISS bid, ISS implemented a revised management structure during 2020 that
focused on support and monitoring at a front-line level. The new structure has clearly defined
escalation routes, both internally and externally. The new structure delivered improved
standards across the estate with more time being spent working with and monitoring the
frontline teams. This has ensured high cleaning standards throughout the pandemic.
9.3
New National Standards for Healthcare Cleanliness 2021
The Soft FM tender that came into effect in April 2019 was based on the National Standards of
Cleanliness 2007, supported by the Publically Available Specification (PAS) 5748:2011 criteria
for assessing cleaning standards. The requirements are changing in April 2022 when the New
National Standards for Healthcare Cleanliness 2021 will be implemented.
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The new cleaning standards seek to drive improvements whilst being flexible enough to meet
the different and complex requirements of all healthcare organisations. It reflects modern
methods of cleaning, infection prevention and control and other changes that came about
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since the 2007 review, including considerations for cleaning services during a pandemic.
The Estates and Infection Control teams are in the process of carrying out a gap analysis
between the current cleaning frequencies (2007) and the new 2021 cleaning frequencies. As a
result of the gap analysis frequencies could increase, decrease or remain the same or be a new
requirement. The outcome of the gap analysis will determine the action required. Estates and
Infection Control are also producing a new schedule of cleaning responsibilities detailing all
items to be cleaned and who is responsible for the cleaning of each item e.g. cleaning staff,
nursing staff or maintenance staff.
9.4
Deep Cleaning Programme
All residential units (only) received scheduled specialist quarterly deep cleans to their main
kitchens, beverage bars, patient kitchens and ALD kitchens as well as quarterly cleans to the
difficult to access areas including under heavy equipment (fridges etc.) shower gullies and
behind radiators.
9.5
Monitoring
The Trust continues to conduct unannounced as well as scheduled joint (Infection Control, FM,
ISS) cleanliness monitoring.
Monitoring is carried out using the service track audit system which is compliant with the
National Standards of Cleanliness 2007 criteria. The system will be upgraded in 2022 to be
compliant with the 2021 standards.
ISS continue to deliver good standards of cleanliness with average scores regularly achieving or
exceeding the required standard as per risk category for the area.
9.6
PLACE 2020
PLACE 2020 was cancelled across the NHS due to the Covid pandemic. It is yet to be confirmed
if it will go ahead in the autumn of 2021.
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10.

WATER SAFETY

Oxleas NHS Foundation Trust ensure safe water is available for staff, patients and visitors, and that
appropriate controls are in place to manage this. In addition the Trust must comply with the
following legislation, official guidance and NHS standards;
• The Control of Substances Hazardous to Health Regulations 2002 (COSHH).
• The Water Supply (Water Fittings) Regulations 1999.
• Approved Code of Practice and Guidance L8: Legionaries’ Disease, The control of
Legionella bacteria in water systems.
• HSG 274 Part 2: The control of legionella bacteria in hot and cold water systems;
• HSG 274 Part 3: The control of legionella bacteria in other risk systems.
• HTM 04-01: The Control of Legionella hygiene “safe” hot water, cold water and drinking
water systems (Part A and B);
Regular water Safety management meetings are in place with our maintenance provider. Topics
discussed at these meetings include, water sampling, WRA remedial actions and Temperature profiling
and remedial action at QMH.
10.1
Water Risk Assessments
All Water Risk Assessments (WRA) are now completed.
Rydons have been working through all remedial works identified within the WRA's, the below table
provides a snapshot of remedial works undertaken to date.
Queen Mary’s Hospital, Sidcup
Priority Risk
No: of actions
Low
6
Medium
33
High
3
Total:
42
Oxleas wider estate
Priority Risk
No: of actions
Low
66
Medium
48
High
29
Total:
143

Complete
4
28
3
35

Outstanding
2
6
0
8

% Complete
67%
85%
100%
83%

Complete
64
45
26
135

Outstanding
2
3
3
8

% Complete
97%
94%
90%
94%

10.2
Flushing
All low use outlets identified have been included within the ISS flushing regime, with the exception off
the vacant A Block areas in QMH, which are still being flushed by Rydons
10.3

Current areas requiring action

Queen Marys Hospital
There are residual issues with return temperatures falling outside of the recommended levels in a
number of locations at QMH. In an effort to resolve these issues new circulatory pumps have been
installed and we are currently in the process of re-balancing the entire system to resolve this. These
works are nearing completion and temperatures are generally within range.
27
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Once the program of balancing is completed we will be looking at a resampling of approximately 200
outlets.
Further to the water sampling undertaken in earlier this year where a number of outlets where found to
be positive the trust undertook the above actions as well as undertaking following
• Pall filters have been fitted on outlets with high positive counts.
• Flushing regime remains in place
• Chlorination of the system
• Sort advice from an external AE consultant who is of the belief that the positive counts to date is a
localised issue and not systemic.
To prove the success of the above a further 162 water samples where undertaken on the 8th June and
the trust have received some presumptive result which are presently being investigated.
Wider Estate
Hydrotherapy pool
Following on from a recent Audit, it was recommended water sampling of the Hydro pool should be
carried out weekly. This has been agreed and weekly water sampling is now in place.
It is worth noting that, the most recent result proved to be negative on all samples taken.
The water sampling regime will continue, and our maintenance provides will report back on any
anomalies.
Wensley Close:
Following a request to use the vacant bungalows for Vaccination stations water sampling was carried
out which highlighted a water quality issue on two outlets. Our maintenance provider have undertaken
a number of remedial action and further resampling has just been undertaken.
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AMH - Adult Mental Health
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1.0

Introduction

This report provides safeguarding children assurance by outlining Oxleas NHS Foundation Trust’s
compliance with the responsibilities under the Section 11 of the Children Act 2004 and by describing
progress against the Safeguarding children strategy and priorities during the period of April 2020 to
March 2021. In addition, the report provides an overview of safeguarding children themes and activity
arising from the Covid-19 pandemic, the impact on our existing safeguarding arrangements and
subsequent changes made to effectively safeguard children, young people and families.

1.1

Definition of Safeguarding

Safeguarding and promoting the welfare of children consist of a variety of provisions that require an
organisation-wide approach. It is defined as:

•
•
•
•

1.2

Protecting children from maltreatment.
Preventing impairment of children’s health or development.
Ensuring that children grow up in circumstances consistent with the provision of safe and
effective care.
Taking action to enable all children to have the best outcomes.

Oxleas Duties

Section 11 of the Children Act 2004, places a duty upon Oxleas NHS Foundation Trust to ensure its
functions are discharged with regard to the need to safeguard and promote the welfare of children.
We do this by:

•
•
•
•

Having a clear line of accountability and governance within and across the trust and provision
of services designed to safeguarding and promote the welfare of children, including named
practitioners.
Having clear priorities for safeguarding and promoting the welfare of children underpinned by
a key policy and relevant procedures that are founded in legislation, national and local
guidance.
Having clear arrangements for information sharing, escalation policies, supervision and
support for staff.
Creating a culture of listening to children, safety and protection within the services we
provide.
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Having procedures for dealing with allegations of abuse against members or
staff, safer recruitment processes and whistleblowing policy.

•

1.3

Oxleas Safeguarding Children Strategy

Oxleas vision is to ensure safeguarding and promoting the welfare of children is embedded across
every directorate and in every aspect of work. Underpinned by the Think Family approach, children
and young people should be thought about in all interactions with their carers and adult service users.
The welfare of children must be of a paramount consideration.

The strategy was reviewed and updated in April 2017 and comprises 7 areas:

•
•
•
•
•
•
•

Effective safeguarding children frameworks
Developing knowledge and skills
Mainstreaming safeguarding children
Learning from experience
Strengthening partnership working
Promoting early help for children and families
Engaging with service users

The Think Family approach to safeguarding is founded in strengths-based practice and continues to
be endorsed in order to improve local systems to meet the needs of children and young people. It
places emphasis on the integration of adult and children workers to address the needs and safety of
all family members by building their resilience and promoting family knowledge and engagement in
reducing risk.

We propose that Oxleas NHS Foundation Trust continues to endorse the think Family approach to
safeguarding, taking next steps towards integration of the strategic priorities and policy reflecting
national and local children and adult safeguarding issues as a whole.

1.4

Safeguarding Children Priorities for the Year 2020-2021

The Safeguarding children priorities were revised in 2019 in response to changes in
statutory arrangements of the former local safeguarding children Boards, lessons
learnt from serious incidents and review of our safeguarding children processes.
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1. Basic safeguarding and child protection practice across services underpinned by
the Think Family approach
•
•
•

Focus on ensuring robust safeguarding practice including clarity and consistency of
processes for record keeping, information sharing, children’s social care referrals and child
death and RIO documentation of children within adult networks.
Raise awareness of the role of fathers and men in families.
For adult mental health staff to consider service users as parents and risks to children.

2. Perinatal mental health and vulnerabilities under 1’s
•
•
•

Raise awareness of mental health difficulties in pregnancy and postpartum and potential
impact on parenting capacity and mother-infant and family relationships.
Raise awareness of the link between adverse childhood experiences (ACEs) and mental
health difficulties.
Continue to raise awareness of vulnerabilities of babies under 1 year old.

3. Children with specific vulnerabilities (including contextual safeguarding) and complex health
needs
•
•
•

Continue to develop practitioner confidence in recognising and addressing risks associated
with extra-familial risks, such as Female Genital Mutilation (FGM), Exploitation, Child Sexual
Exploitation (CSE), Missing, Gangs and Radicalisation.
Develop the role of a health coordinator for children with complex and chronic health needs.
Raise awareness of safeguarding issues of children who are disabled.

4. Adolescent neglect and emotional wellbeing with focus on self-harm
•
•

Continue to raise awareness of Adolescent neglect and emotional wellbeing, particularly
self-harm.
Introduce additional support to Child and Adolescent Mental Health Services (CAMHS)
services through provision of additional consultation.

5. Continue to promote culture of learning that arises from child safeguarding reviews, audits
and inspections
•
•
•

Actively contribute to Child Safeguarding Reviews, Multi-agency Audits, inspections and
other relevant forums and provide a variety of ways to disseminate learning.
Work in collaboration with Oxleas Safeguarding Adults team towards embedding Think
Family Safeguarding.
Promote partnership working.

Our priorities have been particularly pertinent since the start of the pandemic, providing proactive,
yet focused, response to children and families who have suffered greater disadvantages and
inequalities or who have found themselves facing difficulties for the first time. The Safeguarding
Team Business Continuity Plan was found effective in ensuring that the core business is delivered
while we swiftly worked on new ways of supporting our staff in reaching out to children and families
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where there were restrictions on face to face contacts (development of safe enquiry
process when using virtual means).

2.0

Progress against Safeguarding Children Strategy
•

Effective Safeguarding Children Framework

‘Safeguarding children roles, responsibilities and structures provide a framework which supports and
develops best practice. We aim to ensure effective working by having a robust safeguarding children
governance arrangements supported by the safeguarding children committee, safeguarding team,
management leads and champions and that access to advice and reporting mechanisms are clear to
staff’.

2.1

An update quality assurance report was submitted to the Executive Committee and
Performance and Quality Assurance Committee in March 2021 (Please refer to Appendix 1
for reference).

Safeguarding Children Annual Report 2020-2021 v1 DRAFT

Page 7

160

2.2

Governance and safeguarding structure

Board of Directors (Bi-monthly)
Board level oversight of Safeguarding is maintained via the Performance
and Quality Assurance Board sub-committee meetings and annual

Patient Safety Group (Monthly)
The focus of this committee is to review performance in key quality indicators for patient safety, patient
experience and compliance with standards including infection control and NICE guidelines. This will include
reports from the Safeguarding Children Executive Lead on quality assurance matters.

Trust Executive Committee (Monthly)
The Safeguarding Executive lead report to the Executive on key issues/risks and key performance
indicators.

Safeguarding Committee (Quarterly)
Chair: Safeguarding Executive Lead
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Board level accountability for safeguarding (children and adults) is held by the Director of Nursing who is
the chair of Oxleas Safeguarding Committee. The Safeguarding Committee membership includes
directorate leads for safeguarding children, Named doctors, Designated professionals and a
representative from the University of Greenwich.
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Oxleas Safeguarding Structure April 2021
Director of Nursing
Executive Lead for Safeguarding

Designated Nurses
Children/Adults CCG

Medical Director

Designated Doctor CCG
B

Greenwich

Designated Doctor CCG

Designated Doctor CCG

l

B

G

l

Named Doctor CYP
Community Paediatrics
Bexley

i h

Named Doctor CYP
Community Paediatrics
Greenwich

Head of Safeguarding
1 0 WTE
Named Doctor
Adult MH & LD

Named Nurse for
Safeguarding Children

Named Nurse for
Safeguarding Children
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Specialist Safeguarding
Nurse

Safeguarding Children
Nurse

Trust Lead Safeguarding
Adults and Prevent

Lead Safeguarding
Children AMH

1 0 WTE

0 8 WTE

Safeguarding Adults
Specialist Practitioner
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Key
Management Accountability

Specialist Safeguarding
Nurse - Vacant
1 0 WTE

Supervised By

Specialist Safeguarding
Practitioner – Fixed Term

Safeguarding Team
Coordinator

Professional Accountability

1 WTE
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2.3

The Safeguarding Committee

The former Safeguarding Adults and Safeguarding Children Committees amalgamated in November 2019,
setting new terms of reference to ensure effective safeguarding arrangements. The Safeguarding
Committee monitors Oxleas NHS Foundation Trust’s obligations under the Section 11 Children Act 2004,
The Care Act 2014, The Counter-Terrorism and Security Act 2015; and compliance with associate statutory
guidance. The Safeguarding Committee further aims to promote health and wellbeing of children and
adults, strengthen partnership working and build culture of learning through embedding lessons learnt.
2.4

The Safeguarding Team

Reflective of our safeguarding strategy and in line with the latest Safeguarding Accountability and
Assurance Framework (NHS England and NHS Improvement, 2019), the two teams were integrated to
embed the Think Family approach to safeguarding in Oxleas, effective from 1 April 2020.
Despite the pandemic, the new team structure went ahead realising new opportunities in joining up our
thinking at this challenging time, which in turn resulted in gaining a holistic oversight of emerging
safeguarding issues across all ages. The team members have benefited from new learning opportunities and
increased peer support creating a culture-shift through actively applying the Think Family approach, rather
than dealing with children or adults in isolation.
The team introduced a single point of access for telephone and email advice within Oxleas, offering staff
timely response to enquiries. In order to understand the volume, frequency and trends of ad hoc requests
for safeguarding children advice on complex cases, we are developing new ways of collating data in
2021/2022.
2020/2021 proved to be a challenging year for the team, particularly in being short staffed, due to long term
sickness issues and a departure of 2 colleagues through changes in commissioning arrangements. Extensive
work had been undertaken to advocate for existing resource for 2 WTE nurses in Greenwich MASH in order
to manage the workload without affecting timely information sharing and decision making for children and
families who are/may be experiencing harm. Nevertheless, there was a formal notification of reduction of
the MASH health resource to 1 WTE from November 2020, requiring a formal consultation placing all band 7
nurses at risk of redeployment or redundancy. Compounded by the stresses of increased safeguarding
workload through the pandemic, the impact on the resilience and morale of the team were profound,
requiring steady and compassionate leadership. To ensure a safe delivery of service, while supporting staff
with adaptations to new ways of working, there was a need to implement business continuity arrangements
focusing on the most urgent priorities such as MASH, Serious Incidents as well as staff wellbeing (reflected in
the corporate Risk Register).

2.5

Safeguarding through COVID-19
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The start of Covid-19 and subsequent lockdowns have given rise to new safeguarding challenges
across all ages. Our local trends mirrored the national picture of increasing Domestic Abuse and risk of harm
to young babies, deteriorating mental health of adults and young people, rise in online and exploitation risk,
concern for children who were ‘unseen’ by professionals and those with disabilities (The Board were cited
on themes and issues via the Performance and Quality Assurance Committee in a summary report dated
05/08/2020, Appendix 2).
The team took a proactive approach of collating any emerging themes to find new ways of working.
Safeguarding supervision was swiftly adapted to using virtual means resulting in more focused work by
introducing more flexibility around sessions while allowing much valued preparation time. The CYP
Directorate and the Safeguarding team further ensured robust communication with partners to promote
understanding of the rapidly changing service offers in response of evolving national guidance from the
start of the pandemic.
The importance of promoting the ‘Think Family safeguarding’ message, in considering wellbeing and safety
of all family members when visiting home during a time of restricted statutory and supportive services,
came to the fore of our efforts. In addition, we developed new resources to assist staff with addressing
Domestic/ Familial abuse virtually and we strengthened the process of managing Non-accidental injury in
babies.
2.6

Risk Register

Risk register ID 1344
The RiO form for capturing details of children in the adult client’s network is not being consistently
completed. This means that the identification of safeguarding concerns for children may be missed
appropriate action may be delayed or not taken.

Development of iFox monitoring is now a priority, once in place there will be trust-wide communication to
AMH services and an offer of safeguarding record keeping update. The Safeguarding team continue to
quality assure children’s social care referrals, which includes ensuring that children in adult network are
documented and referrals uploaded to relevant family members.

Risk register ID 1897
The impact of recent commissioning arrangements of universal and MASH health service in Royal
Borough of Greenwich (RBG) on safeguarding children, young people and their families.

Quality impact assessment was completed to reflect potential risks with plans for mitigations. The
assessment is now monitored by the Safeguarding Committee.
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2.7

Oxleas Safeguarding children and young people policy, procedures and guidance 2020/2021

New:
Safeguarding Record Keeping Guidance, September 2020

Updates:
Domestic Abuse Policy and Procedures, December 2020
Domestic Abuse Handbook, December 2020

2.8

Safeguarding Children Champions

The network of Safeguarding Children Champions act as an additional safeguarding resource to Oxleas
workforce. The champions are supported in their role by Borough based meetings which are held twice a year
and the annual trust-wide event held in October 2020.

Borough Based Champions
Greenwich

Bexley

Bromley

Total

2017/2018

66

49

27

142

2018/2019

87

51

29

167

2019/2020

85

50

27

162

2020/2021

66

43

21

130

Professional development of the champions and their role is one of the key areas of our focus, they provide
a valuable resource and means of communication through connecting directly with services and teams. In
order to improve our offer to the Champions and to increase our understanding of challenges they may
encounter in their role, we undertook a short survey to explore these aspects (23 participants, 17%
response rate).
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Challenges
Time constraints
Limite training
opportunities
Other priorities
Workload
Role unclear

We learnt from ‘other comments’ that at least 20% of respondents did not face any challenges in their role
and they were enabled time to undertake their role effectively. Positively, it was excellent to see that the
annual Safeguarding Champions Forum is seen as an effective way of support whereby it was suggested that
the training opportunities are increased to quarterly. One respondent further commented on how the role
of the Safeguarding Champion has contributed to their professional development and their career pathway.

2.9

Representation at Local Safeguarding Children Partnerships and multi-agency forums
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The Trust works in partnership with, and is fully engaged with, the three local Safeguarding Children’s
Partnerships, of whom we are statutory partners.

Bromley
•
•
•
•
•

Bromley Safeguarding Children Board Member: Director of Nursing
Performance, Challenge and Impact subgroup: Head of Safeguarding
Bromley Health Forum: Named Nurse for Safeguarding Children, Specialist Safeguarding Nurse
Learning and Development subgroup: Named Nurse for Safeguarding Children, Specialist
Safeguarding Nurse
Vulnerable Adolescent Multi-agency Meeting (MASE) – Bromley CAMHS representative

Bexley
•
•
•
•
•
•

Bexley Partnership Board Member: Service Director Bexley Care
Quality and Effectiveness subgroup: Designated Nurse for Safeguarding Children and Children Looked
After (South East London CCG)
Bexley Learning Hub: Head of Safeguarding, Named Nurse for Safeguarding Children
Bexley SHIELD Multi-agency Learning Form: Head of Safeguarding, Trust Lead for Safeguarding Adults
and Prevent
Learning from serious cases: Named Nurse for Safeguarding Children
Child Death Overview Panel CDOP: Bexley Consultant Community Paediatrician

Greenwich
•
•
•
•
•
•
•

Greenwich Safeguarding Children Partnership Board: Designated Nurse for Safeguarding Children
(South East London CCG)
Multi-Agency Challenge Group Development, Monitoring, Assurance and Challenge: Head of
Safeguarding
GSCP Audit Subgroup: Named Nurse for Safeguarding Children
Learning from cases Named Nurse for Safeguarding children
GSCB Learning and Development: Named Nurse for Safeguarding Children
Violence Against Women and Girls Subgroup: Named Nurse for Safeguarding Children
Greenwich Risk adolescence safeguarding and prevention panel (GRASP): CAMHS representative/
Safeguarding

Oxleas Representation at MARAC (Multi Agency Risk Assessment Conferences) and DRIVE
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Oxleas is engaged with MARAC meetings in each borough by representation from Children
and young people services and AMH. MARAC is a model of multi-agency intervention in high risk
domestic abuse cases which involves risk assessment and safety planning. London Borough of
Bromley have now introduced the Drive Project, which is a national project in England and Wales
aimed at working with high-harm, high-risk and serial perpetrators of domestic abuse to prevent
their abusive behaviour and protect victims. The Domestic abuse perpetrator panel is covered by
the senior social workers, AMH Bromley.

Multi –Agency Safeguarding Hubs (MASH)

During 2020/2021 Oxleas provided MASH Health professionals in the Greenwich MASH and Bexley MASH.
Our provision of the MASH health input was reviewed and the model of working was changed to rotational
therefore increasing opportunities for development of new skills and knowledge, as well as contingency
arrangements. We are part of wider operational and strategic development of the MASH service and work
closely with our local authority partners towards making high quality decisions about safety of our children
and families.

2.10

Safer Recruitment and Human Resources Processes

Oxleas has a designated senior Human Resource professional to ensure arrangements are in place with
regards to the management of allegations against staff, including reporting responsibility to Designated
officer (previously known as the LADO). Raising a concern flowchart is available to all staff on the intranet.
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3.0

Development of Knowledge and Skills (By Oli Setikovska)

‘Children and families need safe, confident practitioners. Staff will demonstrate the values and competences
required to effectively safeguard and promote the welfare of children. Compliance with mandatory
safeguarding children training will be monitored. We will ensure that all learning provision enables
practitioners to enhance their skills and competence (beyond updating) supports organisational learning from
experience and remains reflective of the current context and evidence’.

3.1
COVID-19 impacted all aspects of service provision throughout 2020/21 and staff learning was no
exception. In addition to reducing workforce capacity to engage in learning, particularly in the early stages of
the outbreak, it forced us to rethink our learning offer and delivery approaches.

To ensure staff safety, at the start of the outbreak, we suspended all face-to-face programmes except those
defined as risk-critical and practical (i.e. where physical skills need to be practiced in a safe learning
environment to achieve competency sign off). Safeguarding learning did not fall into this category and we
thus relied upon e-learning content delivery for much of the year 2020/21. New e-learning was put in place
in March 2020 to replace suspended Level 3 initial learning.

As it became apparent that the outbreak would continue to restrict learning options, we developed
alternative participatory updating in the first instance. This is aligned to the same clear objectives as previous
face-to-face updating and reflects recent case learning. It aims to support closer working between services
by bring together colleagues from Children & Young People’s Services and Adult Services to learn together
and help embed our Think Family approach. Unfortunately, Safeguarding team capacity constraints limited
our ability to deliver much of this input in-year.

Despite these constraints, the trust continued to demonstrate excellent compliance with core updating
expectations, aligned to the Intercollegiate Document throughout 2020/21. The following mandatory
updating compliance levels were evidenced at year end:
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Updating Level / Requirement

Compliance Rate

Level 1

94.39%

Level 2

95.25%

Level 3 Core

87.92%

Level 3 Specialist

86.07%

Prevent Awareness (levels 1 & 2)

95.92%

Prevent Practice (WRAP)

96.04%

Safer Recruitment & Selection

95.63%

Indicative total

94.18%

To support interpretation, in the light of audience size differences, we note that taken together, 94.18% of
all mandatory safeguarding children learning requirements were met across the trust as a whole at end
2020/21. This position is very similar to the previous year (94.05%) and reflective of typical performance
reported throughout the year. It speaks of the strong commitment of our staff to maintaining updating
compliance in this key area.

As ever, to focus purely on compliance with minimum updating expectations as defined by our Mandatory
Training Policy would be to overlook learning and updating which takes place over and above minimum
standards. Despite suspension of participatory learning for much of the year, we have a range of learning and
updating mechanisms in place to support development of staff competence in relation to safeguarding
children. Staff participation at training provided by the Local Safeguarding Children Partnerships will be
promoted over the coming months.

Staff continued to engage very positively with this throughout the year, in many cases beyond meeting
minimum updating expectations. To recognise the wealth of developmental activity which our workforce
engages in, the following sections set out the full range of safeguarding learning which took place between
April 2020 and March 2021.
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3.2.1

E-learning

The numbers of staff who completed e-learning contributing towards the development of safeguarding
children competence are summarised below. To support interpretation, we note that a number of staff have
completed more than one e-learning course. Also, to avoid any ‘double-counting’, where Prevent Awareness
is incorporated in other provision, it has not been listed separately below. What follows thus arguably underrepresents safeguarding learning. The total is presented purely for illustrative purposes, to facilitate rough
comparison with the previous year’s activity.

E-learning Course

Completions

Level 1 Awareness

322

Level 2 Introduction

613

Level 3 Update

443

Level 3 Initial

226

Child Sexual Exploitation

117

Domestic Abuse

912

Female Genital Mutilation

73

Forced Marriage

54

Prevent (WRAP equivalent)

614

Safer Recruitment & Selection

120

Indicative total (as some staff have completed more
than one piece of relevant e-learning)

3,494

A total of 3,494 e-learning completions were recorded in 2020/21. Given pandemic context and suspension
of previous (face-to-face) learning, this compares extremely favourably with the previous year, when 3,853
safeguarding related learning completions took place.
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3.2.2

Participatory learning

As noted above, face-to-face learning delivery was suspended in 2020/21 as we focused on responding to the
pandemic and worked to develop new technology-enabled learning solutions. We now call these solutions
‘participatory’ to maintain the distinction between arguably more passive e-learning and more active
webinar-based learning, which enables more active learner group engagement with the material and affords
opportunity for learners to share experience and ask questions.

Uptake rates for programmes involving active participant interaction with the learning material and indeed
other delegates to end March 2020 are summarised below, alongside uptake of external safeguarding
learning. As with e-learning, it should be noted that some colleagues accessed more than one course in the
year covered by this report, thus the totals shown should be treated merely as illustrative of the total volume
of participatory learning.

Face to Face Course

Completions

Internal learning
Level 3 Update

49

Embedded Learning Event / Champions’ Forum

73

(Internal total)

(122)

External learning
Various (LSCB + completed with other employers)
Indicative total (as some staff have accessed more than
one safeguarding children course)

68
190

We recorded 190 instances of interactive learning participation in 2020/21, compared with 740 in the
previous financial year. Lower than historical participation levels are the direct result of risk-based
programme prioritisation decisions, coupled with limited Safeguarding team capacity to design and deliver
participatory learning in the context of team staffing constraints and increased demand on the service.
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3.2.3

Overall Participation Trends

Taken together, we recorded 3,684 safeguarding children learning completions in the financial year 2020/21,
summarised below:

Learning Type
E-learning
Participatory
Indicative total (as some staff have accessed more than
one safeguarding children course)

Completions
3,494
190
3,684

Coinciding with the COVID-19 outbreak, this activity level is judged extremely positive. Whilst clearly lower
than the 4,592 learning completions which took place in the previous year when changes to mandatory
updating expectations were made, it is not dissimilar to historical uptake trends. For context, we recorded
3,850 learning completions in 2018/19.

Moreover, engagement beyond the minimum expectations continues to be evidenced. 2,306 members of
staff completed at least one piece of safeguarding children learning in 2020/21, whether via e-learning or
session participation. Whilst this is a smaller proportion of our workforce than in the previous year, it is
broadly in line with historical trends and staff updating timescales.

Of those who completed some safeguarding learning in-year, a larger proportion than previously (38%;
N=1,434) completed more than 1 piece of relevant learning. The breakdown, demonstrating continued strong
engagement with safeguarding updating, is presented below:

Number of In-Year Completions

Staff Number

1

1,434

2

588
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3
4 or more
Indicative total

3.3

196
88
2,306

Evaluation and Impact

Very positive feedback was received from delegates who engaged in the small volume of participative
learning delivered in 2020/21. It is clear that the same learning benefits can be achieved without
requirement for staff travel and we will look to build on this experience in the future.

3.4

Champions Forum and Think Family embedded learning event

In October 2020 and February 2021, we held two large virtual Level 3 child protection training events
attended by approximately 120 participants. The first event, our annual Safeguarding Children Champions
Forum, was aimed at Domestic abuse covering the following topics: Local Domestic Abuse support services
(Bexley, Bromley and Greenwich) & Oxleas response; Domestic Abuse & No recourse to public funds;
Domestic Abuse, Child contact and legal orders; Domestic Abuse and Violence Against Women and Girls.
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The Overall Champions Event
5.3%
Poor
63.2%

31.6%

Average
Good
Excellent

The second event was offered to AMH and CAMHS services, exploring the impact of parental mental health
on children and learning from serious incidents. Again, the event was well attended and evaluated –
examples of comments:

“Lots of issues to reflect on and will certainly enhance my practice”
“This was so interesting and useful for practice in terms of identifying how chaotic environments and
unstable mental health can play a huge part in the emotional wellbeing of children and young people”.

3.5

Future Provision Plans

Whilst COVID-19 forced us to suspend our face-to-face learning programme and has thus had an undeniable
impact on learning uptake patterns, workforce commitment remained strong throughout 2020/21 and
updating compliance is unchanged compared with historical pattens despite the pandemic context.

We will look to build on the experience and further develop our new participatory learning solution. We will
also consider extension to benefit new joiners. Our aim is to retain the efficiencies achieved by removing the
requirement for travel to venues and room set up, whilst fine-turning the remote facilitation approach to
ensure we achieve high levels of engagement and positive learner experience consistent with previous faceSafeguarding Children Annual Report 2020-2021 v1 DRAFT
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to-face learning. Our training will continue to focus on the Think Family approach to safeguarding
and themes relevant to our priorities and contemporary safeguarding issues.
4.0

Mainstreaming Safeguarding Children

‘Safeguarding and promoting the welfare of children will be reflected in all areas of the Trust’s activity and
business. Managers and staff across the organisation have a key role to play in promoting practice which
keeps the child in focus and listens to the voice of the child. Performance is monitored and reported
through governance arrangements, up to the Board.’

4.1

Referral Activity

Our current process for monitoring Children’s social care referrals relies on practitioners notifying the
Safeguarding Team through an email. While this has been the process for some years, we are aware that
not all referrals are flagged to our team. Further work is required to promote our newly developed
Safeguarding Record Keeping Guidance within our services in order to promote the use of the Safeguarding
Children Form on RIO correctly, which will consequently enable development of more robust data collection
and reporting.

Children social care referrals received by our team are logged and quality assured by the team members.
The total number of referrals made by CYP, CAMHS and AMH services are reported to relevant NHS
commissioners quarterly with a breakdown of themes and outcomes, further scrutiny is provided by local
Safeguarding Children Partnerships through their quality subgroups. The Trust is further required to
produce numbers of referrals for inspections, such as CQC.

Each referral is reviewed for the completeness and clarity of information, documentation on RIO, a followup of outcomes and need for escalation if there is a discrepancy in professional views or application of
thresholds. This is logged on a Safeguarding Scorecard in the shared drive. In addition we have recently
developed a deep dive audit tool for referrals resulting in ‘no further action’ to gain understanding of any
potential training needs or practice issues, which may be affecting our staff when referring to Children’s
social care.
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Graph 1 Referral activity 2020/2021 and comparison to previous years

BOROUGH

AMH

CAMHS

Universal/

Total

Specialist
Services
18/19

19/20

20/21

18/19

19/20

20/21

BEXLEY

12

23

19

4

6

11

BROMLEY

39

28

19

27

35

GREENWICH

22

57

63

33

46

18/19

19/20

20/21

18/19

19/20

20/21

2

2

1

18

31

31

16

12

23

8

78

86

43

17

40

32

42

95

135

122

191

252

196

The main referral reason by services 2020/2021 is broken down below.

Graph 2 – AMH referrals 2020/2021
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50
45
40
35
30
25
20
15
10
5
0

Safeguarding Children Annual Report 2020-2021 v1 DRAFT

Bexley
Bromley
Greenwich

Page 26

179

Graph 3: CAMHS referrals 2020/2021

CAMHS - Main Referral Reason
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Graph 4: CYP referrals 2020/2021
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CYP - Main Referral Reason
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Of note is a trend evident in Graph 2 showing a high number of referrals for Emotional Abuse by AMH. Over
60% of these referrals were made by Greenwich Time to Talk and although outcomes are not known for all
the referrals, a large number went to ‘No Further Action’ (Graph 5). Going forward the team are planning to
monitor the rates of no further action in more detail to ascertain any potential barriers in making referrals,
which will allow us to deliver targeted training where gaps may be found.

Graph 5&6 – Abbreviations used
Abbreviations used:
C&F Child and Family Assessment
EH Early Help
N/A Not applicable
N/K Not known
NFA No further action
S17 Child in Need
S47 Child protection enquiry
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Graph 5

GTTT Referral Outcomes
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Similarly, the referral rate for Greenwich CYP (not including CAMHS) is higher than other services (Graph 3),
mainly reflecting safeguarding concerns raised by the health visiting service who made 32 referrals out of
42 referrals by CYP in total. The outcomes of CYP referrals seems to be more proportionate whereby
approximately half went to further action through Child and Family Assessment, Early Help or other (Graph
6).
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Graph 6

CYP Services - Referral Outcomes
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Safeguarding Children Supervision

Accessing appropriate safeguarding children supervision is a mandatory and professional requirement for all
practitioners working with children and young people.

Health visitors are required to receive safeguarding supervision every three months and School nurses every
school term. In response to Covid restrictions we introduced virtual supervision sessions which have been a
success in providing more flexibility with timing of sessions, ability to bring practitioners together for complex
cases while also increasing focus of case discussions. Group supervision for Children’s therapy services,
Specialist Nursing, Audiology, CASH nurses and Looked After Children team were maintained between 80100%.

Graph 7
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Graph 9

CAMHS Safeguarding Supervision is incorporated into clinical supervision. Cases where a child is subject to a
child protection plan must be discussed every 6 weeks. The data is collected manually every month. An
exception report is provided quarterly where the compliance rate has fallen below 100%. The compliance
levels have always been excellent at 100% but unfortunately, due to changes in the Business team workload
resulting in inaccuracies of the children flagged as child protection on RIO, the compliance levels dropped to
as low as 50% in Quarter 3 & 4 2020/2021. This issue has now been resolved anticipating a return to the
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usual figures in 2021/2022. Members of the Safeguarding team further provided group consultation
sessions to enhance opportunities for safeguarding children considerations; however due to business
continuity these sessions have been put on hold until Autumn 2021.

The annual safeguarding supervision audit was undertaken in a form of a service evaluation exploring
practitioners experience of the safeguarding supervision offer and its impact on practice, for both individual
and group sessions (110 respondents). In comparison to previous year, the results indicated an improvement
in being able to access sessions, owing to revised timetables and availability of remote online sessions. 57%
of respondents stated that safeguarding supervision had changed their practice through increased confidence
in decision making and knowledge.

Quote:
“The most recent supervision and on-going support has resulted in a young person being allowed to return to
school.”
“[Supervision] made me approach difficult conversations with slightly more confidence.”

The service evaluation concluded with one action to take forward, which is improved preparation by
facilitators for group supervision, should the group not bring any cases for discussion and therefore,
facilitators will be expected to prepare cases, any arising themes and/or relevant literature to all sessions.

5.0

Learning from Experience

‘We will examine the quality and impact of practice using quantitative, qualitative and outcome measures.
We will systematically learn through experience (including Serious Case Reviews, incidents and complaints)
and ensure that services are developed and monitored which promote children’s welfare.’
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5.1

Serious case reviews, Learning reviews and Child safeguarding practice reviews

The Children and Social work Act 2017 changed the process and terminology of formerly known Serious case
reviews. This chapter will therefore make references both Serious case reviews (commenced prior to the
change of process) and Child safeguarding practice reviews (cases started in 2019/2020). All names below
have been anonymised.

•

Serious case reviews, Safeguarding children practice reviews and Learning reviews concluded and
published during 2020/2021

Greenwich Safeguarding children practice review Child A
This Child Safeguarding Practice Review (CSPR) was conducted in response to a 15-year-old boy, resident in
Greenwich with his mother and siblings. Child A was known to a number of services in the local and
neighbouring boroughs. He had an Education Health and Care Plan due to having moderate learning
difficulties. At the time of this death he was allocated within Children’s Social Care in Greenwich. This was
due to concerns about his behaviour and risks associated with being gang affiliated. Child A was fatally
stabbed in September 2019 in a Borough in East London after responding to a message on social media to
meet some friends.

Findings:
There were early indications that he was involved in criminal exploitation (Age 12), however, the support
system lost focus on this.
Information sharing between agencies was not good enough at times and meant robust safeguarding
assessments were not carried out.
Services were slow to respond in the weeks prior to Child A’s death, when significant events escalated.

Recommendations:
Additional child protection category for Exploitation Risk was created to improve multi-agency awareness
and response.
GSCP training programme to be reviewed and updated to cover key learning.
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Policy development when there is child criminal exploitation, clarity about the National Referral
Mechanism

Bexley Learning Review Baby I (September 2020)
This Learning Review isn’t published to ensure confidentiality and anonymity. Learning themes arising from
this review relate to effective information sharing for children with complex health needs, record keeping
skills and timeliness of strategy meetings; confidence in dealing with family courts and subsequent support;
and understanding of the remit of Children with Disabilities Team.

Greenwich Review of cases of Sudden & Unexpected Death (SUDI) in Infants 2020/2021
Lessons arising:
Effectiveness of arrangements for promoting safer sleep and reducing SUDI risks.
Promotion of breastfeeding.
Support for smoking cessation Information for parents, including robust messages about risks from cosleeping wrapped around risks. Gain an understanding why safer sleep advice was not acted on by families.

Plan:
Briefing materials for professionals and multiagency training on safe sleep Promotional activities associated
with safer sleep week.
Supporting families with children at risk to reduce the risks.
Review current Care of the Next Infant (CONI) service in the borough.
Intensive or targeted home visiting services peer educators/ambassadors.
Targeted health education messages using digital media.

5.2

Serious case reviews, Child safeguarding practice reviews and Learning reviews in progress
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Greenwich Serious Case Review Child Z
Child Z was a 2 year old child with chronic health needs and concerns of parental neglect. The final draft
report is completed and awaiting publication following conclusion of criminal proceedings. The review,
among other findings, highlighted a gap in communication between Oxleas services and recommended
development of a lead coordinator role. This project was led and piloted last year gaining much
appreciation by our families with children who have complex health needs. The Children and Young people
directorate are now considering future provision and implementation of this role.

Greenwich Child B
Child B was 4 years and 8 months when he died unexpectedly. A Local Safeguarding Children Practice Review
has commenced. Child B was known to Oxleas CYP services and mother is known to AMH.

Greenwich Children C & D
Child C, aged 14 and Child D, aged 5 died unexpectedly following a house fire. A Local Safeguarding Children
Practice Review has commenced. Both children and mother were known to Oxleas CYP and AMH services.

Bexley Learning review Baby L – Baby L was a 3 month old baby who attended A&E with a head injury in
September 2017 (suspected non-accidental injury). There has been a significant delay in completing this
review, the final report is awaiting approval.

Bexley Local Safeguarding Children Practice Review Child O – Child O was 4 years old when he ingested a
liquid containing GBL. Child O was known to our CAMHS service at the time and one of his carers was under
Oxleas AMH (published in April 2021).

Bexley Young Person S
Young person S, aged 15, was admitted to hospital in a serious state of neglect (2020). Local Safeguarding
Children Practice Review has commenced. Young Person S was known to CAMHS, parents are known to AMH.

Bromley Learning Review 2 George
George, 19 year old with a history throughout childhood of somatic symptom disorder (physical symptoms
that cannot be explained by medical condition). Awaiting publication.
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Bromley Learning Review 4 Matthew
Unexpected Death of a 5 year old boy. Awaiting publication of the final report.

Lewisham Child DA
Child DA was 3 months old when admitted to hospital with a traumatic brain injury, a suspected nonaccidental injury. A Cross-Borough Learning Review was undertaken although publication of the final report
is delayed due to criminal investigations. Child DA was known to Greenwich Health visiting.

Lewisham Child FA
Child FA died unexpectedly in February 2021. A Local Child Safeguarding Practice Review has commenced.
Mother is known to Oxleas AMH.

The overarching theme arising from our immediate learning from the new incidents is the importance of
applying the principles of the Think Family approach to safeguarding, face to face contacts with families and
joined up working.

5.3

Safeguarding Children Audit Activity 2019/2020

Statutory Section 11 Children Act 2004 audits (trust wide)

Multi-Agency Audits
•

Strategy meetings – London Borough of Bromley

Internal Audits/ Reviews
•

Children in adult network audit - AMH. This audit has been put on hold to allow for embedding of
newly developed Safeguarding Record Keeping Guidance (September 2020).
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•

Safeguarding supervision audit.

Evaluations and surveys
•
•
•

6.0

Awareness of lessons learnt (dissemination and embedding of learning from serious incidents).
The role of Safeguarding Children Champions.
Evaluation of Level 3 Safeguarding children webinar training.

Conclusion

Oxleas vision and the challenge for safeguarding remain unchanged; that is to ensure safeguarding and
promoting the welfare of children is embedded across every directorate and in every aspect of the work of
the trust. We continue to endorse Think Family approach to safeguarding, ensuring that the principles and
our duties to safeguard children and adults are applied holistically and consistently to improve outcomes and
safety of our service users. Our priorities for 2021/2022 will focus on embedding the Think Family approach
across all services, especially Adult Mental Health, developing trust-wide systems to ensure effective
response to Domestic Abuse across all ages and contribution to multi-agency partnership work.
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The Trust Safeguarding arrangements and processes – Quality Assurance

Author: Ida Bradford
Date: 26/3/2021

1. The Trust Safeguarding Arrangements
1.1 Think Family Safeguarding
The structure of the Trust’s safeguarding arrangements is fully cited in the Safeguarding Children Annual
Report to the Board. The Trust has endorsed the Think Family approach to safeguarding, which places
emphasis on integration of adult and children workers who in collaboration to address the needs of all
family members, while upholding family values through working ‘with’ families and encouraging services
to use ‘no wrong door’ approach.

To gain assurance of our safeguarding approach, I have reviewed the NHS England and NHS
Improvement Safeguarding Accountability Framework which outlines responsibilities of NHS
organisations by promoting holistic and consistent application of the principles and duties of
safeguarding adults and children (NHS England and NHS Improvement, 2019).

Family strengths-based models are fully endorsed by HM Government through investment into child
protection services that effectively meet the needs and safety of children and young people whilst
building resilience in the families (Strengthening Families, Protecting Children (SFPC) Programme, HM
Government 2019).

With this in mind, the focus of the Safeguarding Team has been on embedding the Think Family
approach at all levels of workforce through our safeguarding structures, training, supervision, policies
and procedures. The Children and Adult Teams integrated in early 2020 to enable joined-up thinking,
developing expertise of safeguarding across lifespan and providing consistency of safeguarding
leadership and support to Oxleas staff.

Case study 1 – Joined up safeguarding work
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Mother, aged 51, was detained under S136 of the Mental Health Act and admitted to the ward having
suffered relapse in her mental state. She accused her husband, aged 70, of sexually abusing their two
children (12 and 15 years old). Father made counter-allegations stating that Mother uses implements
to chastise the children.
Children’s Social Care referral was made by the Police and ED. The Police interviewed the children
who didn’t make any disclosure. The Children’s Social Care referral did not reach the threshold for
Child and Family Assessment; however, it was requested that there is a notification prior to Mother’s
discharge.
The ward contacted the Safeguarding team (Safeguarding Adults Specialist Practitioner) to obtain
further advice, who in collaboration with the Named Nurse for Safeguarding Children, reviewed
records of all family members. Records highlighted previous concerns of the Mother hiding a
hammer, craft knife and a screwdriver in a drawer at home, in conjunction with the husband’s friend
informing the Police that the Mother may kill the children.
The ward staff were supported in informing Children’s Social Care who hadn’t been aware of this
information and who subsequently, followed up with the Police. The Named Nurse liaised with Young
Greenwich School Nurse to consider assessment of the Children’s health needs. Father was offered a
Carer’s Assessment by Mental Health services and there was further support with finances and
housing.
Using the Think Family approach, the health and safety needs of all family members were taken into
account to enable safe discharge with adequate support for the whole family.

1.2 The Safeguarding Committee
The former Safeguarding Adults and Safeguarding Children Committees integrated in November 2019,
setting new Terms of Reference. The new layout of the Committee assures effective practice in
safeguarding and promoting the welfare of children and adults at risks by fulfilling the Trust’s statutory
obligations as set out under section 11 of the Children Act 2004, The Care Act 2014, The Counter-Terrorism
and Security Act 2015 and associated statutory guidance.

Despite some initial reservations relating to proportionality of safeguarding children and adults matters
on the Committee agenda, the feedback after one year was excellent with some great suggestions on how
to further improve the meeting.

2. Raising Safeguarding Concerns and Seeking Outcomes
Safeguarding Children Annual Report 2020-2021 v1 DRAFT

Page 39

192

2.1 Single Point of Access to the Team
The integration of the Safeguarding Team introduced a ‘single point of access’ for telephone and email
advice for Oxleas staff. The former arrangements relied heavily on individual contacts resulting in many
difficulties including delays in obtaining safeguarding advice and building over-reliance on individual
members of the team. While we have already seen a very successful use of the ‘single point of access’, I
am aware that further work is required to fully establish the new system within Oxleas to achieve an
organisational change.

2.2 New Flowcharts and Posters
To support practitioners with knowing ‘what to do if they are concerned about welfare and safety of
children and/or adults’, we have developed a number of flowcharts and posters. These are available on
the Ox and also regularly shared with senior leadership teams at local Patient Safety meetings or
equivalents, our training and supervision sessions and through the Trust newsletter. It was suggested at
the last Safeguarding Children Champions event in February 2021, attended by almost 90 candidates, for
the Ox to include a safeguarding icon on the main page to assist staff in easy access to the safeguarding
pages. I would like to echo the benefits of having an easy access to safeguarding information and
suggest that our Think Family Safeguarding logo should be placed on the main page of the Ox, which
would then direct to relevant pages.

2.3 Assurance of Children’s Social Care Referrals
Our current process for monitoring Children’s Social Care referrals relies on practitioners notifying the
Safeguarding Team through an email. While this has been the process for some years, we are aware that
not all referrals are flagged to our team. Further work is required in embedding our newly developed
Safeguarding Record Keeping Guidance within our services in order to promote the use of the
Safeguarding Children Form on RIO correctly, which will consequently enable development of more
robust data collection and reporting.

Children social care referrals received by our team are logged and quality assured by the team members.
The total number of referrals made by CYP, CAMHS and AMH services are reported to relevant NHS
commissioners quarterly with a breakdown of themes and outcomes, further scrutiny is provided by
local Safeguarding Children Partnerships through their quality subgroups. The Trust is further required
to produce numbers of referrals for inspections, such as CQC.
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Each referral is reviewed for the completeness and clarity of information, documentation on RIO, a
follow-up of outcomes and need for escalation if there is a discrepancy in professional views or
application of thresholds. This is logged on a Safeguarding Scorecard in the shared drive. In addition we
have recently developed a deep dive audit tool for referrals resulting in ‘no further action’ to gain
understanding of any potential training needs or practice issues, which may be affecting our staff when
referring to Children’s Social Care.

Case study 2 - Seeking safeguarding advice
A Cognitive Behavioural Therapist (Greenwich Time to Talk) contacts the Safeguarding Team via
telephone seeking an urgent advice on a case, as advised by one of the GTTT Safeguarding Children
Champions.

The Safeguarding Team Coordinator ascertains the main concern and arranges a consultation with a
member of staff who is best placed to advise. The client (mother) is 23 years old, she has two children
aged 3 and 7 years old. Following a disclosure of domestic abuse, the therapist is concerned about the
impact on the children but he is unsure whether to inform his client about referring to Children’s
Social Care due to safety concerns. Advice is obtained with guidance on how to complete a Children’s
Social Care referral, on signposting to specialist services and developing a safety plan for both the
mother and children.

The therapist is advised to document this conversation on IAPTus and at the same time, the
Safeguarding Adviser documents on RIO as the family is known to universal services. Copy of the
safeguarding children referral is copied to the Safeguarding Team for quality assurance. The therapist
is reminded to contact Children’s Social Care within 3-5 days to follow up on the outcome by
Children’s Social Care, to inform the Safeguarding Team of the outcome while considering the need
for any care plan changes and/or escalation.
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Cases of suspected Non-accidental injury in babies known to Oxleas services since the beginning of
the COVID-19 pandemic. A summary report.

Author: Ida Bradford
Date: 05/08/2020

Purpose of this report:
The purpose of this report is to summarise safeguarding themes and issues that have arisen since
the beginning of the COVID-19 pandemic restrictions in March 2020 and to highlight recent concerns
about the number of accidental and suspected non-accidental injury in very young babies. The
report covers:

1. COVID-19 – National safeguarding themes
2. COVID-19 - Local safeguarding trends
3. Cases of suspected Non-accidental injury
a. Summary of cases
b. Our response
4. Recommendations
5. Appendix 1 – Overview of cases
6. References
1. COVID-19 National safeguarding themes
The COVID-19 conditions have increased the stressors and vulnerabilities of children, young people
and parents at the time of reduction of protective services in a backdrop of safeguarding and
supportive services cuts (NSPCC, 2020a). Reflective of evidence from previous infectious disease
outbreaks and/or crisis scenarios and emerging COVID-19 themes, the rates of child maltreatment
are expected to rise. In April 2020, the UK largest domestic abuse charity Refuge report a 25%
increase in calls (Refuge, 2020); backing up reports of a global rise in Domestic abuse. Many parents
and carers have been affected by financial insecurities in addition to new responsibilities and
situations such as home schooling and family bereavement. Children are likely to have been exposed
to prolonged internet use, increasing their vulnerability to online harms and those who are already
experiencing abuse and/or neglect have been exposed to prolonged periods of harm. Families are
having fewer interactions with services, at the same time as reduced social capital such as contact
with wider family, friends and community support (NSPCC, 2020a).

2. COVID-19 Local safeguarding trends

195

In June 2020, NHS England brought together COVID-19 information affecting
healthcare providers and published an overview log of issues relevant to safeguarding children and
adults (NHS England, June 2020). The report brings attention to hidden harms within unseen
populations of adults and children, risk of disengagement of the most vulnerable at the same time of
easement of statutory responsibilities. Across all ages, the London issues mirror national concerns of
increased domestic abuse, deteriorating mental health, increased online and exploitation risk,
reduced support for carers and risks associated with children and young people missing education
and health appointments, the report makes further reference to a risk of potential burnout of key
safeguarding staff. For many organisations, however, the pandemic has fast tracked positive changes
through the use of modern technology in working with the wider system and in supporting
governance and information sharing processes.

Following the start of COVID-19 restrictions, through MASH health activity and contact to the
Safeguarding team following the lockdown, Oxleas Safeguarding team noted an immediate rise in
cases of severe forms of domestic abuse resulting in ABH/ GBH, incidents of physical abuse within
families including Adolescent to Parent Violence, increases in neighbour disputes and extreme
religious practices over Easter, a rise in Prevent agenda and escalating concerns for young people
who are at risk of exploitation/ going missing. Due to reduced contact of health services, numbers of
referrals to children’s social care and adult safeguarding dropped resulting in additional concern for
the most vulnerable (A summary report was presented at the Safeguarding committee in May 2020).

Through close monitoring of COVID-19 specific safeguarding team, both internally and in
collaboration with partners, we have recently become concerned about an unusual number of casessuspected Non-accidental injury* and cases of accidental injury in young babies presenting since
COVID-19 restrictions were put in place in March 2020. The data has been supplied both by our
Bromley CCG partners who had been notified of a rise in suspected NAIs by the Safeguarding team at
the Princess Royal University Hospital and through our Oxleas reporting mechanisms via Datix.
Although there are considerable limitations to this data in terms of existence of similar reporting
mechanisms/ databases prior to COVID-19 and inconsistencies in receiving this data from the three
boroughs, the number of cases flagged to Oxleas Safeguarding team appears to be exceptionally
high and rising ,as the lockdown and subsequent restrictions on contact continue.

•

For the purpose of this report the term Non-accidental injury will be used as an umbrella of
physical abuse or battery that result from deliberate actions against a child or a failure to
prevent injury (Leventhal et al, 1993).

3. Suspected cases of Non-accidental injury
a) Summary of cases
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Since the beginning of COVID-19 pandemic, the Safeguarding team have been
notified of 12 cases of suspected non-accidental injuries in young infants (6 Female, 6 Male) – all
cases are listed in Appendix 1. 5 infants are classified as White British, 3 as Black or Black British, 2
White Other, 1 Mixed - White and Black Caribbean and 1 is not recorded. 5 cases are concluded to
have been accidental through genuine mistakes in appropriate parental supervision and actions. 8
cases have either been confirmed as non-accidental (abusive) or are subject to on-going criminal and
social care investigations. 1 infant sadly passed away as a result of extensive injuries (now classified
as Homicide/Infanticide) and there is 1 case of a child death where evidence of possible nonaccidental injury was found during a Post-mortem investigation leading to further investigations.

Findings from our Level 3 investigations, undertaken by the Health visiting service in Bromley and
Greenwich, demonstrate vulnerabilities within the families. These vulnerabilities are as follows
Young Parents, Domestic Violence and Abuse, history of mental illness in parents impacting on
parenting capacity and/or history of previous social care involvement whether it was with older
siblings or parents themselves. The health visiting contacts were undertaken in accordance with the
Healthy Child Programme in these cases but during the lockdown, these contacts were undertaken
virtually.
These findings mirror risk factors commonly associated with NAIs (Paul and Adamo, 2014)

Ad 1) Risk factors intrinsic to child
-

The risk is related to age, the majority of victims being younger than 2 years
No consensus regarding race or gender, however, black children have a greater risk of
mortality
Children born prematurely or with multiple health conditions are at a higher risk

Ad 2) Risk factors intrinsic to the perpetrator of abuse
-

Relationship to the child
Child homicides are most likely to be caused by a parent or step-parent (NSPCC, 2020b)
Perpetrator has been abused as a child
Young parents
Adverse childhood Experiences - which may confer intergenerational risk to their children

Ad 3) Risk factors intrinsic to family structure and society
-

-

Where parents perceive that there is little community support/ lack of connection with
community
Societal factors – such as Decreased self-esteem, depression, history of suicide attempts, life
stressors, parent in foster care of abandoned as a child, unplanned or unwanted pregnancy,
engagement in criminal activity etc
Association of perinatal illness with child abuse is significant
Double of NAI rates during recession
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b) Our response
From the very start of the pandemic, the Safeguarding team took a proactive approach of collating
any emerging themes to find new ways of working. Safeguarding supervision was swiftly adapted to
using virtual means resulting in more focused work by introducing more flexibility around sessions
while allowing much valued preparation time.

We reviewed the Health visiting safeguarding guidance and although it was in line with the
Community services prioritisation plan (NHS England, March 2020), the risk stratification was
elaborated on to support practitioners with balancing the risk of COVID-19 virus transmission and
keeping children safe. The CYP Directorate and the Safeguarding team further ensured robust
communication with partners to promote understanding of the impact of COVID on Oxleas health
service provision, in order to contribute to joined-up safety planning. Despite these dramatic and
sudden changes to how services are provided, the cases we have investigated shine with excellent
health visiting practice on the back of raised expectations of surveillance in absence of the usual
provision by statutory and charity sectors.

We, however, found that in a number of these cases that information sharing and communication
between ED at the Princess Royal University Hospital and Queen Elizabeth Hospital in liaising with
our Health visiting services had been poor. This issue has been highlighted to the relevant
safeguarding teams and Designated nurses in anticipation of reviewing current pathways and
practices. In addition to strengthening ED and Health visiting information sharing arrangements,
there are differences in how suspected NAI’s are logged within Oxleas due to inconsistencies in using
DATIX to capture this data.

4. Recommendations for further action
Review the use of DATIX for cases of suspected non-accidental injuries and/or suspicious bruising/
injuries (trust-wide).

CYP services, with support from Oxleas Safeguarding team and Designated nurses, to review ED
information sharing pathways.

Share the content of this report with CYP services to review current safeguarding standards in line
with these findings.
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Through a variety of communications, remind practitioners of the Think Family
approach to safeguarding when visiting families while the usual offer of statutory and supportive
services are reduced in considering wellbeing and safety of all members of the family/household.

The Head of safeguarding to continue to work closely with Named doctors, Designates and partners
to support wider strategic arrangements.
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Introduction / Executive Summary
The purpose of this report is to inform the Trust Board of the safeguarding adult activities undertaken
within the organisation for the year 2020-2021. It aims to provide assurance of compliance with
local multi-agency guidelines, sections 42 to 46 of the Care Act 2014 and the fundamental standards
in relation to safeguarding described in the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014: Regulation 13.
This is the fifth Annual Report for Safeguarding Adults produced by Oxleas NHS Foundation Trust.

Governance and Accountability
The Organisation
We provide a wide range of health and social care services in South-East London, specialising in
community health, mental health and learning disability services. We have a workforce of around
4,000 people including many highly-skilled health and social care professionals. We have over 100
sites in a variety of locations across the London Boroughs of Bexley, Bromley and Greenwich and
Prison and forensic services in Kent.
Our services include a range of physical health services for adults and children in the community in
the boroughs of Bexley, Bromley and Greenwich. These range from children’s community nurses
working with the very young to district nurses and therapists meeting the physical health needs of
older people
We have been the main provider of specialist mental health care in Bexley, Bromley and Greenwich
for over twenty years and have developed a comprehensive portfolio of services in community and
hospital settings. We also provide specialist forensic mental health care across South East London
and Kent Prisons. We also provide adult learning disability services in Bexley, Bromley and
Greenwich.
Safeguarding Team Structure
In early 2020 a consultation and then a reorganisation took place to bring together the safeguarding
children and safeguarding adult teams.
As of 1st April 2020, the teams merged together with the new safeguarding team being led by the
Head of Safeguarding and the Head of safeguarding adults now sitting under this role and moving
titles to become the Trust lead for Safeguarding Adults and Prevent alongside other colleagues from
the safeguarding children team at the same grade. See Appendix for new team organisational chart.
The newly formed safeguarding team has a 1.0 WTE team administrator.
Within the organisation there are also 3.0 WTE Heads of Social Care who work in our Greenwich
and Bromley boroughs and within the Forensic directorate. There was a fourth post covering Bexley
but the staff member retired and has not being replaced, these roles contribute to the trust’s
safeguarding adults work.
Organisational Leadership
•

The Chief Executive has overall accountability for safeguarding within the organisation. The
Director of Nursing is the Executive Lead for safeguarding adults and children and reports to the
Trust Board in this area of responsibility.
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•

The Trust lead for Safeguarding Adults & Prevent takes a strategic lead across the Trust for the
management and monitoring of practice in line with the requirements of national safeguarding
procedures and is the organisation’s lead for Prevent.

•

Within our mental health services, the Heads of Social Care provide local operational leadership
in relation to safeguarding adults.

•

The Trust has a consultant psychiatrist who is the clinical lead for the Mental Capacity Act (MCA).

•

The Trust has a Head of Mental Health Legislation who leads on MCA and Deprivation of Liberty
Safeguards (DoLS).

•

The Safeguarding Adults Team has a 1.0 WTE safeguarding adult’s specialist practitioner whose
role is to support staff in completing safeguarding adult work, training and quality control of
safeguarding adult work.

Safeguarding Committee
•

The Trust has a quarterly Safeguarding Committee, chaired by the Director of Nursing and
attended by relevant staff from within the organisation and representatives from the three Local
Authorities and Clinical Commissioning Group (CCG). This committee oversees the work of both
the safeguarding children and the safeguarding adults agenda.

•

The Safeguarding Committee is a sub-group of the Performance and Quality Assurance
Committee which reports to the Trust Board, ensuring that relevant connections are made across
the domains of patient safety, patient experience and clinical effectiveness.

Risk Register
The Trust reviews its risk register as part of the Safeguarding Committee; at quarter four of 2020-21
the organisation had no current risks on the register for safeguarding adults.
Policies and Procedures
•

The Trust Safeguarding Adults Guidance was first published in April 2016 and updated in 2021
to reflect changes in the Safeguarding Adults Team and processes within the organisation. It
was ratified at the May 2021 Safeguarding Committee. Following the publication of the reviewed
Pan London Guidelines in April 2019 we completed a review of our guidance against this and
are looking at developing a joint safeguarding policy in 2022 to include adults and children
safeguarding.

•

The Trust guidance is applicable to all Oxleas staff and outlines the statutory responsibilities of
the organisation, identifies the governance arrangements within the organisation and provides
clarity for staff on their duties and responsibilities when they have safeguarding concerns.

•

In addition to the Safeguarding Adults Guidance there are a number of Trust policies in place
which have a relationship with safeguarding. These include:







Prevent Guidance for staff
Mental Capacity Act 2005 policy
Deprivation of Liberty Safeguards policy
Domestic Abuse & Violence policy and Domestic Abuse Handbook
Safeguarding Children policies and procedures
Disciplinary policy, procedure and rules
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Mandatory Training policy
Very Important Person (VIP), Celebrity and Media Access policy

All policies within the Trust are aligned to a governance group which ensures that they are
monitored, regularly reviewed and updated where necessary.

2. Workforce, Recruitment and Development
Safeguarding Training Activity
NOTE: Due to the COVID 19 pandemic all face to face training options were stopped in March 2020
and remain that way into 2021.
Prevent
The NHS England Prevent Training and Competencies Framework was developed to provide clarity
on the level of training required for healthcare workers. It identifies staff groups that require basic
Prevent awareness and those who require attendance at Workshops to Raise Awareness of Prevent
(WRAP) with the target of training 85% of Oxleas registered staff.
The Trust uses an E learn package to deliver WRAP across the organisation and at year end the
Trust had a 96% compliance rate. Basic awareness training for prevent is included within our
safeguarding adult training offer and the trust had 95.9% compliance at year end.
We have maintained our compliance for WRAP sessions for new starters using the Home Office
accredited e-Learning course for mental health and community health staff on our learning platform.
Due to COVID 19 face to face sessions have stopped but we have continued to see high levels of
compliance. Staff receive their 3 yearly updates through their mandatory safeguarding adult training
and written feedback that is provided bi-monthly by the trust SGA lead to borough Patient Safety
Group (PSG) meetings to give updates on national threat level, training and cases which is cascaded
to front line staff.
MCA and DoLS
The Trust provides both Participatory learning on Microsoft teams and e-Learning sessions for staff
in relation to MCA and DoLS. The sessions are mandatory for all professionally registered staff.
Newly qualified nurses also attend an MCA and DoLS session as part of their preceptorship
programme. At year end the Trust reported 91% compliance.
In 2019 a decision was taken to improve MCA training by updating the Trust policy to ensure all
eligible staff complete MCA and DoLs training every three years and not just as a one-off training
and figures improved steadily towards our 90 % goal.
The trust is preparing for the introduction of Liberty Protection Safeguards (LPS) in April 2022 by
recruiting to a new MCA lead post who will lead on the roll out.
Safeguarding Adult Training
The Trust reviewed and updated its Safeguarding Adults training in line with the Intercollegiate
Guidance published in August 2018.
We have a basic awareness e-Learning package which covers both safeguarding adults and
children. This learning is mandatory for all staff who do not have direct client contact. The programme
covers the law in relation to safeguarding, types of abuse (including domestic, modern slavery and
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radicalisation) and addresses all the knowledge and skills identified for level 1 training in the
Intercollegiate Document.
We have a Safeguarding Adults e-Learning programme covering the law in relation to safeguarding,
types of abuse (including domestic, modern slavery and radicalisation), how to raise concerns and
maintain adequate records. On review it was found that the programme addresses core
requirements across levels 2 and up to level 3 in the intercollegiate document and its completion is
mandatory for all staff who have client contact.
The Intercollegiate Document Adult Safeguarding: Roles and competencies for health care staff
published by the RCN sets out clear guidance on requirements for level 3 training and specifics for
face-to-face. Our level 3 face-to-face training option rolled out in 2019 as half day workshops
facilitated by the SGA team covering the law, abuse types, information sharing, how to raise a
concern, SGA process and record keeping in RiO. It looks at domestic abuse, modern slavery and
self- neglect & hoarding in detail and provides attendees with their three year Prevent update. We
also include the role of Safeguarding Adult Boards, Safeguarding Adult Reviews (SAR’s) and actions
from SAR’s completed in the organisation. The course provides staff with time to look at real life
cases and to get information about how to deal with safeguarding cases in practice.
Due to the COVID 19 pandemic face to face sessions stopped in March 2020 and we developed a
participatory learning module on Microsoft teams which commenced in March 2021 which has taken
over from our face-to-face workshop with all the same learning outcomes. Feedback on this new
training has been good following evaluation and we plan to continue this format going forward.
Within our integrated teams, appropriate staff are able to access additional safeguarding training via
the Local Authority – mainly Safeguarding Adult Manager and Enquiry Officer training. Each Local
Authority has different levels of training and this is provided and recorded in different ways so we
are unable to report accurately on numbers of staff who have completed this training in year.
We monitor compliance against our mandatory training policy through providing quarterly data to
CCG’s and to the SGA Committee, the policy requires all staff to complete Safeguarding Adults
learning at a minimum of a 3-yearly basis.
At the end of Q4 2020-21 Safeguarding Adults training compliance levels in the Trust stood at:
Level 1 – 98 %
Level 2 – 96 %
Level 3 – 94%
Level 4 – 100%
Domestic abuse awareness is included in our safeguarding adult’s awareness training at levels 1
and 2 and is included in our level 3 training. Staff are also able to access a dedicated E-learn
package on domestic abuse at level 3.
Clinical Supervision / Appraisals
The Trust’s supervision policy sets out minimum expectations in relation to supervision which is
monitored and reported to the Trust Board. The expectation is that all staff will receive a minimum
of one hour supervision on a six-weekly basis. The Trust compliance rate with this expectation at
the end of 2020-21 was 80% which is exactly on the agreed threshold level for compliance of 80%
for the organisation.
The policy states specifically that Safeguarding concerns and cases are expected to be routinely
discussed as part of the supervision session and recorded.
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All staff are required to have an annual performance development review/appraisal. Compliance
with this is also monitored and reported to the Trust Board; at year end the rate was 87%.
Safe Recruitment Processes and Assurances
The Trust recruitment and selection policy outlines the Trust’s approach to recruitment. As a provider
of NHS services the Trust is required to comply with the NHS Employment Check Standards. The
standards apply to all individuals engaged in paid or unpaid work within the NHS.
The Recruitment Team adhere to standard operating procedures in respect of the six standard preemployment checks which cover:







Identity
Right to work
Professional registration and qualifications
Employment history and references
Disclosure and Barring Service checks
Work health assessment

In addition and where required, assessments will be undertaken to ensure that candidates meet the
requirements of the fit and proper persons test.
Compliance with the recruitment processes is monitored by the recruitment team. Regular reports
are produced for the Head of Workforce and HR detailing how many candidates have not
successfully completed the pre-employment checks process and the actions taken.
The Trust’s Temporary Staffing Office ensures that any agency supplying staff to the Trust has
provided evidence that the six employment checks are in place as part of their recruitment
processes.
All managers involved in recruiting staff are required to complete safer recruitment and selection ELearning. Compliance with this training is monitored monthly and at year end 2020-21 was reported
at 96%.
Oxleas has a designated senior HR professional to ensure arrangements are in place with regards
to the management of allegations against staff. The Trust lead for Safeguarding Adults meets
quarterly with the HR lead to discuss cases.
Safeguarding Learning Events
We did not hold any Safeguarding Adult specific events in 2020- 21, but we did join in with an event
held online by the safeguarding Children’s Team in 2020 which focused on the trust launching its
updated Domestic Abuse policy and a new Domestic abuse handbook for use by all staff.
We plan to collaborate in 2021 with another joint event on- line for staff working in both adults and
children’s services.

Challenges and Achievements
Improvements in Practice, Patient Safety and the Delivery of Quality Services
•

We completed work on reviewing all our current SGA forms on RiO with small updates made to
improve completion by staff.

Page | 7

207

•

We continued to see improved recording on our form 1a -recording the decision to go to an
enquiry under section 42 of the Care Act which we added previously for our integrated teams.

•

We successfully moved our face-to-face safeguarding adult workshops at level 3 to Microsoft
teams and maintained our training compliance, with good feedback received.

•

We have participated in Safeguarding Adult Reviews (SARs) and Domestic Homicide Reviews
(DHRs) across all three boroughs; providing Independent Management Reviews, chronologies
and attendance at panel meeting’s and learning events for published reports.

•

In 2020-21 we worked with the business informatics team to improve our iFox reporting
functionality further to improve the quality of the data provided to CCG’s and Safeguarding Adults
Collection (SAC) data for Local Authorities. We successfully provided year-end figures for activity
carried out by our integrated mental health teams to all three borough’s for their mandatory SAC
data uploads.

•

In 2020-21 we have continued to successfully remain above the NHSE 85% target for Prevent
awareness and WRAP and have fully participated in local Channel Panel meetings in all three
boroughs, with the trust lead as the mental health representative.

•

The Trust lead for Safeguarding Adults continues to have regular meetings with each of the
Heads of Social Care to improve communication and to pick up local operational issues; these
have proved a successful way to review local practice around safeguarding.

•

The Safeguarding Adults Specialist Practitioner has re- commenced 2-3 days per week spent
out in Trust services; meeting staff, attending team meetings, providing adhoc training across all
three boroughs and has been successful in moving the safeguarding adult hubs in all boroughs
to a virtual format so they could continue during the pandemic.

•

The Trust continues to review all Oxleas acquired pressure ulcers on a monthly basis at the
pressure ulcer panel. For these pressure ulcers, a root cause analysis (RCA) is undertaken,
presented to the panel and a decision is made as to whether a safeguarding concern should be
raised with the local authority. RCA paperwork has been updated to make sure the SGA concern
has been raised on RIO and we have seen an improvement in the reporting of this in our trust
figures being representative of those referred onto the LA.

•

The SGA team have continued to complete a quarterly programme of auditing the quality of a
random sample of safeguarding adult concerns and enquiries raised by staff across the trust,
the results are analysed and presented at the quarterly Safeguarding committee.

•

The Trust lead for Safeguarding Adults has attended at a minimum quarterly the local borough
Patient Safety Group (PSG) meetings to feedback on safeguarding adult data, prevent and
SARs.

•

The trust SGA lead was part of a Domestic abuse task and finish group which developed an
updated the trust’s Domestic Abuse policy and developed a new staff handbook for DA published
in 2020. They also sit on the NHSE clinical reference group for DA and attend local domestic
abuse steering groups in our boroughs.

•

The SGA team have provided training on safeguarding adult principles for the Patient Safety
Team and the PALS and Complaints Team to ensure that safeguarding adult concerns are
identified as part of any investigations.
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•

The Safeguarding Adults Team innovation “Safeguarding Superstars” has continued to shine a
light on cases where a high standard of safeguarding work is being carried out by our staff across
the trust and has led to those staff being awarded the accolade, seen as champions in their
areas and going on to complete more good quality safeguarding work.

•

The Trust lead for Safeguarding Adults has been involved with the Trust Sexual Safety work
stream, sitting on the Trust task force.

Obstacles in Service Delivery and Resource Challenges
•

Trust services are delivered across three Local Authorities and one County Council and, whilst
all authorities are working to the same safeguarding principles, there are differences in process
and systems which has required the Trust to adapt and vary its own safeguarding procedures to
incorporate these. This has meant that it continues to be challenging to develop standardised
processes across the organisation.

•

Safeguarding Adult data has been difficult to produce for the organisation. The Trust does have
a reporting function in iFox but this is not able to fully report on the numbers of concerns identified
and enquiries undertaken in each borough for work in our integrated teams as easily as we
hoped and still requires a level of manual input to provide the data for the local authorities
accurately which can be time consuming to meet their deadlines. We would also like to be able
to include data for our services in Kent in the future through this system but this will require more
negotiation with Kent County Council.

•

Over the 2020-21 year we have seen continued numbers of SAR’s and DHR’s being carried out
and as an organisation, working across three boroughs this has an impact with 8 SAR’s and 2
DHR’s published in the year, with a further 6 SAR’s and 12 DHR’s at various stages of completion
from awaiting publication dates to just starting which has had resource implications for the SGA
team in coordinating the IMR’s and attending panel meetings and also staff in the directorate
teams supporting the process. Please see appendix for full list of SAR’s / DHR’s as of July 2021.

•

The COVID 19 pandemic has affected the team’s ability to support and train staff face to face
but we were able to adapt with the use of MS teams and staff rotating cover in the safeguarding
office daily to be able to provide continued phone contact for staff. We also saw an increased
number of safeguarding issues that came to the fore due to the pandemic and lockdowns
nationally present in our local areas including an increase in financial scams and cases of
domestic abuse. NHSE and other organisations provided us with information that we could share
with staff with regards to this but there were a large number of emails and communications
circulating to staff at this time and so being able to reach everyone with these messages was
difficult.

3. Performance Data Set / Audit
Safeguarding Adult Board Self Assessments
In the past the trust has been requested to complete The Safeguarding Adults at Risk Audit Tool
(SARAT) a self-assessment audit developed by the London Chairs of Safeguarding Adults Boards.
Oxleas completed a SARAT for 2018-19 and this was presented to the Greenwich and Bexley SABs.
In 2019 the London chairs agreed to pilot a new risk audit tool, the Safeguarding Adults Partnership
Audit Tool (SAPAT), and this new format was piloted by some boroughs. We completed the audit
tool for Greenwich and this was presented at the Greenwich SAB challenge event in 2020.
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Due to the COVID pandemic many SABs had put on hold completing the new SAPAT tool until 2021.
We have completed and submitted the SAPAT tool for Greenwich SAB and attended their challenge
event earlier in the year and have dates for later in the year to take the SAPAT we completed to
Bromley and Bexley SABs.
Actions we have identified from the 4 topic areas in the SAPAT which are:
-Achievements and challenges
- Making Safeguarding personal (MSP)
- Covid 19 pandemic
- Learning from SAR’s
Are around;
-recruiting to an MCA lead role for the LPS roll out in 2022
-Management plans for should there be a reintroduction of lockdown measures in winter 21/22 which
may impact on the team
-Increase in Domestic abuse cases seen in our boroughs and plans we are introducing for managing
this including new policy, steering group and new post
-The trust moving away from borough based services to service lines from September 2021 which
may impact our monitoring and data collection.
Summary / Overview of Dataset
•

The Trust is required to complete a quarterly Safeguarding Adults dashboard for the three
boroughs to the Clinical Commissioning Group (CCG). The dashboard asks for data in relation
to four main areas – Safeguarding Adult Concerns, MCA, training and other process indicators.

•

Concerns for the year 2020- 21: we reported 568 safeguarding adult concerns up from 455 in
2019-20, 310 in 2018-19 and 189 in 2017-18. This large increase in the figures we have put
down to the improvements made to the RIO forms and staff’s understanding of the process. Also
increasing of the corporate SGA team staff (specifically the SGA practitioner role) to be able to
support staff directly to complete the process and the associated paperwork effectively alongside
the increased effectiveness of ifox.

•

Of those 568 concerns, 118 went to enquiry up from 59 in 2019-20.

•

During the year there were 2 enquiries that were dealt with under the Trust’s disciplinary process
involving allegations in relation to members of staff.

•

MCA: Within the year we have applied for 76 Deprivation of Liberty Safeguards (DoLS)
authorisations; down from 105 last year but similar to the year before, of which 27 were granted.
We are now able to capture fully the data in relation to reasons for authorisations not being
granted in a section in RIO and provided this information on our quarterly dashboards for each
borough, a key reason for this is due to the number of patients discharged before the outcome
of the DoLS is received by us from the Local Authorities.

•

Training: We continue to maintain compliance above the targets set for all our mandatory
Safeguarding Adults training throughout the year.

•

Other process indicators -this section incorporates data in relation to safer recruitment which
was 96% compliant at the end of quarter four.

•

The CCG requested that we provide data on the number of MARAC referrals for adults at risk
that were made as part of a safeguarding adult concern this totalled 18 for 2020-21 much higher
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than the previous year where we reported 4 but in keeping with the increase, we have seen in
incidents of domestic abuse linked to the covid 19 pandemic and lockdowns.
•

Safer recruitment: The Trust is asked to assure CCGs that all new staff has a DBS check prior
to commencing employment. The year-end figure for this was 100%. In addition the Trust is
asked to assure compliance with re-checking of DBS status for those staff for which this is
required. The year-end figure for this was 98% much improved from the figure from 2020 when
we had moved to checking all staff every 3 years.

Data analysis
We have reviewed the trust’s data 2020-21 and highlights are.
Of the 568 concerns raised during this time, the majority were for female service users (58%)
This figure was similar for those that went to enquiry where it was 57% female

Of the total number of concerns raised 21 % went to an enquiry.
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Of those 568 concerns that were raised by Oxleas staff in 2020-21,426 of those were from integrated
teams of which 118 went to an enquiry which is an overall 27.7 % conversation rate.
We looked in more detail at the 118 enquiries completed in this time period.
During 2020-21 Financial abuse is the most common type of primary abuse type given, followed by
Domestic abuse and neglect and acts of omission. Financial was our top abuse type in 2019-20.

For all safeguarding adult concerns the oldest person was 98, for the age of those involved in the trust’s
enquiries our youngest was 18 and our oldest was 96, with most enquiries being completed for those
from 18-64 of which 25 of those were below 30 years old.
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For most enquiries completed the abuse location was the person’s own home.

Outcomes for the 118 completed enquiries, the majority (70) were substantiated.
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Bracton safeguarding adult data
•

•

•

The trust’s medium secure forensic services at the Bacton which has 6 wards – 5 male and 1
female fall under Kent local authority as the site is in Dartford. Safeguarding concerns raised for
those inpatients are managed through Kent’s process which does not currently allow for using
RIO so they are not included in our quarterly figures, but the Head of social work works closely
with the safeguarding team at Kent County Council KCC).
During the year 2020-21 the staff at Bracton raised 25 SGA concerns as Kent Adult Safeguarding
Alert Forms (KASAF) alerts and the onsite social work staff provided support to the process
through supplying KCC with reports, all concerns were investigated. The majority (18) were for
physical abuse.
The corporate SGA team have supported Bracton staff with training and we liaise when required
with the SGA team at the local authority to assist with the local process. Going forward we would
like Bracton staff to be able to go paperless and to use our RIO forms to raise SGA concerns
but at this time this requires further discussion with KCC.

AUDIT
Other Internal Audits
In 2020-21 MCA audits have been carried out locally by clinical teams and results shared at the
Mental Health Legislation Oversight Group bi-monthly meeting.
Following these audit results, all Trust services are now involved in completion of regular MCA audits
and there has been increased MCA training for staff put in place.
Internal Quality Audits
Quarterly quality audits are now completed by the Safeguarding Adults Corporate Team who review a
minimum of 20 randomly selected cases from across the three boroughs and provide analysis and
feedback to the Safeguarding Committee and to the Heads of Social Care in each borough who have
an operational role in safeguarding to assist with local learning.
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We have reviewed 80 cases over the year and some trends have emerged that we have produced
actions to improve outcomes for in 2020;
--The central SGA team review all SGA paperwork that is raised on RiO through iFox and contact staff
directly to ask them to complete the required information for SGA concerns to improve the quality.
-Development of Safeguarding Adult Hubs in 3 boroughs to review and support complex safeguarding
cases and completion of enquiries.
- Proactively using datix to identify cases that require safeguarding and contacting staff / teams to prompt
them to carry out the work.
- identifying teams that need extra help and providing on site training
External audits
The trust has not been involved with any external quality audits in the 2020-21 year.

4. External Partnership Engagement
Oxleas representation at Borough Safeguarding Adults Boards and Subgroups
Whilst we are not statutory members of the three local safeguarding adults boards (SABs) the Trust
is committed to working in partnership with the SABs and makes financial contributions towards the
budgets of all three.
Bexley
SAB member – Sarah Burchell, Director Bexley Care
Local Implementation Network – Dr Sorinmade, Clinical lead for MCA (now left the trust)
Performance & Quality - Stacy Washington, Trust Lead Safeguarding Adults & Prevent
SAR sub- group – Stacy Washington, Trust lead Safeguarding Adults & Prevent
Channel Panel – Stacy Washington, Trust lead Safeguarding Adults & Prevent
Bromley
SAB member – Lorraine Regan, Director Bromley
Training and awareness – Grace John-Baptiste, Lead Social Worker, Bromley
Policies, Procedures & protocols - Grace John-Baptiste, Lead Social Worker, Bromley
Performance & Quality- Stacy Washington, Trust Lead Safeguarding Adults & Prevent
SAR sub group - Stacy Washington, Trust lead Safeguarding Adults & Prevent
Channel Panel – Stacy Washington, Trust Lead Safeguarding Adults & Prevent
Greenwich
SAB – Helen Jones, Director Greenwich
SAR Evaluation Group (SEG) –Stacy Washington, Trust Lead Safeguarding Adults & Prevent
Performance & Quality- Stacy Washington, Trust Lead Safeguarding Adults & Prevent
Learning & Development – Lorna Lee, Head of Social Care, Greenwich
Channel Panel – Stacy Washington, Trust Lead for Safeguarding Adults & Prevent
Summary of Involvement in Safeguarding Adult Reviews and Domestic Homicide Reviews
NB please see appendix for full list of SAR’s and DHR’s
Page | 15

215

Bexley SAR’s
The Bexley SAB has now published 10 SARs. (Up to July 2021) 6 of these in 2020- 2021
The SAB have produced a thematic action plan for the published SARs which is reviewed at the
SAR sub group. Of the 2 SARs published in 2021; 1 had an external reviewer and 1 took the form
of internal learning reviews where the author was the Independent chair of the SAB.
All SARs that have been published by Bexley have had Oxleas involvement, in 6 cases this was
from our mental health services, 3 from community health services, 1 from community learning
disability.5 of the SAR cases in Bexley involve suicide.
In 2021 Bexley SAB have commissioned 2 further SARs, 1 has commenced with an independent
reviewer Oxleas knew the male involved and have fully engaged in the panel meetings and
submitted an IMR. The second will be an internal learning review lead by the SAB chair.
Bromley SAR’s
The Bromley SAB has now published 1 SAR. (Up to July 2021).
This SAR case Oxleas had some historic involvement with and were involved in the finalised action
plan and continue to sit on the task and finish group which came from this SAR around improving
self- neglect pathways in Bromley.
In 2020 Bromley SAB commissioned a further SAR regarding a care home and neglect of its
residents which includes people known to Oxleas service. We have engaged with the process,
submitting chronologies for 5 residents, we continue to awaiting a publication date, this has been
delayed due to a possible re opening of the case by the police.
In 2021 Bromley SAB have commissioned 1 further SAR’s which has not yet commenced.
Greenwich SAR’s
The Greenwich SAB has now published 7 SARs. (Up to July 2021).
5 of these SARs were published in 2020-21 and the Greenwich SAB have carried out a number of
on-line learning events about the outcome and actions from their published SARs which the trust
lead assisted with presenting.
Oxleas have been involved with SAR 1 (see IMHHR below) , SAR 4 – Mrs D a lady known to Oxleas
older peoples services and SAR 7 ( see IMHHR below).
In 2021 Greenwich SAB have commissioned 1 further SAR which has recently commenced which
was an Oxleas service user, we have provided information for this SAR.
Published SAR’s Actions
The published SARs are reviewed at the Safeguarding Committee and actions are monitored
through a borough action tracker which is presented at the safeguarding committee.
Independent Mental Health Homicide Reviews published in 2020/21
We have not had any Independent MH homicide reviews published in 2021.
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In the Greenwich case of Mrs A and Ms B published in 2019 which ran as a joint SAR and where
Oxleas had involvement with both victim and perpetrator in the case the directorate has continued
to work on the action plan and updates were provided to the Greenwich SAB and NHSE in 2020.
A further Greenwich case of Ms R & Mr Q which has also run as a joint SAR, where Oxleas had
involvement with both victim and perpetrator commenced in 2020. This SAR/ IMHHR was delayed
by COVID but has continued through 2021 and the report is due to be published later this year.
Domestic Homicide Reviews
In 2020/21 Oxleas has attended Domestic Homicide Review’s (DHR) in each of our three boroughs.
In Bexley – we have been involved with 6 DHRs, 4 of the cases involve suicide and in 3 cases were
known to our mental health services. 1 DHR has been published in 20/21 with the remaining 5 at
various stages of completion.
In Bromley – we have been involved with 3 DHRs, in 1 case Oxleas was involved with the
perpetrator and in another we had previous involvement with the female who was killed. All DHRs
have been completed but have not yet been published.
In Greenwich – We have been involved in 1 DHR and have actions from a DHR published recently
that we were involved with for a female who died by suicide and was known to Oxleas mental health
services. 2 new DHRs have been commissioned in Greenwich which will be commencing soon in
both cases Oxleas knew both the perpetrators and the victims.
Oxleas have been fully engaged in supplying chronologies and IMRs and attending DHR panel
meetings for all the cases that we have knowledge of.

5. Case studies
We have identified 3 cases where Oxleas staff have been involved in carrying out really good
person-centred safeguarding work as part of their roles in our integrated services. These cases all
won safeguarding superstar of the month in 2020-21 and show the variety of work that our teams
can see in their roles and how they understand and use safeguarding adult principles.
Case study (1) Domestic abuse case
Miss J was a 21 year old lady with a diagnosis of emotionally unstable personality disorder who
was under an ADAPT mental health team. She also had a diagnosis of autism and was being
referred for more support with this, she had told her care coordinator that she was in a same sex
relationship.
Miss J revealed to her CCO that her partner was very controlling, including sending constant texts
and turning up unexpectedly. She was very jealous and would monitor her whereabouts,
controlling what she wore and isolating her. On one occasion she reported that the partner had
punched her in the shoulder which had caused a dislocation and that she had needing to attend
A&E, following this the partner would prod the shoulder asking if it still hurt.
Miss J spoke to her CCO and said that due to this controlling behaviour she wanted to leave the
relationship and she understood the risks that this presented. A DASH checklist was completed
with her and the case was referred to MARAC. The CCO also raised as a safeguarding concern
and it was agreed to go forward as an enquiry. Miss J was encouraged to contact the police but
she felt she didn’t want to at this time and understood that the police would be present at MARAC.
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The CCO put in a safety plan for Miss J to initially go to stay at her Mother’s address, she was
made aware of the situation and agreed to support her daughter with controlling access to Miss J
by the ex- partner. During the section 42 process a friend of Miss J’s was assaulted by a
neighbour of Miss J’s while she had attempted to retrieve some belongings for Miss J from her
flat. The housing department where informed about concerns over the address and so Miss J was
placed in a refugee for a short period while temporary accommodation out of area was found for
her.
The CCO supported Miss J to access support from local domestic abuse services who were able
to assist her with speaking to an Independent Domestic Violence Advisor (IDVA) and through the
Multiagency Risk Assessment Conference (MARAC) process. Miss J moved to temporary
accommodation in another borough and has continued to access mental health services.
Case study (2) Making safeguarding personal case
Mr B was a 49 year old gentleman who came to the UK as a refugee many years ago and has a
diagnosis of treatment resistant schizophrenia. He is supported in the UK by his 5 brothers who
also assist with interpreting as he speaks minimal English. He was given a council property for
himself and at times when unwell has found this difficult to manage but has been supported by the
community mental health team and his family.
Mr B attends regularly for his medication which also requires regular physical health monitoring and
blood tests taken. While attending for an appointment he told staff that he was not managing well
as his brother had placed some “illegal” lodgers at his property who he claimed worked for his
brother and he thought were Bulgarian. He was unhappy with how they were treating the flat and
him and that it was affecting his mental health. He said that he was scared to speak to his brother
about this as his family were very supportive to him.
Mr B’s care coordinator got an interpreter arranged so that he could speak to him about the
situation and see how he could support Mr B. Following a discussion with the team the care
coordinator agreed that they would do a welfare visit to the flat and informed the brother that this
would be the plan but did not say when this would be. The CCO decided to attend the property
early in the morning and see what he found at the property and on arrival found 3 other men who
did not speak English sleeping in the front room of the property.
The CCO then contacted the brother and informed him what he had found at the property and that
this was not good for his brother’s mental health, that it could also lead to him becoming homeless
if this situation which is not allowed in a council property was to continue and that he would have
to complete a safeguarding. The brother immediately arranged for the men to leave the property
and Mr B said that he was very relived the situation had been dealt with without his brother
needing to know that it was him that had alerted the team to the situation at the property. Mr B’s
mental health improved and his maintained a relationship with his family and with the mental
health team.
Case study (3) working with partner agencies case
Mrs K was a 70 year old lady with a history of schizophrenia who had a number of other physical
health conditions. She was under the care of the older people’s mental health team and after many
years of being stable had deteriorated physically and had needed to move into sheltered
accommodation. Her physical health and mobility were worsening and she had needed a care
agency to come in daily to help with her personal care, this had increased to 4 times a day. There
had been some concerns about how well she was doing in this placement from the care coordinator
and her family, but she had mental capacity about this decision and had wanted to stay in her home.
She could be difficult to manage at times, could be verbally challenging and her mental state
fluctuated with delusional beliefs.
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Her daughter reported that she had concerns that she was not being cared for well at the
accommodation and by the care agency and sent an email saying she had found her mother sat in
urine and covered in vomit. The care coordinator visited and found her mental state had deteriorated
as well as her physical condition and she required admission to an acute hospital.
A safeguarding concern was raised against the sheltered housing provider and an Oxleas
Safeguarding Adult Manager decided it met the threshold for an enquiry. The care coordinator acted
as the enquiry officer and liaised with the local authority who funded the care package, the family
and the legal team at the LA as the daughter had involved a solicitor, the acute trust and the
sheltered housing provider.
Once Mrs K was fit for discharge from the acute trust it was still felt that she remained mentally
unstable and was not in a position at that time to make decisions about her accommodation, so she
was transferred to an Older adult’s inpatient bed at Oxleas. During this time the enquiry officer
contacted the local authority and got legal advice and it was agreed with the SAM that the sheltered
accommodation placement would need to complete an investigation into the neglect of Mrs K
During her stay on the mental health unit Mrs K’s mental state improved and she regained her
capacity to be able to decide where she wanted to live. The sheltered housing provider’s
investigation had confirmed that Mrs K’s care had not met standards but due to the deterioration in
her physical state it was agreed with Mrs , her famil , the older peoples mental health team and the
LA that the best place for Mrs K would now be in a residential nursing home as she needed 24 hour
care.
The safeguarding was substantiated, and Mrs K moved into a nursing home of her choice, the care
coordinator completed the safeguarding process and arranged for appointee ship for Mrs K finances
as her family no longer felt able to manage this on her behalf.

6. Priorities for the year 2021-22 to include:
•

Continue to promote the use of the RiO safeguarding forms particularly with community health
services teams and produce a how to guide for CHS for raising safeguarding concerns for
pressure ulcers.

•

Continue to Improve the accuracy of the SGA data for CCG’s and Local Authorities by borough
through use of iFox and to do further data analysis to identify trends in the data generated.

•

To evaluate the Trusts participatory learning offer for staff which replaced face to training and
refresh the existing E-learn package for safeguarding adults.

•

To continue to ensure regular and appropriate representation from Oxleas staff at all SABs and
subgroups (as required) following changes in the trust’s directorate structure

•

Develop a SAR escalation process due to increasing numbers of SARs and DHRs being seen
across the organisation, to co-ordinate the roles for corporate and directorates involvement in
process and to embed actions and learning across the organisation.

•

To develop our own Enquiry Officer training as a participatory learning module in 2022.

•

To continue to work and include safeguarding adults in the Trust’s Sexual Safety work stream
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•

Continue to roll out “Safeguarding Superstar” using the cases for staff training and on a
developed training page on the Trust intranet.

•

To continue to be involved with the trust Domestic abuse works stream, audit ourselves against
the path finder toolkit, set up a DA steering group and look into the development of a post
specifically for Domestic abuse in the safeguarding team across the trust to look at DHRs,
MARAC, perpetrator programs and training.

•

To continue to work alongside colleagues in safeguarding children to facilitate improved working
within the safeguarding team and to develop further joint projects such as training, events and
resources including work on Think family approach.

•

To refresh the trust’s safeguarding adult pages on the Intranet and to include 7 minute briefings

for all published SARs and DHRs.
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SAFEGUARDING ADULTS
RAISING A CONCERN

Is the adult at risk an Oxleas service user?

NO

YES

Contact the Local Authority to
report your concerns.
Bexley:
020 3045 5159
Bromley:
020 8461 7777
Greenwich: 020 8921 2304

YES

Confirm the nature of the allegation with the service user,
especially if information is received from a third party

•
•
•

Manage immediate risk and safety issues
Record in Datix and RIO progress notes
Discuss the case with your manager/senior colleague

Is this a Safeguarding Adult Concern?

Complete SGA Part 1 form in
RiO

•
•

NO

Record as no further action in RiO/datix
Review case in supervision

Is your team an integrated team with access to a SAM*
*Safeguarding adult manager, Enquiry officer

NO

Yes -Escalate to a SAM
Concern does
NOT meet S42
threshold

Record as no
further action in
RIO, SAM to
complete form
1a

Concern MEETS
the S42
threshold

PDF and email copy of the SGA Part
1 form to the relevant Local
Authority, Record in progress notes

Record decision
on form 1a

SAM to allocate
EO* to carry out
enquiry

Complete
Outcomes on
RIO Part 2 form

Did the Local Authority undertake an enquiry?

NO
Record as no further
action in RIO
progress notes

YES
Record any outcomes
in RIO progress notes
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Appendix B

REPORTING SAFEGUARDING ADULT CONCERNS AT THE BRACTON

Assess potential risk to adult
DELAY COULD BE HARMFUL
Physical Injury
Serious or Life Threatening
CALL 999 AND INFORM DUTY
DOCTOR

Physical Injury
No Immediate Danger

Neglect, Financial
Abuse, Emotional
Abuse, Sexual Abuse

SEEK ADVICE
ENSURE patient is safe and supported
LISTEN to concerns from patient and how they wish them to be acted on
CLARIFY facts, do not discuss with alleged perpetrator, and secure evidence that may be needed for investigation
EXPLAIN you will inform Ward Manager and Ward Social Worker to safeguard patient and feedback plan to them

Report to police if a
suspected
crime committed

Consider capacity Issues
at all stages

Inform line manager
if concerning a staff
member

INFORM Ward Manager, Ward Social Worker and Responsible Clinician
RECORD on Rio
REPORT as per Oxleas Incident Management Policy and Procedure

Refer to Bracton Safeguarding Adults Policy and Procedures on G-drive

MEETS CRITERIA
FOR ALERT

Complete and email Kent Safeguarding Alert form
by secure email. Ensure it is received and agree
immediate safeguarding plan. Inform patient and
record on Rio.

Ward Social Worker or Ward Manager
to liaise with Kent Safeguarding Team
and follow borough procedure. Review
the Safeguarding Plan.

DOES NOT MEET
CRITERIA FOR
ALERT

Inform Patient and
Record Decision

USEFUL CONTACTS

Ward Manager/Ward Social Worker
Senior Social Worker Alison Barnes
Oxleas Safeguarding adult Team 01322 625009
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Appendix C

Oxleas Safeguarding Structure April 2021
Director of Nursing
Executive Lead for Safeguarding
& Safeguarding Committee Chair
Designated Nurses
Children/Adults CCG
Greenwich
Bexley
Bromley

Medical Director

Designated Doctor CCG
Bromley

Head of Safeguarding
1.0 WTE

Designated Doctor CCG
Bexley

Designated Doctor CCG
Greenwich

Named Doctor CYP
Community Paediatrics
Bexley

Named Doctor CYP
Community Paediatrics
Greenwich
Named Doctor
Adult MH & LD

Named Nurse for
Safeguarding Children
1.0 WTE

Named Nurse for
Safeguarding Children
0.9 WTE

Trust Lead Safeguarding
Adults and Prevent
1.0 WTE

Specialist Safeguarding
Nurse
1.9 WTE

Safeguarding Children
Nurse
1 WTE

Safeguarding Adults
Specialist Practitioner
1.0 WTE

Specialist Safeguarding
Nurse - Vacant
1.0 WTE

Specialist Safeguarding
Practitioner – Fixed Term
1 WTE

Safeguarding Team
Coordinator
1 WTE

Lead Safeguarding
Children AMH
0.8 WTE
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Annual Patient Safety Report
1 April 2020 to 31 March 2021

1
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Introduction
What is patient safety?
Patient Safety is defined as:
“The avoidance, prevention and amelioration of adverse outcomes or injuries stemming from
the process of healthcare.”
Safety and the avoidance of harm to our patients is core to Oxleas quality objectives. We
recognise that patient safety is a fundamental component of high quality care and we aim to
build upon a strong performance of harm reduction and improvement initiatives. We use
feedback via incident reporting to learn and then deliver changes to improve systems,
processes and staff performance, with the aim of keeping our patients safe.
Oxleas provide community health and mental health for children and adults in Greenwich,
Bexley and Bromley and prison health care in 11 prisons in London and Kent.

Patient safety priorities – 2020/21
a) The 2020/21 patient safety priorities for the Trust in the quality accounts and that
are reported here are:
•

PRIORITY 1: 10% Reduction target for the use of restraint and prone restraint
(From baseline of an average of the Quarter 1 report)

•

PRIORITY 2: Ensure 95% physical health monitoring is recorded in the care records
following rapid tranquilisation

•

PRIORITY 3: 100% of community and MH inpatients with twice daily physical health
monitoring for the first 3 days of admission using NEWS tool

•

PRIORITY 4: For 70% of intermediate care inpatients to have the following clinical
risk assessments/screening completed within 24 hours of admission:
a. Malnutrition (MUST) screening
b. Falls screening (FAT)
c. Pressure ulcer screening

2
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Priority 1 - 10% Reduction target for the use of restraint and prone restraint
The baseline has been agreed to be an average of the Quarter 1 2020/21 data, average for
Total Restraint is 50 and the average for Prone Restraint is 7.

Restraint Data 2020/21
71

76

74
59
46

45

66
52
37

35

8
APRIL

4
MAY

9
JUNE

16

14
3

JULY

AUG
SEP
Total Restraints

7
OCT

4
NOV
Prone

46

40

4

4

4

6

DEC

JAN

FEB

MAR

Analysis demonstrates that:
• the total number of restraints for the year was 647, with an average for restraints in
2020/21 being 54. The baseline was 50 meaning that the Trust were 8% above the
baseline for restraints.
• the total number of prone restraints for the year was 83, with an average for prone
restraints in 2020/21 being 6.9%. The baseline was 7 meaning that the Trust were
0.1% below the baseline.
Overall, the Trust did not meet the target for Priority 1 during 2020/21.
A great deal of work has been completed around the use of restraint over the past year. This
includes:
•
•
•

A weekly audit of recording of Rapid Tranquilisation data with information sent to
the Wards for investigation and update.
Desktop reviews of all prone restraints that occur to ensure learning.
Visits to the wards to spread awareness and provide training for staff to help them to
feel confident to complete the necessary forms correctly.

Prone and Supine Restraint
There has been a reduction in the use of prone restraint over the course of 2020/21.

3
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The mean number of prone restraints for Q1 and Q2 of 2020/21 was 9 and the mean for Q3
and Q4 was 5.

Prone and Supine Restraint - 2021/22
25
20
15
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0
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Supine

Oct
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Feb

Mar

Supine

April May June July Aug Sept Oct Nov Dec Jan
Feb Mar
8
4
9
16
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4
4
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6
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6
14
12
6
10
9
5
9
20
12
12

From April 2020 – March 2021, 40% of restraints were completed in prone and 60% in
supine. This is an improvement from the previous year (April 2019– March 2020) when
there was 47% of restraints in prone and 53% of restraints in supine.
There is data available that shows the Trust in line with other Trusts as part of NHS
Benchmarking. The data from NHSBN is shown in appendix 2 for Acute in-patient, Older
People’s Mental Health (OPMH) and Psychiatric Intensive Care Units (PICU).

4
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PRIORITY 2 - Ensure 95% physical health monitoring is recorded in the care records
following rapid tranquilisation
Patient Safety: Percentage of Physical Health Monitoring
Recorded in RiO Care Records Following Rapid Tranquillisation
100.0%

Target = 95%
Percentage

80.0%
85.7%

60.0%

76.9%
71.1%

64.3%

60.0% 57.9%

83.3%

82.4%

77.1%

81.1%

57.9%

40.0%
40.0%

20.0%

Months

Percentage Compliance

Target

Extensive work has been completed over the last year to improve the quality of the NEWS2
reporting post Rapid Tranquilisation. A weekly audit is completed and sent to the Heads of
Nursing and Practice Development Nurses who disseminate the information and then
receive updates from the wards. Despite this, the Trust did not meet the target of 100% for
Priority 2.
PRIORITY 3 - 100% of community and MH inpatients with twice daily physical health
monitoring for the first 3 days of admission using NEWS tool
Below are the number of admissions per ward, how many of these admissions had a total of
6 NEWS2 forms completed in the first 72 hours once the patient was on the ward.
Ward
Atlas House - Greenwich
Avery - Greenwich
Betts - Bromley
Birchwood - Bracton
Burgess - Bracton
Crofton - Bracton
Danson - Bracton
Eltham Community Beds
Goddington - Bromley
Greenwood - CB Memorial
Hazelwood - CB Memorial
Heath - CB Bracton
Holbrook - Bexley

Admissions
4
186
226
3
17
11
2
384
152
7
8
8
18

6+ NEWS2 72Hrs
0
82
138
2
3
1
2
210
52
5
5
7
12

% 6+ NEWS2
72Hrs

0%
44%
61%
67%
18%
9%
100%
55%
34%
71%
63%
88%
67%
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Joydens - Bracton
Lesney - Bexley
Meadow View
Millbrook - Bexley
Oaktree Lodge - Greenwich
Scadbury - Bromley
Shepherdleas - Greenwich
Shrewsbury - Greenwich
The Tarn - Greenwich
Maryon - Greenwich
Barefoot Lodge
Priory Garden
Norman - Bromley
Grand Total

3
247
386
255
3
86
85
125
70
1
4
55
37
2383

0
168
86
150
3
57
70
71
11
0
2
0
29
1166

0%
68%
22%
59%
100%
66%
82%
57%
16%
0%
50%

0%

72%
49%

Despite ward visits, quarterly updates and reminders on how to complete the NEWS2 forms,
the Trust only achieved a 49% compliance rate and did not meet the target for Priority 3.

PRIORITY 4 - For 70% of intermediate care inpatients to have the following clinical risk
assessments/screening completed within 24 hours of admission:
a. Malnutrition (MUST) screening
b. Falls screening (FAT)
c. Pressure ulcer screening
Due to difficulty with gaining the required data, there is only data from September 2020 –
March 2021.
The average score for patients who had all three parameters met within 24 hours of
admission was 86%. This means that the Trust achieved the target for Priority 4.

Compliance with Priority 4
91%

SEPTEMBER

90%

OCTOBER

98%

NOVEMBER

88%

DECEMBER

83%

JANUARY

76%

76%

FEBRUARY

MARCH

6

230

Ongoing Patient Safety Priorities
Falls
There was a total of 555 falls in the Trust from 1st April 2020 to 31st March 2021, with a total
of four Level 4 Falls in this period. This is a decrease of 64% from 2019/20, when there was a
total of 11 Level 4 falls.

Level 4 Falls - 2020 / 2021
3
2
1
0

ECB

Shepherleas

All four of these falls were deemed to be avoidable at Falls Panel. This was mainly due to
paperwork not being completed rather than poor physical patient care.
Work is ongoing to develop a Falls training programme for the Trust. To bridge the gap until
this is completed, an online training pack is being offered to Teams.

Violence and Aggression
Work this year to help to reduce violence and aggression has included a very successful Qi
project looking at reducing violence and aggression across six of the mental health wards
and the implementation of the “See, Think, Act” approach to relational security.
Violence and aggression towards staff from patients has reduced from 1082 in 2019/20 to
914 in 2020/21. This shows a 6% decrease over the course of the year.
Violence and aggression from patients to patients has also reduced with 260 incidents
between April – September 2020 and 230 incidents between October 2020 – March 2021: A
reduction by 12% from Q1/2 2020/21 to Q3/4 2020/21.
The number of overall patient to patient aggression has stayed constant over the past two
years with 489 incidents in 2019/20 and 490 incidents in 2020/21.

7
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Violence and Aggression 2020/2021
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35

Patient to staff

Ethnicity of Restrained Patients
In September 2020, the Trust began to look at the ethnicity of the patients who are
restrained on the mental health wards. The table below shows a breakdown by month.

Ethnicity of Restrained Patients
White

Mixed

Asian

Other

Not recorded

SEPTEMBER

OCTOBER

39%
37%

46%
DECEMBER

2%
3%
0%

3%
2%
0%
JANUARY

FEBRUARY

13%
6%
3%
2%

14%
7%
3%
3%

6%
6%
1%
0%
NOVEMBER

18%

21%

23%

31%

33%

39%

45%
42%
17%
5%

2%

0

4%

0

3%

16%

32%

36%
40%

45%

52%

Black

MARCH
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Serious Incidents
Trend Chart level 4 incidents (excluding falls and pressure ulcers)

Count of Level 4 incidents (Excluding Falls and
Pressure Ulcers)
9
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Trend Chart level 5 harm incidents
2020/21

Apr
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1
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0
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1
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2

Total
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Trends in learning themes:
1) Care plans – must include comprehensive and detailed information relating to patients’
physical health and the interventions that are required. This should include information
about how to liaise with other services involved in the patients care.
2) Interagency working – all other agencies that are involved in a patient’s care must be
invited to participate in CPA meetings in order to support the formulation of risk
assessments and care plans.
3) Risk assessments – These must be completed and updated in line with the current level
of patient care.
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Learning from Deaths
The Trust’s Mortality Surveillance Group, led by the Director of Nursing has oversight of all
deaths, which have occurred across the Trust. This includes the identification of themes,
trends and where indicated the development of key work streams to support learning to
enhance patient safety.
During 2020/21, 1,394 of Oxleas patients died. This comprised the following number of
deaths which occurred in each quarter of that reporting period:
•
•
•
•

455 in the first quarter
287 in the second quarter
302 in the third quarter
350 in the fourth quarter

By 28 April 2021, 1336 case record reviews and 58 investigations have been carried out in
relation to 1,394 deaths.
14, representing 1%, of the patient deaths during the reporting period are judged to be
more likely than not to have been due to problems in the care provided to the patient
(Those scoring 5 and above using the Structured Judgement Review/Royal College of
Physicians method).
In relation to each quarter, this consisted of:
• 0 representing 0% for the first quarter;
• 5 representing 1.7% for the second quarter;
• 4 representing 1.3% for the third quarter;
• 5 representing 1.4% for the fourth quarter

Trust-wide actions arising from learning from deaths
1. Crisis, relapse and contingency plans – Managers to review iFOx weekly and review
the quality of crisis, relapse and contingency plans in supervision.
2. Resuscitation training – The Trust have recruited a resuscitation officer to support
with training and monitoring of resuscitation equipment. Services have been
completing ‘drop the dummy’ sessions with staff in practice, as well as proving
‘what’s in my resuscitation bag’ sessions with staff to build confidence.

10
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Appendix 1 – Learning grid
Falls
What have we done
What are we going to do
Support we need

•
•
•
•
•
•

The number of level 4 falls has significantly reduced.
Shared learning from Meadowview Qi project on Telecare on Intermediate Care wards.
Working group to be set up to work on Falls Training package.
Work closely with the Mental Health In-patient older adults wards to continue to reduce falls.
Support at a Directorate level to release clinical staff for short periods to help with work on Falls Training.
Engagement from front line staff to identify and work on project areas.

•
•
•
•
•
•
•

Ward visits to discuss concerns and queries with staff about NEWS2 and MUST.
Posters given to wards to spread information.
Data collected monthly as part of the Patient Safety Priority report.
Practice development nurses continue to provide support and training to teams.
Meetings with Ward Managers to discuss NEWS2 completion for individual Teams.
Rolling out NEWS2 to community Teams
Engagement from Teams in the community to embrace the new reporting systems and to be available for
teaching sessions.
Engagement from in-patient teams to improve their NEWS2 reporting.

Deteriorating patients
What have we done
What are we going to do
Support we need

•
Pressure ulcers
What have we done

What are we going to do
Support we need

•
•
•
None

We have a well-established pressure ulcer panel reviewing all root cause analysis investigations. We have
updated the pressure ulcer policy in line with 2018 NHSI guidance. We have established and successful PUPS
(pressure ulcer prevention strategy).
The Waterlow score has been added to Rio and is now being used alongside the SSKIN bundle.
Continue to implement the PUPS and PU panel.
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Reducing restrictive practice
What have we done

•
•
•
•
•
•
•

What are we going to do

Ongoing weekly audit of Rapid Tranquilisation (RT) incidents and recording, and shared audit findings with
Matrons to support practice improvement.
Used the data collected to help with training and support for staff on in-patient wards.
“See, think, act” has been introduced to try to improve communication on the wards and use service user
feedback.
An iFOx report has been produced to help monitor RT incidents and practice for each service user.
Safety pods will be coming into use in the next few months to try to reduce physical restraint.
Desktop reviews are completed for all prone restraints to look for themes and try to reduce these restraints.
Entering phase 2 of relational security work; including the 'See Think Act' framework as the London Safety in
MH Settings workstream. Phase 2 will focus on spreading and sustaining the improvement made on the pilot
ward. Phase 2 will include an exercise to map out the relational security program against the Trust Strategy
and a 'Train the Trainer' model to create capacity within Oxleas to sustain this work.

•
•
•

Role out the use of safety pods
Continue to monitor RT practice
Matrons to lead practice improvement and sustainability for the care of patients being administered RT

•
•
•

There has been extensive work completed to identify and eradicate ligature points on in-patient wards.
Ward staff have been updated on ligatures and work has been done to improve awareness.
If an incident occurs, an internal memo is sent to the Ward Managers highlighting concerns and updating
them of the risks.
The Serious Incident Team complete updates for Teams on individual incidents and pick out learning points
and areas that need to be looked at.

Prevention of suicide and self-harm
What have we done

•
What are we going to do

•

We will continue to implement findings from listening events to update training and professional
development plan for staff that already includes motivational interviewing and formulation of risks in the
context of substance misuse.
12
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Reducing violence and aggression
What have we done

•

•
•

•
•
What are we going to do

•

A Trust wide reducing violence and aggression Qi project commenced in September 2018 and involves six
wards from across Oxleas. The aim of this project is to reduce incidents of physical violence on Atlas House,
The Tarn, and Millbrook, Goddington, Crofton and Burgess wards by 25% in 12 months. Change ideas are
being tested on each ward and learning and progress is shared at a regular oversight group meeting. A
reduction in violence has been observed however further data is required before this reduction can be said to
be significant and beyond that of normal variation.
An SLP Safety Collaborative is being formed that will further maximise learning regarding reducing violence
and aggression across the three Trusts.
The strategy is ready to be launched but has been delayed due to the current Covid-19 restrictions.
Communications have been prepared for the Intranet and Twitter and money has been secured to provide
aids for staff to help them to spread the ethos around the Trust. These will include printed note books and
other promotional items, such as pens and post it notes.
Body warn cameras are being trialled in in-patient mental health wards
From April 2020 – March 2021, there has been 40% of restraints being completed in prone and 60% in supine.
This is an improvement from the previous year (April 2019– March 2020) when there was 47% of restraints in
prone and 53% of restraints in supine.
Continue work with the SLP Safety Collaborative and promote the reduction of violence and aggression.

Infection prevention and control
What have we done
What are we going to do
Support we need

• Supported the Trust Incident Command Centre throughout the Covid-19 Pandemic
• Prioritised the IPC work plan actions in relation to the Covid-19 Pandemic
None identified
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Incident reporting and learning
What have we done

•
•

What are we going to do
Support we need

•
•
•
•
•
•

New categories have been added to the “Restrictive Practice” section of Datix to allow staff to record the
position that Rapid Tranquilisation has been completed in.
Duty of Candour is being updated on Datix, to include if a DoC letter has been sent and allow reports to be
run.
The SI Team complete an incident summary with main points to help share learning.
The SI team meet with Directorates on a two weekly basis to discuss and update on incidents.
Sharing learning following incidents
Timely and accurate reporting of incidents
Proactive sharing of learning from incidents
To make improvements following incidents
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Appendix 2

NHSBM Data

Acute in-patient Data
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Older People’s Mental Health (OPMH) in-patient data
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Psychiatric Intensive Care Unit (PICU) Data
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Annual reports: Patient Experience and Complaints
Lynda Longhurst, Head of Patient Experience and Patient Safety
Neil Springham, Director of Therapies
Unrestricted

Patient Experience Annual Report
Patient Experience Feedback:
How are We Doing?
• Graph to show number of feedback surveys received per year.
• Number of surveys received significantly dropped in 2020/21 due to the
• COVID-19 pandemic.
• Overall FFT scores presented for Patient and Carer responses.
• Highlights of the past year presented for each directorate.
Response Methods
• Comparison of percentage of teams by collection method as of end of
2019/20 and 2020/21.
Systematic Coverage Graphs
• The systematic coverage of teams completing Patient Experience Feedback
per month has been displayed as SPC charts. The percentages have been
calculated based on teams that have collected feedback against the
collection schedules.
• The mean baseline was recalculated following a shift between April 2020
and January 2021. The number of teams collecting feedback has been
increasing following the introduction of automated SMS surveys.
• Due to the Covid 19 pandemic, NHS England temporarily suspended the
submission of FFT data in March 2020. This was reinstated in December
2020.
Trust Wide and Directorate Feedback Returns
• The number of surveys received for each team and their collection
schedule are displayed in tables.
•
Trust ‘must ask’ questions feedback – SPC charts
• The NHS England mandatory FFT question was updated to “Overall, how
was your experience of our service?” from June 2020. This includes a
response scale ranging from “Very Good” to “Very Poor”, and the
opportunity to provide free text comments. The questions “Do you have
any communication or information needs?” and “Were your
communication or information needs met (if required)?” was also added to
Patient Experience surveys in June 2020.
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Patient Responses – March 2021:
• The percentage of positive patient responses to the FFT for both Mental
Health and Community Health continue to score below the Trust targets,
and negative variance has occurred in recent months.
• Trust wide positive responses to “Have you been given information about
the help you are getting?” have fallen below the Trust target, and negative
variance occurred in March 2021 where the data point fell below the LCL.
• Trust wide positive responses to “Do staff listen and make a plan with
you?” have scored on or above the Trust target. Negative variance
occurred in March where the data point fell below the LCL.
• Trust wide positive responses to “Have staff treated you with kindness and
care?” have remained above the Trust target of 90%m however negative
variance has occurred in January and March 2021 where data points fell
below the LCL.
• Positive responses to “Were your family or carer involved in your care?”
have continued to fall below the Trust target since December 2020.
• Positive responses to “Do you feel better because of the help that you
received from this team?” continue to fall below the Trust target, and
negative variance occurred from November 2020 to March 2021, where
each data point fell below the LCL.
• Trust wide responses to the question “Were your communication needs
met (if required)?” have consistently scored above the Oxleas target of
80% since reporting from June 2020.
Family, Friends and Carer Responses – March 2021:
• Responses from Support Networks are displayed separately from the
Patient responses.
• The percentage of positive responses to the FFT shows common variation,
with no special causes occurring.
• Positive responses to Receiving Information continue to score on or above
the Trust target since September 2020. However negative variance has
continued since November 2020, where the data points have fallen below
the LCL.
• Positive responses to Staff Listen and Make a Plan with You continues to
score on or above the Trust target, however data points have continued to
fall below the Trust target since July 2020.
• Positive responses to The Service has Helped shows common variation,
with no special causes occurring.
• Positive responses to Treated with Kindness and Care continue to score on
or above the Trust target. Following a positive upwards trend, March and
April data points fell below the LCL.
• Positive responses to the question “Were your communication needs met
(if required)?” have consistently scored 100% since January 2021.

Website Comments
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•
•
•

Website comments were temporarily suspended between March and
November 2020 due to COVID-19. This was reinstated in December 2020.
In 2020/21, 55 comments were received. 51 of these comments have
received a response.
54% of website comments were regarding access to care.

Support Network Engagement Tool (SNET)
• The combined Adult Mental Health and Older People’s Mental Health
services SNET completion rates reached 81% in March 2021, achieving the
Trust target. The completion rates are also displayed by borough.
• The ALD Directorate has continued to score above the 80% target for
Learning Disability services since February 2020.
• The Forensic Directorate has continued to score above the 80% target for
Forensic services since September 2019.
• The combined Adult Community Health services completion rates have
been continuously increasing since June 2019, and have consistently
scored above the 50% target since August 2020. The completion rates are
also displayed by borough.
Carer Assessments
• The chart shows the percentage of carers that are recorded on RiO as
having been offered a Carers Assessment as of March 2021.
• Reporting on Carer Assessments relies on staff answering the question
“Please indicate if an assessment has been offered to a Carer”.
• CYP is not currently included, as a different reporting process is required
due to the nature of the services.
Communication and Information Needs
• Asking, recording, flagging, sharing and meeting people's communication
needs is a requirement off the Accessible Information Standard (AIS).
• ELearning on AIS is available on the Oxleas Learning Centre.
• The Communication and Information Needs form should be completed for
all Oxleas patients aged 16 or above with an outcomed appointment on
RIO.
• As Prison services do not use RiO, data is received monthly from the Prison
Business Performance team.
• CYP is not currently included, as there is no function to record the needs of
both parent and child. CYP are awaiting an update to RiO.

Annual Complaints Report
The 2020/21 Annual Report provides information on Trust performance on
complaints handling with highlights as follows:
Number of complaints/Compliments
From 1 April 2020 to 31 March 2021 there were approximately 1,014,628 patient
contacts with our services (1,017,470 last year); in the same period we received a
total of 256 complaints which was 0.03% of overall patient contacts (last year we
received 328 complaints, 0.03% of overall patient contacts ). There has been a 22%
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drop in complaints received since last year with a 0.28% drop in patient contacts.
Of the 256 complaints received 15 (6%) were re-opened as the complainant was
not satisfied with the Trust’s original response. Last year there were 58 (18%).
There has been a 35% drop in the number of reopened complaints compared to
last year.
Of the 256 complaints received for the period April 2020 – March 2021, 253 have
been investigated and have outcomes (3 complaints remain under investigation).
Within the 253 closed complaints, 856 issues were raised (968 last year), of which
250 (29%) were upheld/partly upheld, (35% last year), 528 (62%) issues were not
upheld (56% last year), and 78 (9%) were indeterminate (9% last year).
During the period 1 April 2020 - 31 March 2021 of the 256 complaints with
completed investigations, 59% were closed within timescale.
From 1 April 2020 to 31 March 2021, 320 actions were identified from completed
investigations, 315 were due at the time of writing; 192 were completed (61%).
This is a 15% drop in performance compared to last year.
During 1 April 2020 to 31 March 2021 there were 1199 reported compliments
(0.12% of overall patient contacts). For the same period last year the Trust
received 1226 compliments (0.12% of overall patient contacts). There has been an
2% drop in compliments compared to last year.
Learning from complaints and service development
The Complaints Team is focused on learning from complaints and looking at ways
to improve the complaints processes. This includes:
• Qi project in Greenwich to improve complaint response times
• Online Training developed – A new online training programme launched
October 2020 for all staff with modules specifically for Investigating
officers has been developed to ensure training is available even when
working remotely.
• Video ‘Expectations of staff around complaints handling’- The video
• (distributed 9 September 2020 via the Ox) regarding the Trust's
expectations of staff in complaints handling.
• The Complaints Team has worked with the Trust Datix Manager to
implement the populating of templates used in the investigation and
management of complaints directly from information already stored in
Datix to save duplication and improve accuracy in correspondence.
PALS
There were 4024 contacts received by PALS during the period 1 April 2020 - 31
March 2021 compared to 3,647 contacts last year (10% increase). 2171 contacts
were received in relation to non-Oxleas provided services at Queen Mary’s and
Erith Hospitals, or other Trusts. Within the 1853 contacts relating to Oxleas
services, a total of 2130 issues were raised.
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What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

Monitor experience feedback from Patient and Carers in line with
the Quality Priorities.
Monitor patient experience in line with the Quality Priorities.

Recommendation

The Board is asked to note the reports

Link to trust strategy

Bolstering our service user, patient, carer involvement and co-production.
Learning/improving
Patient Experience

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

Learning and improving practice to improve quality of care provided
Significant resources are invested in understanding and improving patient
experience
The complaints report includes protected characteristics analysis.
Both reports aim to analyse service user/carer experience and provide staff
with information to improve services.

How are we doing?
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Trust Wide Summary
April 2020 – March 2021

Number of Responses
30,000
25,453

26,521

25,000

18,863

20,000

15,000

10,000

12,910
9,745

10,021

2015/16

2016/17

5,000

0
2017/18

2018/19

2020/21 FFT Scores:
Patient Responses % Good/ Very Good = 80%
Carer Responses
% Good/ Very Good = 89%

2019/20

2020/21

% Poor/ Very Poor = 7%
% Poor/ Very Poor = 4%
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How are we doing?
Bexley Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
2,692

2017/18
3,691

2018/19
5,177

Carers information/update

 Ariane Zegarra (Family &Support Network Lead) attended the integrated
Carer Partnership Board hosted by London Borough of Bexley, who are
planning a Health Ageing event.

2019/20
5,576

2020/21
4,746

“you have helped me out so much
and I have to say a big thank you
for the help that you gave me “
Bexley ICMP

Main areas of positive feedback…
“They're very responsive,
knowledgeable and concerned
to correctly diagnose the extent
of my injury. Quickly, following
up to ensure I received the
correct treatment and sending
me consultation and scan
reports which is much
appreciated. “
MSK – Queen Mary’s Hospital

Patient feedback: Feedback via text messaging was rolled out to all
teams except District Nurses by end of September 2020.
Family & Support Network Strategy:
• SNET completion has continued to rise during pandemic. Ariane
Zegarra (Family &Support Network Lead) is meeting with
managers to look at Family meetings for the Adult Mental Health
wards and Home Treatment Team , and is exploring what F&SN
support means in Community Health services.
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How are we doing?
Bromley Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
1,031

“I would be recommending this place to
anyone who needs it.”
Goddington Ward
Main areas of positive feedback…
 Use of SNET to navigate the team initiatives
in EIP. These have been better attended by
electronic means than they were before
lockdown when they were face to face. This
strengthened the triangle of care.
 Bromley has maintained a good
performance against the SNET 80% target,
with increasing completion rate occurring
in most areas.

2017/18
1,112

2018/19
1,476

2019/20
1,978

2020/21
1,863

Carer Information/ Updates:

You Said, We Did…

 Interest in developing the EIP
use of SNET in other
services.
 SNET training being
developed for Scadbury ward
following serious incident
review.
 Although completion of the
SNET has improved, there is
still a need to ensure the
engagement phase
progresses once the Support
Network has been mapped
with the patient.
 The Family and Carers
Strategy is now distributed
via ward trainings.

Bromley East ADAPT:
You said…The waiting time for the
assessment clinic was too long (20
weeks).
So we… Reduced the waiting list
to 20 working days by increasing
the capacity of the clinic from 4
slots to 6 slots per week.
Green Parks House
You said… We do not have enough
room to play board games and
cards.
So we… Opened the dining room
during the day for patients to use.
You said… PRUH staff and patients
are smoking on the premises.
So we… Contacted the Director of
Nursing to ask if they can stop
smoking in the hospital grounds.
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How are we doing?
Greenwich Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
3,871

2017/18
9,661

2018/19
12,704

You Said, We Did…
Greenwich COPD Team: You said: You
were anxious about using public
transport as you had a health condition
that prevented you wearing a face masks.
So we: created cards to evidence you
have a health condition and were
exempt.
CRSTAT: You said: You felt intimidated by
a male Physiotherapist wearing a mask
and the patient was hard of hearing. So
we: Clear face masks were provided to be
used by patients who needed to lip read
or were hard of hearing.
Greenwich Continence Service: You said:
Patients did not feel the need to attend
clinic when there were no changes in
condition. So we: Patients now have a
telephone review rather than a clinic
appointment if no changes to condition.

Carer Information/
Updates:

Agreement to increase
SNET target for Adult
Community Services from
50% to 80%.

“The skill, understanding
and gentle manner of the
therapist was really
excellent, which made me
feel able to really open up
about my difficulties.” IAPT

2019/20
11,694

2020/21
6,096

You Said, We Did…
Greenwich PCP: You said: Delay in follow
up. So we: Discuss in individual
supervision with emphasis on
communication skills during assessment
and where indicated training needs
identified.
Diabetes Team: You said: ‘I can’t access
Diabetes Education,
So we: Are in the process of setting up a
virtual Diabetes live well programme .
Shepherdleas Ward: You Said: You
wanted more activities on the ward.
So we: Provided a 7 days daily activities
timetable available on the ward. There is
OT available to support and facilitate
activities 7 days a week. Daily activities is
discussed and agreed in community
meeting.
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How are we doing?
Children and Young People Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
925

2017/18
3,076

2018/19
4,832

Main areas of positive feedback…
“Was listened to and did not feel rushed,
felt very professional” CYP Crisis Team
“The nurses that came to see my
daughter her were all very friendly and
professional. They were kind and
informative. The administering of IV
antibiotics; taking of bloods and
changing the dressing around the PICC
line. They were very friendly.” Bexley SCS
Nursing Team
“Feel like I can talk to someone and
express the way I feel.
Spoke to me about everything I needed to
know.” South School Nursing Team

 CAMHS routinely collate
additional compliments received
by staff. In the month of
December, 13 compliments were
recorded in the borough of
Greenwich, thanking staff
members for the support
received.
 All CAMHS and Specialist Teams
now use automated SMS surveys
to collect feedback.

2019/20
6,019

2020/21
4,614

You Said, We Did…
Bexley CAMHS:
You said…You have different
preferences regarding
remote appointments.
So we… Will offer more
flexibility as lockdown eases.
You said…You were nervous
about changing therapist.
So we… now offer an initial
core intervention from the
clinician offering the initial
assessment who is the Care
Coordinator.
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How are we doing?
ALD Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
254

2017/18
434

2018/19
383

2019/20
337

2020/21
278

Main areas of positive feedback…
 A small number of the ResearchNet members have
been supported by staff to learn how to access a
digital platform (WebEx) and to meet virtually.
Greenwich
 Continuing to trial “Attend Anywhere” for adults
with learning disabilities.
 Supporting national research on how Covid- 19
affected people with learning disabilities.
 Co-producing a news update/magazine for people
with learning disabilities
Bromley
 Continuing to trial “Attend Anywhere” for adults
with learning disabilities.
 Co-producing a news update/magazine for people
with learning disabilities.

Carer Information/
Updates:
ALD has consistently
scored above the Trust
target for the Support
Network Engagement
Tool since February
2020.

“Treated me with
respect and kindness,
always follow up any
appointments etc as
arranged even in the
difficult times of
COVID.” ALD Bexley

You Said, We Did…
You said… Greenwich
ResearchNet members
wanted to know if the
trust could supply tablets
to enable them to meet
virtually.
So we… Supplied some
tablets to enable this to
happen.
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How are we doing?
Forensics Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
209

2017/18
213

2018/19
525

Main areas of positive feedback…
Greenwood House:
Quiz is run weekly as requested by patients.
Two patients have set up and are currently running
daily ‘book club’ on the ward , attended by many
patients and supported by Staff members.
Community meetings are well attended by patients and
MDT.
William Morris Centre:
 Therapeutic groups are provided outside in the garden.
 Support has been provided consistently throughout the
pandemic.
Bracton Sports and Fitness Team:
Providing daily access to the fitness studio. This includes
weekly access to the sports hall for racket sports.
Joydens Clinic:
Patients were offered regular contact with family
members via WebEx.

2019/20
358

2020/21
250

You Said, We Did…
Carer Information/
Updates:
Carers Support Group
taking place virtually
via Microsoft Teams.
Patients are
contacting family and
friends virtually.

“The staff are always
very helpful and treat
me with dignity and
respect.”
Crofton Clinic

Hazelwood ward
You said… We should still be
able to be discharged despite
lockdown. So we… Discharged
those who had their discharge
pathways mapped out before
pandemic.
Heath Clinic:
You said… You wanted a Picnic
on meadows. So we…
Organised a recent picnic.
Birchwood Clinic
You said… You would like a
monthly communal meal to all
get together. So we… Agreed to
hold a monthly communal meal
on the basis there was patient
participation.
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How are we doing?
Prisons Directorate Summary
April 2020 – March 2021

Response Numbers

2016/17
203

2017/18
680

Main areas of positive feedback…
West Kent: Re-print of the exercise activity booklets for in cell activity
workouts due to the closure of the gym and the sports field opened for
limited exercise during the pandemic.
All residents leaving the service are now receiving a discharge summary.
• HMP Belmarsh:
Use of cell phones offered for GP consultations.
Emergency dentist is now available.
Contact with the Mental Health team has been available
throughout COVID 19.
• HMP Wandsworth:
Positive themes from feedback regarding Care, Service Delivery,
Staff and Experience.

Excellent collaborative working between teams to meet patients’
needs.” HMP Isis

2018/19
709

2019/20
670

2020/21
519

You Said, We Did…
You said… You wanted more welfare checks and
face to face with in-reach staff.
So we… Redesigned the Healthcare application
forms and complaint/feedback forms before the
lock down measures were in place. These forms
were presented at the May clinical governance
meeting who approved of the changes, along with
Healthcare management, and agreed to have the
forms printed and distributed to all the wings for a
trial.
You said…. It is difficult to know who is who with
the healthcare team. So we… Have posted flyers
with health care uniforms to identify their roles.
(HMP Isis)
You said… You need more psychological support
during lockdown. So we… Introduced remote
telephone access, produced a monthly Sheppey
newsletter and adapted psycho-educational
materials to produce workbooks that can be used
to reinforce welfare checks. (Sheppey Cluster)
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Participation Rates
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% of Teams Completing
Patient Experience Feedback Per Month
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CYP Patient Experience
Feedback Response Numbers
Team/ward
CAMHS
CAMHS Bexley - ALL
CAMHS Bexley (Patient Experience)
CAMHS Bexley - CHI ESQ
Bexley LAC
CAMHS Bromley - ALL
CAMHS Bromley (Patient Experience)
CAMHS Bromley - CHI ESQ
Bromley LAC
CAMHS Greenwich - ALL
CAMHS Greenwich (Patient Experience)
CAMHS Greenwich - CHI ESQ
Greenwich LAC
CAMHS DBT (CHI ESQ)
CAMHS DBT (Patient Experience)
CAMHS Crisis (CHI ESQ)
CAMHS Crisis (Patient Experience)
Universal Services
Central HV Team
Central SN Team
East HV Team
East SN Team
HV Breastfeeding (Greenwich)
Immunisation Team
Paediatric Continence Service
South HV Team
South SN Team
Tewson HV Team
West HV Team
Youth Health Advisor
Specialist Services
Bexley CDC - ADHD
Bexley CDC - Audiology
Bexley CDC - Autism (INDT)
Bexley CDC - Community Paediatrics
Bexley CDC - Nursing Team
Bexley CDC - Occupational Therapy
Bexley CDC - Physiotherapy
Bexley CDC - SLT
Greenwich CDC - ADHD
Greenwich CDC - Audiology
Greenwich CDC - Autism (INDT)
Greenwich CDC - Community Paediatrics
Greenwich CDC - Dietetics
Greenwich CDC - LAC Nurse
Greenwich CDC - Music Therapy
Greenwich CDC - Nursing Team
Greenwich CDC - Occupational Therapy
Greenwich CDC - Physiotherapy
Greenwich CDC - SLT
Totals

Totals Totals Totals Totals
(16/17) (17/18) (18/19) (19/20)
37

11
10

90

49

95

48
157

737

94

16
0
22
0
0

20
6
16
71
53
395

32
0
4
71

23
0

454

32
181

716

93

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

2020

Mar-21 REMOTE
SURVEY

Totals
(21/20)

328
0
4
0

2
0
0

0
5
0

0
9
0

0
9
0

0
11
0

1
0
1

0
8
0

7
22
0

5
23
0

5
19
0

6
0
1

67

0
3
0

0
2
0

0
1
0

0
6
0

0
18
1

1
18
1

0
0
0

0
3
1

9
12
0

5
27
0

3
27
0

8
0
0

8

0
5
0
2

0
1
0
3

1
19
0
0

0
14
1
1

1
12
0
3

0
0
0
2

0
21
0
2

104

0

1

27

16

19

24

11

14

10
6
1
0
0
13
12

7
11
1
0
0
4
11

8
17
0
2
0
1
3

9
0
0
0
1
0
14

88

56
53

0
11
0
0

53
0
19
0
2
0
0
55
0
0
40
1

44
0
20
0
0
0
0
31
0
0
25

244
0
138
0
0
0
0
231
0
0
73

125
3
23

0
0
0
1
6
12
16
19
6
1
0
6
1
2
1
6
6
23
38
869

7
4
10
16
8
20
81
94
28
2
18
77
17

53
232

0
378

19
22
6
55

11
34
22
156
11
197
2
562
84
171
66

27
136
25
1
174
159
157
438
12
108
60
1

80
23

93
16
1
25
14
3
12
200
11
17
8
11
4

78
4
10
31
31
37
97
255
142
12
40
109
23

1089
38
538
100
25
42
15
290
208
11
12
65
11

9
34
2
37
82
876

17
9
0
19
174
2664

79
74
92
218
510
4832

42
38
61
93
474
6019

21
4
1
2
140
112
1

Apr-20 May-20

0
1
0
0
0
0
4
8
3
0
0

0
1
0
0
0
0
0
1
0
0

1
3

0
0
0
0
0
0
0
0
4
0
0

2

0
0
0
0
0

3

0
0
0
0
0

0
0

1
2

0
0

0
0

1
2

0
0
0
0
0
0
0
0
0
0
0

1

6

4
1

48

2
6

2

1

1

31

45

57

1

69

74

1
0
0
0
0

0
0
0
0
0

33
0
12
0
0

1
1
0
0
0

1
0
1
0
0

0
32
3
0
24

0
0
0
1
5
0
0
1
0
1
0
7
0
0
8
0
1
2
44

4

7
7
11
6
2
5
2

2

53

1
8
2
4
16
271

19
13
5
18
14
18
49
34
30
5
13
45
13
6
2
10
10
17
51
636

0

1
14
8
17
29
2
0
6
2
2
0
2
3
5
17
313

3

1

14
6

3

282
1
3
74
3
25
12
2

7
5
19
27
108
2013

Schedule

93
110
5
0
34
117
4
0
124
117
17
21
1
130
43

Continuous (First Appt,Review,Discharge)
Continuous (First Appt,Review,Discharge)
Continuous
Continuous - every contact
Continuous (First Appt,Review,Discharge)
Continuous (First Appt,Review,Discharge)
Continuous
Continuous - every contact
Continuous (First Appt,Review,Discharge)
Continuous (First Appt,Review,Discharge)
Continuous
Continuous - every contact
Continuous (assessment, 6m review & discharge)
Continuous (First Appt,Review,Discharge)
Continuous (A&E or 7 Day Follow Up)
Continuous (First Appt,Review,Discharge)

503
5
212
0
284
1
9
433
14
25
174
3

Continuous - every contact
Sept - July (after initial)
Continuous - every contact
Sept - July (after initial)
Continuous - group contacts
Sept, Jan - June
Continuous (every booked appointment)
Continuous - every contact
Sept - July (after initial)
Continuous - every contact
Continuous - every contact
TBA

26
21
15
39
44
71
161
176
105
13
31
154
42
10
11
44
40
77
232
4523

March and October
Continuous (after initial appointment and discharge)
March and October
March and October
March and October
Continuous (initial appointment, 12 months and discharge)
Continuous (initial appointment, 12 months and discharge)
Continuous (dependent on RiO Team)
Continuous (dependent on RiO Team)
Continuous (after initial appointment and discharge)
Continuous (Discharge)
Continuous (after initial appointment)
Continuous (dependent on RiO Team)
TBA
Continuous (after 3rd appointment and discharge)
March and October
Continuous (after initial appointment)
Continuous (after initial appointment)
Continuous (after initial appointment)
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Bexley Patient Experience Feedback Response Numbers
Team/ward
CH - Community Inpatient Services
Meadow View
CH - Community Nursing Services
Complex Wound Care Team
Continence Service
Diabetes
Heart Failure Team
Lymphoedema Team
Rapid Response
Respiratory Service
District Nursing - Barnard
District Nursing - Bostall
District Nursing - Colyers
District Nursing - Erith
District Nursing - Lodge Hill
District Nursing - Oval
District Nursing - Twilight/Nights
CH - Rehab & Therapy Services
Cardiology Rehab Team
CHRT
Podiatry Community
MSK
Bexley Triage Hub
Neuro Team
MH - Acute Services
Barefoot Lodge
Holbrook Ward
Lesney Ward
Millbrook Ward
MH - Secondary Care Community Services
Bexley ADAPT/PCP
Day Treatment Team
Early Intervention
Bexley FCS
Home Treatment Team
Bexley ICMP
Older Adults CMHT
Older Adults Memory Service
Bexley OPMH IHTT
Greenwich OPMH IHTT
Bromley OPMH IHTT
MH - Specialist Services
CMHRES
ECT Team
rTMS
Totals

2020

Totals
(16/17)

Totals
(17/18)

Totals
(18/19)

Totals
(19/20)

Apr-20

101

30

115

189

14

0

0

0

3

15

19

12

12

16

13

12

27
27
15
18

32
15
19
21

59
71
20
27

0
1
0
0

0
1
0

0
0
0

0
0
0

23
29
0

0
35
0
0

0
26
0

0
32
0

57
45
89
48
72
31
30
20
62

0
0
3
1
0
0
3
1
0

5
14
1
2
0
0
2
5
0

2
3
1
0
1
1
1
6
0

7
4
0
6
2
2
9
1
0
0

12
2
1
0
0
0
0
1
1
0

0
2
0
0
6
3
3
9
0
0
1
4
4
0

13
0
0

133
19
22
6
21
28
25
18
23

1
0
0
0
2
6
2
12
5
1
0
3
5
0

0
0
0

24
10
0
12
11
20
0
13
0

85
72
17
65
97
53
45
82
54
47
10
126
31
56

5
2
0
9
2
4
1
3
3
0

4
12
20
17
0
1
0
2
4
0

14
19
9
0
0
1
0
1
0

15
26
9
0
1
0
0
0
0

15
18
16
0
5
4
0
0
0

64
288
2
1441

108
203
2
2055

100
127
124
2952

117
98
207
2579

0
5
0
834

1
0
0
87

0
1
0
61

4
7
26
195

147

0

0

0

0
11
0
118
0
3

0
3
7
293

63

0
5
0
64
0
0

1
11
4
164

59

0
1
0
80
0
0

3
10
11
138

37

8
0
0
64
1
0

7

11

13

8
13
35
116

19
0
188
98

20
5
165
122

20
36
162
120

0
0
0
2

0

2

1

0

0

0
0

7
16

13
16

0
0
11
14

1

0
0

0
0
1
5

8
17

10
12

0
2
12
12

18
14
15

143
41
32

110
15
44
103
24
19
38

186
27
5
16
19
9
24

77
25
23
22
250
22
44
65
37
39
43

65
38
36
13
242
12
39
123
62
42
39

0
0
2
0
1
3
0
1
3
0
0

0
0
0
0
5
4

0
0
0
0
8
2

0
0
2
0
8
6

0
0
0
0
21
11

0
0
0
0
20
4

0
0
0
0
6
12

18
0
8
0
12
7

1
0
0
0

0
2
0
3

0
2
2

1
2
2
1

3
1
1

1
0
5
0
8
16
0
0
0
3
0

4
4
0

21
5
19
3691

66
14
10
5177

54
9
16
5305

10
0
0
884

6
0
0
134

5
0
0
99

5
0
0
141

5
0
0
182

5
0
0
164

5
0
0
246

5
0
0
280

10
2692

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Totals
(21/20)

Schedule

7

123

Continuous (at discharge)

13
45
37
53
5
15
41

50
171
37
53
41
95
147
92
12
15
17
20
30
0

Continuous (at discharge)
Continuous (3 Monthly and Discharge)
Continuous (at discharge)
Apr (then every 3 months)
TBC
Continuous (at discharge/transfer)
Continuous (first contact - intermittently for LT)
Continuous (10 Patients per month)
Continuous (10 Patients per month)
Continuous (10 Patients per month)
Continuous (10 Patients per month)
Continuous (10 Patients per month)
Continuous (10 Patients per month)
Continuous (10 Patients per month)

0
8
19
132

42
32
30
384

9

12

50

59
94
97
2614
1
105

On discharge (on completion of the rehab programme)
Continuous (at discharge)
Continuous (at discharge)
Continuous (at discharge/ transfer)
TBC
Continuous (at discharge)

0
16
20

0
7
14
11

4
9
92
125

Continuous (discharge/CPA/admission)
January/ April/ July/ October
Continuous (discharge/transfer/CPA)
Continuous (discharge/transfer/CPA)

15
0
0
0
19
10

20
0
2
0
10
10

25
0
2
0
14
17

84
9
13
2
27
23

7
2
0

1
1
0

1
1
0
2

6

2
5
2

163
9
34
2
159
125
0
10
25
20
12

Continuous (6 months and discharge)
Continuous (6 months & discharge)
Continuous (CPA, discharge)
Continuous (Review/ Final Session)
Continuous (at discharge)
Continuous (6 months/ discharge/ transfer)
Apr & Oct
Apr & Oct
Continuous (discharge)
Continuous (4 weeks into care)
Continuous (3rd appointment)

5
0
0
396

5
0
3
498

6
0
0
417

9
0
0
376

10

81
0
3
4746

Continuous (CPA/OPA, 12 months and discharge)
Continuous (at discharge)
Continuous (at discharge)

Dec-20

Jan-21

Feb-21

Mar-21 REMOTE
SURVEY

1

929

260

Bromley Patient Experience Feedback Response Numbers
Team/ward
MH - Acute Services
Betts Ward
Goddington Ward
Norman Ward
Scadbury Ward
Mental Health Liaison Team
MH - Secondary Care Community Services
Bromley East ADAPT
Bromley West ADAPT
Bromley East ICMP
Bromley West ICMP
Bromley PCP
Bromley West FCS
Bromley East FCS
Early Intervention
COMHAD
COMHAD Lived Experience Volunteers
Crisis Resolution Home Treatment Services
Medicine Optimisation Service
Memory Service Team
Older Adults CMHT
MH - Specialist Services
ASD/ADHD
ASD
ADHD
CMHRES
Bromley Perinatal Mental Health Team
Bexley Perinatal Mental Health Team
Greenwich Perinatal Mental Health Team
Woman's Service
Totals

Totals Totals Totals Totals
Apr-20 May-20 Jun-20
(16/17) (17/18) (18/19) (19/20)

Jul-20

Aug-20 Sep-20

Oct-20 Nov-20 Dec-20

130
62
107
36
64

153
101
52
27
41

159
119
93
41
104

151
112
96
89
80

11
9

6
10

18
9

11
8

19
8

12
7

14
4

14
8

7
2

6
1

6
2

4
6

3
7

3
2

5

44
6
14
16
13

28
14
22
30
30

21

76

19
15
42
20
4
3
4
56
17

0
0
6
3
42
0
0
0
4

0
0
4
4
26
0
0
0
5

2
0
6
1
27
0
0
0
4

0
0
6
6
35
0
0
1
0

2
0
6
18
36
0
0
0
1

0
2
3
11
20
0
0
0
1

118
64
193
89

67
58
259
66

61
58
389
120

99
6
98
15
235
4
5
73
8
5
75
53
421
138

0
0
0
0

0
0
1
4

2
1
2
11

0
0
2
2

0
0
0
12

42

40

0

0

0

0

0

45

23
65

31
55

9
1031

0
1112

24
1476

45
45
10
11
10
1928

0
3
0
1
0
95

0
1
1
1
0
70

0
3
1
4
0
99

2
3
1
1
0
88

4
1
3
1
0
121

Jan-21

Feb-21 Mar-21

2020
REMOTE
SURVEY

19
1

7
14

6
16

16
5
1
3
7

5
0

0
0

7
5
0
6
1

1
2
6
15
38
0
0
3
1

0
4
3
2
42
0
0
0
1

1
2
6
37
22
0
0
0
0

7
7
6
39
51
0
0
0
0

3
2
8
16
38
0
0
3
0

5
2
13
25
34
0
0
4
0

47
42
12
5
28

0
0
47
15

0
1
31
15

6
1
53
9

10
3
13
19

5
4
0
7

10
1
0
8

11
5
0
5

28
2
7

0

0

0

9
5
2
1
4
3
4
0
170

7
4
6
2
8
6
0
143

2
3
2
4
0
2
3
139

10
3
1
2
0
139

6
1
0
1
0
144

7
4
0
2
0
178

1
7
2
2
0
166

2
21
12

21

7
35
10
14
18
311

Totals
(21/20)

Schedule

154
88
1
49
49

Continuous (Discharge/Transfer/Review)
Continuous (Discharge/Transfer/Review)
Continuous (Discharge/Transfer/Review) shut 03/20 due to C19
Continuous (Discharge/Transfer/Review)
Continuous (Discharge)

68
63
85
182
439
0
2
32
29
0
72
18
156
107

Continuous (3rd appointment/ discharge)
Continuous (3rd appointment/ discharge)
Continuous (6 months/ discharge)
Continuous (6 months/ discharge)
Continuous (discharge/transfer)
Continuous (DIscharge)
Continuous (DIscharge)
Continuous (DIscharge)
Continuous (1st contact and discharge)
TBC
Continuous (Discharge)
Continuous (After initial assessment)
Continuous (Post any appointment)
Continuous (3rd appointment)

30
14
9
46
71
30
41
21
1863

Survey Closed (divided Jan 21)
Continuous (Discharge)
Continuous (Discharge)
Continuous (3rd appointment)
Continuous (First assessment/ discharge)
Continuous (First assessment/ discharge)
Continuous (First assessment/ discharge)
Upon completion of therapy

Greenwich Patient Experience Feedback Response Numbers
Totals Totals
Totals
261
Team/ward
(16/17) (17/18)

(18/19)

TOTALS
(19/20)

Apr-20 May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

2020
REMOTE
SURVEY

Totals
(21/20)

Schedule

CH - Community inpatient services
Eltham Community Beds

111

176

293

210

7

0

2

16

10

15

22

16

15

1

3

23

7

137

Continuous (at discharge)

29
10

20
159
67

97
125
166

72
120
140

0
4
0

0

0
24
0

0
13
0

3

1

0

0

0

0

0

0

0
30
0

36
25
30
16
11
20
0

35
30
10
10
7

8
16
8
62
230
39
30
69
11
50
10

0
0
2
0
0
0
0
0
0
0
7

0
0
0
3
0
0
0
4
0
0
0

0
0
0
2
3
0
0
1
0
0
0

0
0
1
3
1
0
1
1
0
0
0

0
0
0
1
0
2
0
0
0
2
0

6
5
1
3
1
0
0
0
0
0
0

4
0
3
2
0
0
0
1
0
0
1

1
0
3
7
2
0
0
1
7
0
0

0
2
0
0
0
3
0
0
19
20
25
42
6

25
19
422
45
45

29
62
783
88
4

19
45
523
73
14

38
35
17
104
129
50
58
171
49
206
49
1
72
38
224
219
59

1
1
0
2
0
0
4
4
1
1
25
19
17
24
4

41
75
1

1
0
0
12
26

0
5
0
1
0
0
0
6
0
2
20
18
18
24
2

1

0

0
0
18
0

0
0

0
0

0
0
25

0
0

9
1

2
4
18
0

0
4
15

2
5
25
8
1

2
5
1
4

0
3
2
1

7
6
1
2

47
152
1
5
18
13
16
67
100
8
109
131
93
151
26
16
44
42
109
22
2

Continuous – all contacts
June and November
Continuous (at discharge)
Continuous (at discharge)
Continuous (at discharge)
Continuous (at discharge) (no sessions ran 07/19)
Continuous (at discharge)
Continuous (initial appointment)
Continuous (discharge/ transfer)
Continuous at Discharge (no appointments 08/19)
Continuous (3 months/ discharge)
Continuous (3 months/ discharge)
Continuous (3 months/ discharge)
Continuous (3 months/ discharge)
Continuous (3 months/ discharge)
TBC
Continuous (fist appointment)
Continuous (on discharge from rehab)
Continuous (at discharge)
Continuous (at discharge)
May & Nov

74
465

86
302

2
27
2
4
53
4

0
16
2
12
1
7

0
8
3
4
1
2

0
11
1
3

5
3
0
0

1

1

0
19
0
3
0
0

5
0
0
0

262
60

109
92
92
76
912
80

5
9
0
3

284
53

105
169
34
12
435
92

662

921

512

28

19

21

23

37

3
0
7

35
25
15
10
13
10

329

9
1
29

9
3
0
0
0
3
4
8
17

67
184
23
42
85
64
9
413
17

Continuous (first appointment)
Continuous (at discharge)
Continuous (at discharge)
Continuous (at discharge)
March, June, September and December
Continuous (at discharge)
Continuous (at discharge)
Continuous (2nd appointment)
TBC

74

111
35
39

101
67
47

93
171
99

1
0
0

3
0
0

3
3
0

4
2
0

41

85
38
29

28

5195

39
41

58
35

6970
244
34
40

4887
457
56
178

0
0
7
0

0
0
13
0

121
0
2
0

48
54

698
1
103
56

Continuous – initial assessments (HEN 6 monthly)
Continuous (discharge)
Continuous (all contacts)
TBC
Continuous (All face-to-face contacts)
Continuous (all contacts)
Continuous – all contacts
Continuous (all contacts)

111
67
65
76
11

148
44
12
45
34

133
46
39
39
45

103
65
101
49
28

5
0
8
4
0

5
0
11
3

3
0
8
5

39
4
455

23
6
282

17
0
198

23
0
163

0
0
0

0
0
0

5
3
0
1

Continuous (at discharge/transfer/CPA)
Continuous (at discharge/transfer/CPA)
Continuous (at discharge/transfer/CPA)
Continuous (at discharge/transfer/CPA)
Apr (then every 4 months)
TBC
Continuous (at discharge/transfer)
Continuous (All face-to-face contacts)
Continuous (discharge/ transfer)

425

313

499

832

34

27

49

28
22
2
26
6
20

145
26
56

211
4
6

42
7
7
26
28
57
208
86
28
2
38

0

5
17
1
13
11

26
0
27
11
15
53
10
15
161
17
90

0
0
5
1
33
0
0
0
0

15
0
9661

43
0
12704

80
0
11904

7

2

5

8

8

8

3

4

2

4

9

4

8

2
3871

263

179

280

602

426

326

412

260

484

328

327

436

1773

CH - Community nursing services
Continence Service
COPD Team
COPD Diagnostic Service
Greenwich Community Psychology
COPD (Psychology)
COPD GRACE
Heart Failure (Psychology)
Complex Wound Care Team
Diabetes
Diabetes (Psychology)
DN - Blackheath & Charlton
DN - Eltham
DN - Excel
DN - Network
DN - Twilight/Nights
DN - Community Care Plus
Heart Failure Team
Pulmonary Rehab
Joint Emergency Team
Greenwich Tuberculosis
Bexley Tuberculosis

0

0

1
1
11
0
0
23
36
24
38
4

6
8
1
22
92
3
21
30
2
21
2
16
31
6
3
7
1

CH - Rehab & Therapy services
Cardiology Rehab Team
CRSTAT
CAR Exercise Class
CAR Community Care Plus
Community Podiatry
ESD / Neuro team
Community Speech and Language Therapy
MSK
Greenwich Frailty Team

3
15
0
0

29

0
32
0
3
1
11
1
53

40

3
16
0
0
16
9
3
47

3
0
2

3
0
0

1
0
7

1
0
0

7
2
2

7
7
7

4
17
7

235
1
6
0

237
0
2
0

54
0
10
0

49
0
3
0

0
0
3
1

1
0
2
1

1
0
2
0

0
0
3
0

7
7
4
1
0
0
2
0

5
0
10
8
8
13
1
0

7
0
9
5
0
12
7
0
2

4
0
6
6

2
0
6
10

3
0
7
7

1
0
5
3

3
0
10
7

3
0
7
1

9
1
0
13

13
8
0
10

3
0
13
8
10
9
3
0
3

10
5
0
2

11
3
0
3

3
6
0
0

14
3
0
3

63

44
0
100
67
18
99
40
0
100

5

141

20

60

74

46

42

74

55

77

766

1421

Continuous (at discharge)

0

2

0

0

1

0

0

6

6

7

7

0
0
5
4
42
0
0

0
0
2
8
33
0
0

0
1
9
19
29
0
0

0
0
7
1
33
0
0

0
0
17
15
26
0
0

0
0
11
16
38
0
3
0
0

0
0
3
6
29
0
0

0
0
7
11
17
0
17

0
0
11
0
0
0
16

0
0
18
7
18
0
13

0
0
18
17
33
0
16

18
7
52
27
19
15
33

15

14

10

11

47
7
52
28
132
120
364
0
99
0
53

Continuous (3rd appontment/ 12months/ discharge)
TBC
Continuous (All face-to-face contacts)
Continuous (Pre CPA)
Continuous (6 months/ discharge/ transfer)
Continuous (6 months/ discharge/ transfer)
Continuous (discharge/transfer)
Continuous (All face-to-face contacts)
Continuous (at discharge)
Apr & Oct
Continuous (assessment/6 months/ discharge)

72
0
6096

At CPA (6 monthly) and on discharge
TBC

4

72

CH - Specialist services
Adult Dietetics
Greenwich Community Gynaecology
Bexley Community Gynaecology
Psychosexual Team Greenwich
GSH Central (formerly CASH)
Bexley CASH
Podiatric Surgery
Podiatric Nail Surgery

MH - Acute services
Avery Ward
Maryon Ward
Shrewsbury Ward
Tarn Ward
Oaktree Lodge
Oxleas House - 136 Suite
Shepherdleas Ward Team
Greenwich Liaison Service
Mental Health Liaison Team

MH - Primary Care services
IAPT

MH - Secondary care community services
Greenwich Early Intervention
COMHAD (Co-occurring Mental Health, Alcohol & Drugs)
Greenwich East ADAPT
Greenwich West ADAPT
Greenwich East ICMP
Greenwich West ICMP
Greenwich PCP
FCS
Home Treatment Team
Memory Clinic
Older Adults CMHT

34
3

MH - Specialist services
CMHRES
Oxleas Advanced Dementia
Totals

262

ALD Patient Experience Feedback Response Numbers
Team/ward
TOPS & Tall Trees
Atlas House
Bexley CLDT
Bromley CLDT
Greenwich CLDT
LSEC Bromley College
Totals

Totals Totals Totals Totals
Apr-20 May-20 Jun-20
(16/17) (17/18) (18/19) (19/20)
9
16
82
57
90

87
51
91
141
64

254

434

34
9
107
103
113
17
383

18
10
132
85
92
0
337

2020

Jul-20

Totals
(21/20)
SURVEY

Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 REMOTE

0
11
8
5

0
0
0
0

0
0
0
0

0
2
9
1

0
9
5
19

0
12
10
8

0
10
10
7

0
10
10
5

0
9
9
0

0
4
7
11

0
7
7
9

3
11
12
10

22

24

0

0

12

33

30

27

25

18

22

23

36

28

6

0
3
91
87
97
0
278

Schedule
Continuous (4 per month) - Closed due to C19 since 03/20
Continuous (CPA and Discharge)
Continuous (30 per month)
Continuous (30 per month)
Continuous (30 per month)
Discharge from therapy

263

Forensic Services Patient Experience Feedback Response Numbers
Ward
Birchwood
Burgess
CPN Team / Community Outreach
Crofton
Danson
Greenwood
Hazelwood
Heath
Joydens
Psychology Therapies Team
Totals

Totals Totals Totals Totals
Apr-20 May-20 Jun-20
(16/17) (17/18) (18/19) (19/20)
18
17
27
15
29
22
20
26
19
16
209

27
28
35
7
24
14
30
27
16
5
213

49
65
57
46
38
82
60
35
25
49
525

27
52
27
16
28
102
28
12
20
46
358

0
0

6

6

0
0
2
0
0
0
2

Jul-20

8
0

6

7

5
1
19

Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21

13

13

0
0
11
10
0
11
40

3
8

4

1

3
1

0
0
15
0
0
5
0
0
1

27

20

21

14
1
12

0
12
1
7

0
4

3
23

0
0
4
8

Feb-21 Mar-21
8
0
0
0
9
9
0
5
3
34

0
10
0
6
9
8
0
0
0
4
37

Totals
(21/20)
16
42
16
19
12
84
19
3
24
15
250

Schedule
Continuous (discharge/transfer)
Feb, May, Aug, Nov
Mar & Sept
Feb, May, Aug, Nov
Continuous (discharge/transfer)
Feb, May, Aug, Nov
Feb, May, Aug, Nov
Continuous (discharge/transfer)
Continuous (discharge/transfer)
Continuous (12 months/ discharge)

264

Prisons Patient Experience Feedback Response Numbers
Totals Totals Totals Totals
(16/17) (17/18) (18/19) (19/20)
0
78
69
62
52
0
80
146
77
0
0
0
127
61
250
34
0
30
50
118
67
31
242
175
47
1
51
62
52
13
0
118
34
0
0
0
2
2
0
0
19
12
15
85
0

Prison

Greenwich

Kent

Wandsworth

HMP Belmarsh - Mental Health
HMP Belmarsh - Physical Health
HMP YOI/Isis - Mental Health
HMP YOI/Isis - Physical Health
HMP Thameside - Mental Health
HMP Thameside - Physical Health
HMP Maidstone - Mental Health
HMP Maidstone - Physical Health
HMP Rochester - Mental Health
HMP Rochester - Physical Health
HMP Elmley - Mental Health
HMP Swaleside - Mental Health
HMP Standford Hill - Mental Health
HMP East Sutton Park - Mental Health
HMP East Sutton Park - Physical Health
YOI Cookham Wood (Mental Health)
Medway Annex - Mental Health
Medway Annex - Physical Health
HMP Wandsworth
Totals

203

680

709

0
670

Apr-20 May-20

Jun-20

Jul-20

Aug-20

0
0

0
0
0

0

0
0
1
4
0
0

133

7
0

0
0

0

0

6
0
1
6
24

0
0
0

10
11
28

Dec-20

Jan-21

0
0

0
0
0
0
0

6
0

0
0
0

Nov-20

0
0

0
0

52
81

0
0

Oct-20

0
0

0
0

0
0
0
0

Sep-20

0
0
1
2
0
0
4
0

2
14
3
0

0
0
0

0
0
0
0
7

1
30

57
88

39
62

Mar-21

1
5
0
0

5
3

6
0
2

3
15
22
0
9

1

10
68

0
0

0
0
16

Feb-21

12

0
0
12

13

0
0
0
4

18
49

9
21

5
25

3
21

Totals
(21/20)
6
8
0
0
52
81
7
35
45
0
15
6
0
0
7
88
1
16
152
519

Schedule
Mar, Jun, Sep, Dec
Mar, Jun, Sep, Dec
Feb, May, Aug, Nov
Feb, May, Aug, Nov
Jan, Apr, Jul, Oct
Jan, Apr, Jul, Oct
Jan, Mar, May, Jul, Sep, Nov
Jan, Mar, May, Jul, Sep, Nov
Continuous
Continuous
Mar, Jun, Sep, Dec
Jan, Apr, Jul, Oct
Feb, May, Aug, Nov
Feb, Apr, Jun, Aug, Oct, Dec
Feb, Apr, Jun, Aug, Oct, Dec
Jan, Apr, Jul, Oct
CLOSED
CLOSED
Continuous

Oxleas Trust Patient Experience Responses
Friends and Family Test

265

(P Charts)

Target:

Mean Baseline:

Common Variance:

Positive Variance:

Mental Health Services combined positive responses to the
FFT – April 2017 to March 2021

Negative Variance:

Adult Community Health Services combined positive
responses to the FFT – April 2017 to March 2021
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65%

As of April 2020:
• Prison data has been separated by Mental Health or Physical Health (previously all included in Mental Health)
• Family, friend and carer responses have been separated from patient responses
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(P Charts)

Target:

Mean Baseline:

Common Variance:

Trust Wide combined positive responses to Have you been
given information about the help you are getting? – April
2017 to March 2021

Positive Variance:

Negative Variance:

Trust Wide combined positive responses to Do staff listen to
you and make a plan with you? – April 2017 to March 2021
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As of April 2020, family, friend and carer responses have been separated from patient responses to be recorded separately.
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(P Charts)

Target:

Mean Baseline:

Common Variance:

Positive Variance:

Trust Wide combined positive responses to Have staff
treated you with kindness and care? – April 2017 to March
2021
100%

Trust Wide combined positive responses to Were your family
or carer involved in your care (if wanted)? – April 2017 to
March 2021
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Negative Variance:
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As of April 2020, family, friend and carer responses have been separated from patient responses to be recorded separately.
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(P Charts)

Target:

Mean Baseline:

Common Variance:

Trust Wide combined positive responses to Do you feel
better because of the help that you receive from this team?
– April 2017 to March 2021
101%

Positive Variance:

Trust Wide combined positive responses to Were your
communication needs met (if needed)? – June - March 2021
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Negative Variance:
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As of April 2020, family, friend and carer responses have been separated from patient responses to be recorded separately.
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(P Charts)

Trustwide Family, Friends and Carer positive responses to FFT
– April 2019 to March 2021

Trustwide Family, Friends and Carer positive responses to
Received Information – April 2019 to March 2021
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(P Charts)

Trustwide Family, Friends and Carer positive responses to The
Service Helped – April 2019 to March 2021

Trustwide Family, Friends and Carer combined positive
responses to Communication Needs Met – August 2020 March 2021
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Family, friend and carer responses received between April 19 and March 20 were included in the Trust wide Patient Experience responses. They have been included in these graphs
for information purposes.
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Count of Oxleas Website Comments
December 2020 – March 2021
Website comments (December 2020 - March 2021)
Website:
Comment Type:

Total
Neutral / Comments with Total Comments Response %
Received
Informatio a Response
n requests

Directorate

Oxleas
website

NHS
Choices

Care
Opinion

Positive

Negative

Bexley

13

0

0

3

4

6

13

13

100%

Bromley

6

0

0

1

2

3

3

6

50%

Greenwich

25

0

0

2

10

13

24

25

96%

Children & Young People

11

0

0

1

5

5

11

11

100%

Forensic & Prisons

0

0

0

0

0

0

0

0

Adult Learning Disability

0

0

0

0

0

0

0

0

Total

55

0

0

7

21

27

51

55

4 website comments have not yet received a response:
• 3rd January 2021 – Positive comment regarding staff on Betts Ward.
• 21st January 2021 – Query regarding access to care for the Adult ASD service.
• 28th January 2021 – Query regarding access to care for GSH Central.
• 9th February 2021 – Query regarding remote access to the Bromley SUN group.

93%

Oxleas Website Comments according to Themes
December 2020 – March 2021
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Medication

Patient care
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3%

17%

17%

Communication Needs

Negative Comments

6%
25%

9%

50%

5%
69%

17%

Staff

3%

9%
50%

Remote appointment

5%
15%

Support Network Engagement Tool (SNET) Completion Rates
Trust Wide Adult Mental Health and Older People's Mental Health Services
SNET Completion Rates
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Bromley Directorate: Combined SNET Completion Rates

Bexley Directorate: Combined Mental Health Services
SNET Completion Rates
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ALD Directorate: Overall SNET Completion Rates
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Forensic Directorate: Combined SNET Completion Rates
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Trust Wide Adult Community Health Services SNET Completion Rates
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Oxleas Community
Health services
combined reached
64% in March 2021
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Bexley Directorate: Adult Community Health Services
SNET Completion Rates

Greenwich Directorate: Community Health Services
Overall SNET Completion Rates
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Percentage of Yes Responses to "Please indicate if an assessment has
been offered to a Carer" on RiO - March 2021
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Communication and Information Needs
Communication and Information Needs Identified
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Complaints and PALS
Annual Report
1 April 2020 - 31 March 2021
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Introduction
The Trust reports on all complaints received in writing, both formally and informally. We record any complaint
that is made in writing to any member of the Trust, CQC or CCG staff, or is originally made orally and
subsequently recorded in writing. Once this is recorded, we treat it as though it was made in writing from the
outset. Complaints and comments/suggestions that do not require investigation are not included in complaints
reporting.
From 1 April 2020 to 31 March 2021 there were approximately 1,014,628 patient contacts with our services
(1,017,470 last year); in the same period we received a total of 256 complaints which was 0.03% of overall
patient contacts (last year we received 328 complaints, 0.03% of overall patient contacts ). There has been a
22% drop in complaints received since last year with a 0.28% drop in patient contacts.
Of the 256 complaints received 15 (6%) were re-opened as the complainant was not satisfied with the Trust’s
original response. Last year there were 58 (18%). There has been a 35% drop in the number of reopened
complaints compared to last year.
During 1 April 2020 to 31 March 2021 there were 1199 reported compliments (0.12% of overall patient
contacts). For the same period last year the Trust received 1226 compliments (0.12% of overall patient
contacts). There has been an 2% drop in compliments compared to last year. It is important to note that we are
aware that staff and services receive many more compliments annually which are not formally recorded as
compliments and as such the number of registered compliments is understood to be an under estimation.
Complaints and PALS during COVID-19 Pandemic
Following the Government’s announcement of “lockdown” measures on 23 March 2020, due to the COVID-19
pandemic, NHS England and NHS Improvement advised on 27 March that they were supporting a system-wide
“pause” of the NHS complaints process. This would allow health care providers in all sectors to concentrate
their efforts on front-line duties and responsiveness to COVID-19. This decision was also supported by the
Ombudsman and CQC who also decided to “pause” their respective services around complaints.
Despite being given the option to pause the Trust’s complaint procedure, the decision was taken to continue as
it was felt that where the Trust could manage to respond it should, so as to prevent a backlog post COVID-19.
To support this, the Complaints and PALS Team worked in a different way. From 9 March 2021 the Complaints
Team responded to complaints with a shortened response with minimal support from Directorates. The
complaints team were tasked with responding, where possible, to the issues raised as best they could use RiO to
inform their response. Where this was not possible, advice and information was sought from services
directly. If the complaint raised concerns that could mean that someone was at a safeguarding risk, or if the
complaint appeared to be of a very serious nature, the complaint was dealt with in an appropriate way on a case
by case basis. This process continued until 1 July 2020 when the national pause on complaints handling
stopped.
When reviewing the following data, consideration needs to be given to the impact this would have had on the
processing of complaints and PALS contacts during this last year.

1.

Complaints and compliments received
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18

21
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20/21
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17
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18
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1
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3
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6

7

8

8
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21

The below graph illustrates the number of complaints received by month compared to the previous year.
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The chart below compares the total number of complaints received by all Directorates for the period 1 April
2020 - 31 March 2021.
Bexley
Care

Bromley

Greenwich

F&P

ALD

C&YP

Corporate

Trust
Total

Total 2020/2021

52

53

79

48

3

19

2

256

Total 2019/2020

64

78

96

54

3

28

5

328

6
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Complaints received 2020-2021 by Directorate
ALD, 3

Corporate, 2
C&YP,
19
Bexley Care, 52

F&P, 48

Bromley, 53
Greenwich, 79

The table below compares the total number of re-opened complaints received by all Directorates for the period 1
April 2020 - 31 March 2021.
Bexley
Care

Bromley

Greenwich

ALD

C&YP

F&P

Corporate

Total

2020-2021

1

8

1

0

1

3

1

15

2019-2020

14

15

14

0

5

10

0

58

The graph below compares the total number of re-opened complaints to the number of complaints received by
all Directorates for the period 1 April 2020 - 31 March 2021.
Complaints re-opened 2020-2021 by Directorate,
compared with last year
14

20
10

15

14

8
1

0
Bexley Care Bromley

1
Greenwich

0
0
ALD

10

5
1

3

C&YP

2020-2021

0
1

2019-2020
2020-2021

F&P

Corporate

2019-2020

There were 1199 compliments received for the period 1 April 2020 - 31 March 2021 compared to 1226 for the
period 1 April 2019 - 31 March 2020. The breakdown by Directorate is detailed below.
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Bexley
Care

Bromley

Greenwich

ALD

C&YP

F&P

Corporate

2020-2021

340

48

320

9

465

15

2

1199

2019-2020

449

89

346

72

261

9

0

1226

Total

The chart below compares the number of compliments received this year in comparrison to last year.

Compliments received 2020-2021 by Directorate,
compared with last year
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9
Bexley Care Bromley

0

15
Greenwich
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2020-2021

C&YP

2020-2021

2019-2020

2

F&P

Corporate

2019-2020

Data below shows the number of complaints and compliments received measured against patient
contacts/bed day’s figures for the period 1 April 2020 - 31 March 2021 as a percentage.
*Please note Bromley figures are for Mental Health Contacts only.

Number of contacts/bed days
Complaints received as a %
Number of complaints
Compliments received as a %
Number of compliments

2.

Bexley Care
390088
0.02%

Bromley*
87815
0.09%

Greenwich
325012
0.03%

ALD
17318
0.02%

C&YP
142350
0.02%

F&P
54887
0.10%

(64)
0.12%

(78)
0.10%

(96)
0.11%

(3)
0.4%

(28)
0.18%

(54)
0.02%

(449)

(89)

(346)

(72)

(261)

(9)

Issues raised
Within the 256 complaints received in 2020 - 2021, a total of 865 issues were raised, compared to a total of 968
for 2019 - 2020.
A breakdown of the top 10 issues Trust wide, by subject and directorate, is shown below:
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Bexley
Care

Bromley

Greenwich

F&P

ALD

C&YP

Corporate

Total

Clinical Care

42

59

87

34

3

21

0

246

Attitude & Behaviour

26

42

62

22

3

6

0

161

Communication

31

43

53

19

1

10

1

158

Medication

9

14

30

25

2

2

0

82

Safety

15

8

23

9

0

1

0

56

Admission & Discharge

5

13

18

0

0

0

0

36

Environment

4

7

13

5

0

0

0

29

Records

3

6

8

2

0

6

1

26

Access & Waiting Times

0

7

7

5

0

6

0

25

Mental Health Act

3

2

8

0

0

0

0

13

Looking at the top five issues the Trust would normally expect to see Clinical Care, Attitude and Behaviour and
Communication at the top of issues raised, as these are at the very core of what we do as a Trust. This is not to
negate the impact that these three issues have on patient care. The issues raised regarding medication related
mostly to a delay in receiving medication, disagreement with the medication prescribed and the wrong
medication or quantity being given. The highest number of issues in the Safety category related to alleged
abuse/aggression from staff to patients.
3.

Risk rating

By correctly assessing the seriousness of a complaint the right course of action can be taken. Risk assessing a
complaint can ensure that the subsequent management process and any investigation are proportionate to the
severity of the complaint and related risks. The term ‘risk’ relates to both the organisation and patients.
If a complaint is thought to be a high or significant risk, service managers should consider whether any
immediate remedial action can be identified. In high/significant risk cases a Root Cause Analysis (RCA) should be
considered as part of the investigation process.
The complaint will be initially risk assessed when received by the Complaints Team. When the complaint is sent
to the relevant directorate, the Investigating Officer should review this rating. The risk category should then be
reviewed again based on the results of the investigation. The following information is based on the Trust wide
Risk Evaluation tool.
Bexley Care

Bromley

Greenwich

F&P

ALD

C&YP

Corporate

Total

Low

2

2

1

1

0

1

0

7

Moderate

48

49

77

46

3

17

2

242

High

2

2

1

1

0

1

0

7

Significant

0

0

0

0

0

0

0

0

Total

52

53

79

48

3

19

2

256

9

287

4.

Protected Characteristics
The data below, taken from RiO, for the period 1 April 2020 - 31 March 2021, refers to the demographic
details of the patient as opposed to the complainant.
Characteristic

Ethnicity
White or White British
Black or Black British
Asian or Asian British
Mixed/Multiple Ethnic groups
Other Ethnic Group
Not stated
Age
Under 18
18-24
25-34
35-44
45-54
55-64
65-74
75+
Not stated
Gender
Male
Female
Gender Identity
Gender differs from that originally assigned at birth
Not stated
Disabilities
Hearing Disability
Learning Disability
Mental Health Condition
Physical Disability
Visual Disability
Long Term Physical Health Condition
Not stated/No disability
Sexual orientation
Bisexual
Gay man
Gay woman/Lesbian
Heterosexual/Straight
Other
Not stated

5.

% against complaints
received

% against Trust
caseload

42%
11%
1%
3%
2%
42%

62%
10%
4%
3%
3%
18%

7%
9%
23%
16%
12%
9%
4%
7%
13%

27%
5%
9%
8%
7%
8%
9%
27%
0%

52%
48%

45%
55%

0%
100%

0%
0%

0%
1%
46%
2%
0%
4%
47%

0%
1%
10%
3%
0%
3%
83%

0%
0%
0%
8%
0%
92%

0%
0%
0%
8%
0%
92%

Closed Complaints

Of the 256 complaints received for the period April 2020 – March 2021, 253 have been investigated and have
outcomes (3 complaints remain under investigation). Within the 253 closed complaints, 856 issues were raised
(968 last year), of which 250 (29%) were upheld/partly upheld, (35% last year), 528 (62%) issues were not upheld
(56% last year), and 78 (9%) were indeterminate (9% last year).
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The subjects with the highest number of upheld/partially upheld were, Clinical Care (244), covering issues such
as failure to provide appropriate treatment, lack of support, diagnosis and assessment process; then Attitude
and Behaviour (158), covering issues such as inappropriate comments, lacking compassion, failure to listen,
rudeness; and finally Communication (157) covering issues such as failure to respond in a timely fashion, failure
to share information, accuracy of response, breach of confidentiality.
A full breakdown, of the top 10 subjects raised, with outcomes, is shown below:
Upheld

Partly upheld

Indeterminate

Not upheld

Total

Clinical Care

25

36

6

177

244

Attitude & Behaviour

10

30

48

70

158

Communication

36

36

9

76

157

Medication

10

5

2

65

82

Safety

4

3

4

42

53

Admission & Discharge

3

8

1

24

36

Environment

5

6

0

18

29

Records

6

4

3

13

26

Access & Waiting Times

2

9

0

14

25

Mental Health Act

0

1

0

11

12

6.

Complaint subject by staff group

The chart below shows the number of issues, 865, raised by staff type. Of the 865 issues raised the breakdown
of subjects against staff groups for the top 10 issues is as follows:
Nursing and
Health
visiting

Scientific,
Therapeutic
and
Technical

Medical

Allied Health
Professional

Admin
staff

Other

Total

Clinical Care

77

57

18

7

0

87

246

Attitude & Behaviour

86

24

9

3

3

36

161

Communication

54

20

8

4

5

67

158

Medication

17

34

1

0

1

29

82

Safety

38

2

2

1

0

13

56

Admission & Discharge

12

10

2

0

0

12

36

Environment

18

1

0

0

0

10

29

Records

6

7

2

2

1

8

26

Access & Waiting Times

3

5

2

0

0

15

25

Mental Health Act

4

4

1

0

0

4

13
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7.

Actions identified

When any issue that has been upheld or partly upheld following an investigation, a remedial action must be
identified and completed to ensure there is learning from complaints. 320 actions were identified from
completed investigations, 315 were due at the time of writing; 192 were completed (61%). This is a 15% drop in
performance compared to last year.

A breakdown by Directorate is shown below:

Target is: 95% and above and shows green, 86 - 94% Amber and 85% and below red.

No. of actions
recorded on
Datix

No. of actions
outstanding

No. of actions
pending

No. of actions
completed

% completed

Bexley Care

36

11

1

24

68%

Bromley

96

41

1

54

57%

Greenwich

133

59

0

74

56%

ALD

4

0

0

4

100%

C&YP

28

4

1

23

85%

F&P

21

8

2

11

58%

Corporate

2

0

0

2

100%

320

123

5

192

61%

Trust

8.

Complaints closed within timescale

The agreed Trust standard is that all complainants should receive the response to their complaint within 30
working days. The chart represents groups of consecutive closed complaints that meet the 30 working day target
(including any agreed extensions and reopened complaints) in relation to the standard groupings used as
measurements in the SPC chart. For Trust wide performance the points relate to every 20 closed complaints and
for Directorates every 8, except for ALD which is each individual complaint.
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Oxleas: Average Working Days to Resolve Complaint 2020-2021
Groups of 20 Consecutive Complaints Resolved
[I Chart]

Value

Average

Upper Limit

Lower Limit

50
45
40
35
30
25
20
15

34.4

16
/1
0
08 /19
/1
1
27 /19
/1
1
13 /19
/1
2
03 /19
/0
1
14 /20
/0
1
04 /20
/0
2
28 /20
/0
2
31 /20
/0
3
14 /20
/0
4
28 /20
/0
4
29 /20
/0
5
29 /20
/0
6
27 /20
/0
7
13 /20
/0
8
21 /20
/0
9
06 /20
/1
0
30 /20
/1
0
25 /20
/1
1
24 /20
/1
2
27 /20
/0
1
18 /21
/0
2
10 /21
/0
3
26 /21
/0
3/
21

Average Days to
Complete Complaints

60
55

Final Date of Groups of 20 Consecutive Complaints

Comparing this year’s performance to the previous year’s performance (chart below) it is evident that there has
been a slight improvement in response times. This may relate to the March to July period, during the pandemic,
when the management of complaints followed a different process. It is also evident that since November
performance is on a steady decline which will need to be addressed.

Oxleas: Average Working Days to Resolve Complaint 2019-2020
Groups of 20 Consecutive Complaints Resolved
[I Chart]
Series1

Series2

Series3

Series4

Average Days to
Complete Complaints

50
45
40
35

34.9

30
25

12
/0
4/
30 19
/0
4/
21 19
/0
5/
31 19
/0
5/
21 19
/0
6/
04 19
/0
7/
16 19
/0
7/
02 19
/0
8/
19 19
/0
8/
06 19
/0
9/
30 19
/0
9/
16 19
/1
0/
08 19
/1
1/
27 19
/1
1/
13 19
/1
2/
06 19
/0
1/
14 20
/0
1/
04 20
/0
2/
28 20
/0
2/
31 20
/0
3/
20

20

Final Date of Groups of 20 Consecutive Complaints

The RAG tables below show performance by Directorate over a series of 12 data points. Each number represents
groups of consecutive closed complaints that meet the 30 working day target (including any agreed extensions) in
relation to the standard groupings used as measurements in the SPC chart as described on page 8. The tables
confirm there has been a decline across all Directorates performance towards the end of the year.
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Board of Directors
2 September 2021

Item
Enclosure

11
11a&b

Report Title

Equality Annual reports:
• Workforce Race Equality Standard (WRES)
• Workforce Disability Equality Standard (WDES)
Author
Karen Edmunds, Head of Equality and Human Rights
Accountable Director Rachel Clare Evans, Director of Strategy and People
Confidentiality/
Not confidential
FOI status
Report Summary

Workforce Race Equality Standard (WRES)
The Workforce Race Equality Standard (WRES) is a set of indicators against
which NHS organisations can assess progress in relation to the recruitment,
career progression and experience of Black, Asian and Minority Ethnic staff
compared to White staff. The WRES results provide a benchmark both
internally and against the wider NHS and enables the trust to identify areas
for improvement and action.
The areas of progress in 2020/21 compared to 2019/20 are noted in the
report. Oxleas workforce is more diverse than last year with Black, Asian
and minority ethnic staff now making up 44.4% of the workforce.
An area of concern is that we have not been able to maintain the
improvements of the previous in relation to the proportion of Black, Asian
and minority ethnic staff compared to White staff entering a formal
disciplinary process. The likelihood has slightly increased compared to last
year.
For Board representation of Black, Asian and minority ethnic people, we
continue to be doing well compared to many other trusts in London.
Areas related to career progression and bullying, harassment and
abuse need further work and are a key part of our ongoing work to Build a
Fairer Oxleas.
The WRES action plan is being developed with input from the BAMEx
Network and will be brought to the September Workforce Committee for
publication at the end of the month.
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Workforce Disability Equality Standard (WDES)
The Workforce Disability Equality Standard (WDES) is a set of indicators
against which NHS organisations can assess progress in relation to the
recruitment, career progression and experience of staff with a disability or
long-term condition, compared to non-disabled staff. The WDES results
provide a benchmark both internally and against the wider NHS and enables
the trust to identify areas for improvement and action.
We have made some improvements over the last year, in particular in
relation to disabled staff engagement and staff saying that reasonable
adjustments are made. We have supported the launch of the Mental Health
Staff Network to replace the Lived Experience Network and the launch of a
Neurodiversity sub-group of the Disability Network. Both networks now
have an executive team in place, a Board level champion and membership is
growing.
There are other areas where progress is limited and where further sustained
focus is required, including bullying, harassment and abuse of Disabled staff
and Disabled staff not feeling valued. This will be a key priority for the next
year.
We have engaged with the Disability Network to identify actions, and these
will be reflected in the WDES action plan and will be linked to our work on
Building a Fairer Oxleas over the next 12 months. The action plan will be
taken to the Workforce Committee in September before being published at
the end of the month.
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

The Board are asked to note progress on the Workforce Race Equality
Standard (WRES).

Recommendation

The Board is asked to note the reports and approve the action plan.

Link to trust strategy

Making Oxleas a great place to work

The Board are asked to note the Workforce Disability Equality Standard
(WDES) report and approve the proposed WDES action plan.

Link to Board
These reports relate to 1471 Staff experiencing discrimination at work and
Assurance Framework 1502 Impact of demand on staff satisfaction and retention.
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Please summarise
implications in the
report for:
Quality
Finances
Equality analysis

Service users/
carers/staff

Improving staff experience helps to improve the quality of patient
experience.
Some additional resources will be required to fully implement the emerging
actions.
WRES is intended to help NHS organisations focus on areas where Black,
Asian and minority ethnic staff have a poorer experience than White staff
and use this to engage with stakeholders on actions needed to make an
improvement.
WDES is intended to help NHS organisations focus on areas where disabled
staff have a poorer experience and use this to engage with stakeholders on
actions needed to make an improvement.
Improving the experience of Black, Asian and minority ethnic staff will also
have a positive impact on Black, Asian and minority ethnic service users and
carers, as diverse organisations with an inclusive culture are recognised as
ones that provide better quality and culturally appropriate care.
Improving the experience of Disabled staff will also have a positive impact
on service users and carers, as diverse organisations with an inclusive
culture are recognised as ones that provide better quality and more
accessible care.
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OXLEAS WORKFORCE RACE QUALITY STANDARD (WRES) REPORT 2020 / 2021

Introduction
The Workforce Race Equality Standard (WRES) was introduced in April 2015. The WRES aims to ensure that
employees from Black, Asian and minority ethnic backgrounds have equal access to career opportunities and receive
fair treatment in the workplace.
Research and evidence strongly suggest that there is less favourable treatment of Black, Asian and minority ethnic
staff in the NHS, through poorer experience, discrimination or fewer opportunities. This has a significant impact
on the wellbeing of Black, Asian and minority ethnic staff. It also impacts on staff retention, the effective running
of the NHS and could adversely affect the quality of care received by service users, patients and carers.
Overview
The WRES measures 9 indicators. These are listed below, together with the relevant data source – see table below.
Our performance is improving for most of the indicators, but there are areas where it stayed the same or got slightly
worse. Many of the data sources are based on the NHS staff survey which was gathered in the autumn, shortly
after we had been highlighting the difficult experiences of many of our Black, Asian and minority ethnic staff in light
of discussions about Black Lives Matter. This has since led to changes and improvements as part of our work to
‘Build a Fairer Oxleas’.
We are making steady improvements across most areas, but an area of concern relates to the over-representation
of Black, Asian and minority ethnic staff in our disciplinary cases. This will be a key area of focus for the coming
year.
Our levels of representation at senior levels are continuing to improve, but further work is needed for us to achieve
equity. We have one of the most diverse NHS boards in the UK, with 33% of the Board comprising Black, Asian or
minority ethnic colleagues.
Our work to Build a Fairer Oxleas over the last year has focused on building cultural intelligence and improving our
recruitment and progression processes. We have a detailed programme of activity to drive improvements and
these are starting to deliver tangible improvements.
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Summary
WRES Indicator

Results

Overall
position

Trend

Green: Good
Amber: static / variable
Red: Improvement needed

1

2

3

4

5

6

7

8

9

Percentage of staff in each of the
AfC bands and VSM (including
Executive Board members)
compared to the rest of the
workforce (Source: ESR)
Relative likelihood of white
applicants being appointed from
shortlisting compared with Black,
Asian and minority ethnic staff
(Source: Trac)
Relative likelihood of Black, Asian
or minority ethnic staff entering
disciplinary processes compared
with white staff (Source: local
database)
Relative likelihood of Black, Asian
or minority ethnic staff accessing
non-mandatory training (Source:
Oxleas learning system)
Percentage of Black, Asian or
minority ethnic staff experiencing
harassment, bullying and abuse
from patients relatives or the
public in the last 12 months (SS)
Percentage of Black, Asian or
minority ethnic staff experiencing
harassment, bullying and abuse
from staff in the last 12 months
(Source: Staff Survey Autumn 20)
Percentage of Black, Asian or
minority ethnic staff believing that
their trust provides equal
opportunities for career
development or progression (SS)
In last 12 months, have you
personally experienced
discrimination at work from a
colleague (SS)
Percentage difference between
the organisation’s board voting
membership and its overall
workforce (Source; ESR)

Overall numbers of Black, Asian & minority ethnic staff
have increased from 38% in 2017 to 44.4% in 2021.
Representation at Band 8a and above has improved at
every level.
We are now approaching equity, with white staff very
slightly (1.07) more likely to be appointed. We will
continue our focus on fair recruitment.
This is an improvement compared to 2019/20 (1.09) and
and 2018/19 (1.5).
Black, Asian or minority ethnic staff are 2.46 more likely to
enter disciplinary processes. This is an increase on 2019 /
20 (2.07) but an improvement on 2018 / 2019 (6.9).
This will be a key area of focus for next year, including the
WRES 3 Vanguard Programme.
Black, Asian or minority ethnic staff are 3.06% more likely
to access CPD than white staff.
This is an increase since 2019 / 20 when it was 1.5%.
Black, Asian and minority ethnic staff are 8.1% more likely
to experience harassment, bullying and abuse from
patients etc.
This is an improvement from 2019 / 20 when this was
15%.
Black, Asian and minority ethnic staff are 7.3% more likely
to say they have experienced harassment, bullying and
abuse from a staff. This is a greater percentage than
previous years. It underlines the need to focus on
behaviours and inclusion through our values and BAFO.
Black, Asian and minority ethnic staff are 15% less likely
to say that the Trust provides equal opportunities for
career progression or promotion.
This compares with 16% less likely in 2019 / 20. Our work
to Build a Fairer Oxleas focuses on fair career progression.
Black, Asian and minority ethnic staff are 7% more likely
to say that they have personally experienced
discrimination from a colleague.
This compares with 11% in 2019 / 20.
The Board is diverse and compares favourably with other
NHS Trust Boards across the UK.
Given the increasing numbers of Black, Asian and minority
ethnic staff in our workplace, we will look to further
improve the diversity of our Board when appropriate.
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3.

Focused analysis

3.1 WRES Indicator 1
Percentage of staff in each of the AfC bands and VSM (including executive board members)
compared to the rest of the workforce
The workforce is more diverse in 2020/21 than it was in the previous two years, with 44.4 % Black, Asian and
minority ethnic staff and 53.1% White (with 2.5% not stated/not given), compared to 41% Black, Asian and minority
ethnic staff in 2019/20 and 2018/19.

Oxleas Staff Ethnicity March 2021
Not known
3%

White staff
53%

Black, Asian and
minority ethnic staff
44%

Black, Asian and minority ethnic staff
White staff
Not known

The tables below provide detail for the whole workforce (Table 1), for staff in clinical vs non-clinical
roles (Graph 2a), for staff by ethnicity and band (Graph 2b) and for Black, Asian and minority ethnic staff in clinical
vs non-clinical roles by band (Table 3).
Table 1: Table 1 indicates that the diversity of the workforce starts to decline from Band 7 upwards.
Band
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9 and VSM

Percentage of Black, Asian and minority ethnic staff

Percentage of White staff

53.6%
38.1%
31%
63.9%
55.9%
37.9%
31%
21.3%
19.1%
23.8%
33%

46.4%
61.9%
69.0%
36.1%
44.1%
62.1%
69.0%
78.7%
80.9%
76.2%
67%
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There is a very high concentration of Black, Asian and minority ethnic staff in Bands 2 as well as 5 and 6.
These are typically in inpatient bedded areas and community nursing services. At Band 7 and above the number of
Black, Asian and minority ethnic staff drops significantly. This is particularly the case in allied health professions, some
corporate services and psychology services. Levels of Black, Asian and minority ethnic staff in clinical leadership
roles at Bands 8a and higher is lower than the rest of the workforce. The position is much more positive for medical
roles.
Graph 2a and 2b
Graph 2a indicates a significantly less diverse workforce within the non-clinical staff groups (i.e., admin,
corporate, estates and ancillary roles).

Clinical vs non-clinical staff March 2021
689

209

1615

1499

BLACK, ASIAN AND MINORITY ETHNIC

WHITE

Clinical

Non-clinical

Graph 2b indicates staff by band and ethnicity
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Staff by Band and ethnicity March 2021

343
219
376

358
161

266

434

387
186

221

BAND 2

BAND 3

183
230

119

74
55
16
20
13
7
5
1
BAND 7 BAND 8A BAND 8B BAND 8C BAND 8D BAND 9
82

BAND 4

BAND 5

BAND 6

Black, Asian and minority ethnic

4
1
VSM

White

Graph 3: Graph 3 shows Medical staff by ethnicity:

Medical staff by ethnicity March 2021

48

17
55

33

15
17

31
16
5

Black, Asian and minority ethnic

2
4

1
0

4
0

11

White

Table 4: Black, Asian and minority ethnic staff in post compared to 2021 aspirational goals for
Oxleas NHS Foundation Trust
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In 2018 NHS England set out aspirational goals for NHS Trusts to achieve by 2028 for the representation of Black,
Asian and minority ethnic staff at Bands 8a and above. The progress of the trust to date meets or exceeds the
aspirational goals that were set at that time.
2017/18
actual

3.2

2018/19
actual

2019/2020
actual

2020/21
actual

Band 6
Band 7
Band 8a
Band 8b

Not included in model employer
aspirational goals prior to 2021
55
63
70
11
10
15

434
230
82
20

% of Black, Asian
and minority ethnic
staff
55.9%
37.9%
31%
21.3%

Change
since
2018
n/a
n/a
+ 6%
+5%

Band 8c

8

11

13

13

19.1%

+3.4%

Band 8d

4

4

3

5

23.8%

+4.8%

Band 9 and VSM

3

3

2

4

33%

+8%

Totals

81

91

104

788

31.71% (average)

+5.44%

WRES Indicator 3

Relative likelihood of Black, Asian and minority ethnic staff entering the formal disciplinary process
compared to White staff
This indicator has worsened in 2020/21 with Black, Asian and Minority Ethnic staff 2.46 times more likely to enter a
disciplinary process than White staff. The number of cases that affect this indicator are small, and therefore
small changes can have quite a significant impact. There were 49 cases in the year ending March 2021
(compared to 28 the year before). Of these cases there were 16 for White staff and 33 for Black, Asian and Minority
Ethnic staff.
At the core of our approach to reducing disciplinary cases is 'Just Culture'. This aligns with the best
practice highlighted in the www.england.nhs.uk guidance 'A fair experience for all: closing the ethnicity
gap in rates of disciplinary action across the NHS workforce'.
We introduced the 'Just Culture' methodology in June 2019 following a successful pilot. The Just Culture
process ensures that all potential cases are reviewed by an independent panel in the first instance. This
allows us to pause and undertake an initial fact-finding exercise. We consider whether there are other
factors that may have contributed to the issue (such as health concerns, a lack of appropriate training or
understanding of the policies / protocols, systems failures or other mitigating circumstances) before
making a decision about the best way to proceed. No formal disciplinary investigations are initiated
without going through this review process, unless for example, a separate Freedom to Speak Up
investigation has concluded that disciplinary action is warranted.
We ensure that we have an independent panel of people on our Just Culture panels, with a minimum of 3
staff members. We work with all Directorate teams to ensure that these panels are representative and
consistent in their approach.
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The majority of our cases are in our most challenging environments (prisons and inpatient settings) and
the profile of the workforce in these areas has a direct impact on these figures as these settings employ a
much higher proportion of Black, Asian and Minority Ethnic staff members. However, the managers in
these settings are also predominantly Black, Asian or Minority Ethnic. As part of the Building a Fairer
Oxleas workstream and our new leadership training, we are aiming to work with all managers to help
them better develop the skills for having difficult conversations with staff in a supportive way. We
recognise that this is an area of need within Oxleas, identified by our own needs analysis as well as by our
Guardian Service.
One of the useful measures we have introduced is a challenge panel to look at our disciplinary and just
culture data on a quarterly basis. The challenge panel includes the Chair of our BAMEx staff network and
our staff partnership team, who all bring welcome insight and challenge. The group looks at the types of
issue that have progressed to a disciplinary and consider whether a robust and consistent approach has
been taken. These reviews also look at the types of issue that are going to a disciplinary - standard
examples include theft, medication errors, failure of care, violence etc. to consider whether they are
appropriate. They also explore whether they are issues that could be tackled upstream through clearer
guidance, training or opportunities to decompress.
We work closely with other Trusts in London to share learning and best practice. It is a regular focus at
our London HR Directors meetings and with our EDI leads - including our Equalities lead in Oxleas who is
currently undergoing the WRES expert training. Many of our peer trusts struggle with these issues and
we are collectively committed to making improvements.
Disciplinary cases increased this year and that this pattern is reflected in other trusts right across London.
We want to explore collectively whether this is attributed to burn out or exhaustion and people finding it
harder to contain their responses to difficult situations. We will keep this under close review and
compare learning with other trusts.
A deep dive has been undertaken with the Non-Executive Directors on the Workforce Committee and a
robust set of plans have been developed to drive improvements for the next year.
The charts below show the disciplinary cases by ethnicity for staff groups and by band:
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Disciplinary
cases
byby
staff
group
ethnicity
2020-21
Disciplinary
cases
band
andand
ethnicity
2020-21
9 18
8 16
7 14
6 12
5 10
4 8
3 6
2 4
1 2
0 0

2
4
5
6
7
Additional
Clinical3Services Additional
Prof Scientific
and
Admin
and Clerical
Technical
Black, Asian and minority ethnic
White
Black, Asian and minority ethnic
White

8a

Nursing 8b

86% of cases relate to staff that are Band 6 and below, compared to 82% of the cases in 2019/20 and 82% in 2018/19.
14% of cases relate to staff at Band 7 and above, compared to 18% in the previous two years. The number of cases involving
clinical staff (registered and unregistered) is 84% compared to 71% in 2019/20 and 69% in 2018/19.
Looking at cases by Direcorate, the data for 2020-21 shows that Prisons had the greatest number of cases:

Disciplinary cases by Directorate and ethnicity 2020-21
14
12
10
8
6
4
2
0

ALD

Bexley

Bromley

Corporate

CYP

Black, Asian and minority ethnic

3.3

Forensics

Greenwich

Prisons

White

WRES Indicators 5, 6 and 8

These indicators relate to staff experience of bullying and harassment, violence and aggression and
discrimination from patients, service users and families, colleagues and managers. The data from the
2020 staff survey shows that:
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•

•

•

35.5% of Black, Asian and minority ethnic staff say they've experienced harassment, bullying or
abuse from patients, their relatives and the public, compared to 26.6% of White staff (this is an
improvement compared to previous years) and from colleagues it is 27.5% vs 20.2% (this is
bigger difference than 2019)
13.6% of Black, Asian and minority ethnic staff report discrimination by a manager, team leader or
colleagues, compared to 7.6% of White staff (this is slight change compared to 2019 when it was
15% of Black, Asian and minority ethnic staff compared to 6.3% of White staff). This is a smaller
difference than in 2019.
Our WRES 5, 6 and 7 results are slightly worse than the average NHS position, and slightly better
for WRES 8.

Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public:
WRES 5
White: Oxleas
Black, Asian and minority ethnic staff: Oxleas

2017
29.8%
41.2%

2018 2019
27.5% 25.4%
36.7% 39.3%

2020
26.6%
35.5%

White: Average NHS trusts
Black, Asian and minority ethnic staff: Average NHS trusts
Response numbers Oxleas

26.3%
28.8%
887

25.8% 25.4%
31.2% 33.5%
1,083 1,154

25.4%
32.1%
1,573

Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 months:
WRES Indicator 6
White: Oxleas
Black, Asian and minority ethnic:
Oxleas
White: Average NHS trusts
Black, Asian and minority ethnic:
Average NHS trusts

2017

2018

2019

2020

17.0%

22.7%

23.7%

20.2%

26.5%
19.9%

29.2%
21.0%

26.4%
20.0%

27.5%
19.6%

22.7%

25.7%

24.5%

25%

Percentage of staff experienced discrimination at work from manager / team leader or other colleagues
WRES Indicator 8
White: Oxleas
Black, Asian and minority ethnic: Oxleas
White: Average NHS trusts
Black, Asian and minority ethnic: Average NHS
trusts

2017

2018

2019

2020

5.3%
13.6%
6.0%

7.7%
14.6%
5.7%

6.3%
15.3%
5.5%

7.6%
13.6%
5.6%

11.5%

12.6%

13.2%

15.1%

3.4 WRES Indicator 7
Trend: Percentage of staff believing that the organisation provides equal opportunities for career
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progression or promotion
WRES Indicator 7
White: Oxleas
Black, Asian and minority ethnic: Oxleas
White: Average NHS trusts
Black, Asian and minority ethnic: Average
NHS trusts

2017

2018

2019

2020

89.0%

86.0%

87.1%

84.5%

72.7%
88.0%

71.5%
87.5%

71.3%
87.2%

69.5%

76.2%

75.7%

71.8%

72.7%

89.2%

3.5 WRES Indicator 9
The Oxleas’ Board is one the more diverse of NHS trusts in England, and was in the top 10 trust’s in terms of
Board diversity in 2019/20. However, the Board is 11.1% less diverse than the rest of the workforce. 33% of
the Board are Black, Asian and minority ethnic compared to 44.4% of the workforce at 31 March 2021.
This compares to Oxleas’ Board being 5% less diverse in 2019/20, 2.3% more diverse in 2018/19 and
0.01% less diverse in in 2017/18. The small number of Board members means that one or two changes have
a big impact on the percentage of Black, Asian and minority ethnic Board members.
4. Conclusion
Oxleas has made steady progress in some areas of the WRES but continues to need improvements in relation to
disciplinaries and the experience of Black, Asian and minority ethnic staff reported in the Staff Survey.
The Trust is continuing its focus on the experience of Black, Asian and minority ethnic staff for 2021 / 2022 and
has the Building A Fairer Oxleas Action Plan Group, involving Non-Executive Directors, Executive Directors,
Service Directors, Clinical Directors and Black, Asian and minority ethnic staff volunteers from all Directorates
and disciplines to review our plans and ensure that they are sufficiently ambitious. The Group is chaired by the
Interim Chief Executive and is attended by Non-Executive Directors and senior managers.
The WRES action plan 2020-22 has been reviewed and updated with input from key stakeholders, including
Black, Asian and minority ethnic staff and the BAMEx Network.
As part of reviewing the plan we considered best practice examples from other NHS trusts and the
recommendations of the NHS England London Region Workforce Race Strategy October 2020.

10
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(source: NHS England London Region Workforce Race Strategy 2020)

5. Recommendation
The Board is asked to note the WRES Report and approve the WRES Action Plan.

11
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Oxleas Workforce Disability Equality Standard (WDES) Report
2020/21
1.

Introduction

The Workforce Disability Equality Standard (WDES) was introduced in April 2019 and is a set
of ten specific indicators (metrics) that enable us to compare the experiences of Disabled
and non-disabled staff across the organisation.
The data used includes the results from Oxleas’ Staff Survey 2020 where 43% of our total
workforce responded, of whom 20% (320 people) said they have a disability. This compares
to 19% of the UK working age population (16-64) having a disability.
Information taken from ESR shows that 219 staff (5%) have declared a disability, which is a
slight increase compared to the previous year. 17.5% of staff have not declared a disability
status or the status is unknown, which is an improvement compared to the previous year
when 21% was unknown/not declared.
This is the third year for data collection, and we expect the metrics to evolve over the
coming years. The WDES data is used to develop a local action plan and identify specific
areas of work which can be undertaken to address disability equality issues.
Oxleas already subscribes to a number of initiatives aimed at addressing disability equality
in the workplace:
• Mindful Employer – this promotes good mental health in the workplace
•

Disability Confident Committed – this is a commitment to the employment,
retention, training and career development of disabled employees

We have a Mental Health Staff Network for staff with experience of mental health issues
and a Disability Network for staff with disabilities or long-terms conditions. As this includes
mental health too, some staff are members of both networks.
In July 2021 we supported the launch of a Neurodiversity sub-group of the staff Disability
Network.
The WDES provides a framework to assess the experience of disabled applicants and staff in
a comprehensive and measurable way and identifies areas that are working well and those
where improvement is needed.
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2.

Current Workforce Background Data

Pie Chart 1: Disabled Staff in Non-Clinical Roles
Non-clinical staff disability status as at March 2021

17%

5%

No
78%

unknown
yes

Staff declaring a disability is very small (5%) compared to the number of staff in the NHS
staff survey that say they have a disability (20%).
Pie chart 2: Disabled staff in Clinical Roles
Clinical staff disability status as at March 2021

18%

5%

No
77%

Not known
Yes
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3. WDES Indicators / Highlights
The 10 WDES indicators are listed below along with the data source on which these are
calculated:
No WDES Indicator

1

2

3

4

Result

Percentage of staff in each of
the AfC bands and VSM
(including executive board
members) compared to the rest
of the workforce
(Source: ESR)
Relative likelihood of non-disabled
applicants being appointed from
shortlisting compared to disabled
applicants.
(Source: TRAC)
Note: ideal position is no variance

Self-reporting rates are lower than we
would like and this means we do not
know the disability status of 17.5% of the
workforce. This compares to 21% in
2019/20 and 25% in 2018/19.
This is a small improvement.
Based on the data from 2020/21 disabled
applicants are almost as likely to
be appointed from short-listing
as non-disabled applicants
(0.34 vs 0.35 = 1.02).
This compares with 1.0 in 2019/20 (i.e. no
variance) and 1.04 times less likely in
2018/19.
This is a very small change compared to
the previous year’s result and the trend
is positive.
Note: ideal position 1 (i.e. no variance)
Relative likelihood of Disabled staff In 2020/21 no disabled entered a
entering the formal capability
capability review on grounds of
process on grounds of performance performance. There were 2 cases in total.
This is an improvement compared to
compared to non-disabled staff
2019/20, although numbers are very
(Source: Local ER trackers)
small. In 2019/20 we had 7 capability
cases – 2 with no disability, 1 with a
disability, 4 unknown.
Note: ideal position 1 (i.e. no variance)
(a) Percentage of Disabled staff
35.2% of Disabled staff say they've
compared to non-disabled staff
experienced harassment, bullying or
experiencing harassment, bullying
abuse from patients, their relatives and
and abuse in the last 12 months
the public, compared to 27.4% of nonfrom:
disabled staff (this figure is higher than
(i) patients, relatives or the public 2019/20)
(ii) Managers
Disabled staff report much higher levels of
(iii) Other colleagues
bullying, harassment and abuse from a

(Source: NHS staff survey 2020)

manager (18.9%) than non-disabled staff
(9.2%) (slightly lower than 2019)
Disabled staff report much higher levels of
bullying, harassment and abuse from
colleagues (24.5%) than non-disabled staff
(15.9%) (slightly lower than 2019)

Overall Trend
position

Green: Good, Amber: static
/ variable, Red:
Improvement needed
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No WDES Indicator

4

(b) Percentage of Disabled staff
compared to non-disabled staff
saying they reported their last
experience of harassment,
bullying and abuse at work

Result

Disabled staff are more likely to report
the harassment, bullying or abuse at
work (58.9%) compared to 54% of
non-disabled staff
(an improvement compared to 2019)

(Source: NHS staff survey 2020)
5

Percentage of Disabled staff
compared to non-disabled staff
believing that their trust
provides equal opportunities
for career progression or
promotion
(Source: NHS
Staff survey 2020)

6

Percentage of Disabled staff
compared to non-disabled staff
saying they have felt pressure
from their manager to come to
work despite feeling unwell
(Source: NHS
Staff survey 2020)

7

Percentage of Disabled staff
compared to non-disabled staff
saying their work is valued by
the organisation

69% of Disabled staff compared to 82.3%
of non-disabled staff felt that the trust
provided equal opportunities for career
progression or promotion.
This compares to 77.7% of Disabled staff in
2019/20 and 71.3% of Disabled staff in
2018/19 and is significantly worse.
Note: Ideal position: no variance
22.8% of Disabled staff compared to 17.6%
of non-disabled staff felt pressure to
come to work despite feeling unwell.
This compares to 21.5% vs 14.2% in 2019/20
and 22.9% vs 15.3% in 2018/19 and is a
slightly worse than in 2019/20.
Note: Ideal position: no variance
44.3% of Disabled staff feel their work is
valued by the organisation compared to
55.8% of non-disabled staff.

This compares to 48% of Disabled staff vs
(Source: NHS Staff survey 2020) 53.7% of non-disabled staff in 2019/20 and
41.2% of Disabled staff vs 53.5% of nondisabled staff in 2018/19 and is slightly
worse than in 2019/20.

8

Note: Ideal position: no variance
Percentage of Disabled staff
81.9% of staff who declared a disability in the
saying their employer has
staff survey expressed satisfaction with the
made adequate adjustment(s)
adjustments made by Oxleas to address their
to enable them to carry out
needs and to enable them to carry out their
their work
work. This compares to 73.2% in 2019/20 and
71.7% in 2018/19.
(Source: NHS Staff survey 2020) This is a significant improvement.

Overall
position

Trend

Green: Good, Amber: static /
variable, Red: Improvement
needed
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No WDES Indicator

9

10

Result

Overall
position

(a) The Staff engagement score
for Disabled staff compared to
non-disabled staff and the
overall engagement score for
the organisation

The staff engagement score (out of a
maximumof 10) for Disabled staff was 7.0,
compared to 7.4 for non-disabled staff,
and the trust average of 7.3.
This is a slight improvement on last year
when the score was 6.8 compared to 7.3.

(b) Has your Trust taken action
to facilitate the voices of
disabled staff in your
organisation to be heard

2020/21 saw increased engagement with
Disabled staff, with support for those who
had to shield as they were deemed
‘clinically extremely vulnerable’.

(Sources a: NHS Staff survey
and b: local action plan)

Membership of the staff Disability Network
grew slightly.

Percentage difference between
the organisation’s board voting
membership and its overall
workforce

Two out of 15 voting members of the Board
have declared a disability, compared to one
last year. This is 13% of voting Board
members and 7% less representative than
the overall workforce (based on the NHS
staff survey declaration rate).

(Source: ESR)

Green: Good, Amber: static /
variable, Red: Improvement
needed

4. Deeper analysis
4.1 WDES Indicator 1: Percentage of staff in each of the AfC bands and VSM
(including executive board members) compared to the rest of the workforce
Based on data from ESR, 219 staff overall, which is 5% of our workforce, reported they have
a disability or long-term condition. However, the 2020 NHS Staff Survey indicates that 20%
of staff (320) who responded consider they have a disability.
Staff with a disability by Band, Non-Clinical and Clinical
VSM
Band 9
Band 8d
Band 8c
Band 8b
Band 8a
Band 7
Band 6
Band 5
Band 4
Band 3
Band 2
0
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Trend

45
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Clinical staff were slightly less likely to declare their disability status than non-clinical or
medical staff, however the difference is less than in previous years. It is likely that with
COVID and shielding, clinical staff who previously had not declared their disability status
have now done so.
Reasons for staff not reporting they have a disability or long-term health condition are
complex:
•

•
•
•
•

Difference in the definition of disability – the NHS Staff survey uses the Equality Act
definition of disability, whereas ESR has specific categories which status must select
to update their disability status. At the moment ESR does not include
‘Neurodiversity’ as a category, and yet a significant number of staff are neurodiverse
Staff with long-term health conditions (such as diabetes or asthma) or who are
neurodiverse may not consider they have a disability
The ESR self-service function is not well known, which means anyone acquiring a
health condition whilst at Oxleas is unlikely to update this themselves.
Differing conditions for self-disclosure (the NHS Staff Survey is anonymous)
Time of disclosure - ESR reports disability at the time of staff appointment (where
disclosed) and is not always updated throughout an employee’s employment when
circumstances change

Although we still don’t know the disability status of 17.5% of our workforce, this has steadily
improved over the last 7 years, from 44% unknown in 2014 to 17.5% in 2021.
4.2

WDES Indicator 2: Relative likelihood of Disabled staff compared to nondisabled staff being appointed from shortlisting across all posts

Whilst Disabled applicants are only very slightly less likely than non-disabled applicants to
be appointed once short-listed, the number of applicants declaring a disability is still very
low.
Data from 2019 showed that applicants that requested a guaranteed interview under the
Disability Confident Committed scheme, are less likely to be shortlisted (3.9% of applicants,
compared to 5% of those declaring a disability, but not requesting a guaranteed interview).
This may be due to a number of factors:
• They didn’t meet the essential criteria for short-listing
• Bias in short-listing as the recruiting manager knows which staff have requested this
prior to short-listing
We will be carrying out another deep dive into recruitment and disability in September
2021.
We need to explore how we can encourage and support disabled people to apply in the first
place, then attend an interview. This may include looking at the interview and assessment
methods.
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4.3

WDES Indicator 3: Relative likelihood of Disabled staff entering the formal capability
process (on grounds of performance) compared to non-disabled staff

This is the second year we have reported on this metric. In 2020/21 no Disabled staff
entered a formal capability process related to performance. In 2019/20 we reported on all
capability cases (performance and health related combined) and this showed that Disabled
staff were 7.64 times more likely to enter a capability process on grounds of health than
non-disabled staff.
We held a deep dive into capability cases in June 2021 and this looked at both health and
performance related capability cases. We were assured that all cases appeared to be
appropriate. We were however concerned that in a number of cases we did not know
whether the staff member had a disability or not, which makes it harder to identify any
trends. This needs to be addressed.
4.4

WDES Indicator 4: Experience of harassment, bullying and abuse

Disabled staff have a poorer experience than non-disabled staff in terms of harassment,
bullying and abuse.
35.2% of Disabled staff say they've experienced harassment, bullying or abuse from
patients, their relatives and the public, compared to 27.4% of non-disabled staff. This figure
is higher than in 2019/20.
There is a significant contrast between Disabled and non-disabled staff’s experience of
bullying, harassment and abuse from a manager – 18.9% versus 9.2%. However, in the past
year disabled staff more likely to report this, which is a positive improvement.
Disabled staff also report much higher levels of bullying, harassment and abuse from
colleagues (24.5%) than non-disabled staff (15.9%). Whilst this is slightly lower than in
2019/20 it remains a concern.
The trust provided regular support to staff who shielded during COVID and guidance for
managers on how to support staff who had to shield. We offered online support sessions,
newsletters and regular briefings. HR Business Partners and Advisers provided support to
ensure that risk assessments were carried out and suitable adjustments made, including
clinical staff carrying out administrative roles whilst shielding.
The trust has commissioned Disability Confidence training for managers to give managers
the tools and tips of how best to support disabled staff both in terms of reasonable
adjustments and day to day management. The workshops start in September 2021.
The trust has also provided Wellbeing conversations training, giving managers practical tools
to support their team member’s mental wellbeing.
We will measure the impact of the training and other support through the NHS Staff Survey
2021 results.
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4.5

WDES Indicator 5: Percentage of disabled staff believing that the trust provides equal
opportunities for career progression or promotion

69% of Disabled staff compared to 82.3% of non-disabled staff felt that the trust provided
equal opportunities for career progression or promotion. This compares to 77.7% of
Disabled staff in 2019/20 and 71.3% of Disabled staff in 2018/19 and is significantly worse.
The impact of COVID-19 on Disabled staff, particularly those who are Clinically Extremely
Vulnerable may be part of the reason that disabled staff feel this way. Whilst the trust put
in place support for staff that shielded, including online support sessions and a regular
newsletter, some staff reported concerns that having to disclose their health condition to
their manager, in many cases for the first time, meant they felt anxious about the impact on
their career and how they were seen by their manager and colleagues.
We provided managers with clear guidance on having sensitive conversations, but feedback
from staff who shielded highlighted that some managers struggled to arrange for timely
reasonable adjustments for those working from home or to consider redeployment options
for those unable to work from home. Staff also fed back that some managers were not
good at maintaining contact whilst the staff member was shielding. Disabled staff’s
experience during COVID was very much impacted by their existing working relationships
with their manager and colleagues. A number of staff reported positive experiences and we
need to consider how to make this the norm.
We have signposted staff who shielded to membership of the Disability Network to provide
on-going information and support as we move to a post-COVID phase.
5. Conclusion
We have made some improvements over the last year, in particular in relation to Disabled
staff engagement, and Disabled staff getting the reasonable adjustments needed. We have
also supported the launch of the Disability Network’s Neurodiversity sub-group and the
Lived Experience Network has relaunched as the Mental Health Staff Network. Both
networks and the sub-group have an Executive Champion in place and membership is
growing.
There are other areas where progress is limited, or has stalled, including Disabled staff’s
experience of abuse and harassment (WDES 4) and feeling valued (WDES 7) and these are
reflected in the updated WDES action plan.
Whilst we are required to produce an annual WDES action plan, some changes will require
on-going focus and a wider cultural change, which will be part of Building a Fairer Oxleas for
2021/22.
6. Recommendations
The Board are asked to note the WDES report and approve the WDES action plan.
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Risk Management Annual Report 2020/21
Susan Owen, Risk and Governance Manager
Sally Bryden, Trust Secretary and Associate Director Corporate Affairs
N/A

This report provides an overview of risk management activity for the year 2020/21
covering the following:
•
•
•

Risk profile at the start, mid-point and end of the year.
Changes and improvements relating to closed and tolerated risks.
Risk management processes.

Risk profile at the start, mid-point and end of the year
•

Between April 2020 and March 2021, the number of risks on the Board
Assurance Framework increased from 11 to 17 (section 1.1).

•

As at 31 March 2021, there were four significant risks on the Board
Assurance Framework. These relate to financial challenges and wait times
in community services (section 1.2).

•

Nine risks were escalated to the Board Assurance Framework and four
risks were de-escalated (sections 1.3 and 1.4).

•

During 2020/21, a separate register of Covid-19 risks was opened as a subset of the Board Assurance Framework. By the end of the year, many of
the Covid-19 risks had been fully mitigated, with residual risk issues being
subsumed into existing risks (section 1.5).

•

The number of risks across board committee risks registers increased from
32 to 44. During the year, board committees opened 35 new risks, closed
17 risks and tolerated nine risks (section 2).

•

The number of risks across service directorate risk registers remained
relatively static. As at 31 March 2021, there were 19 significant risks
across service directorate risk registers, of which 11 are locally identified
risks and eight are directorate wide risks. Eight of these risks were
reduced or closed in quarter 1 of 2021/22. For locally identified risks, it
should be noted that the rating reflects the perception and experience of
the team that identified the risk.
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•

Service directorates opened 48 new risks, of which 25 were directorate
wide risks and 23 were locally identified risks. Service directorates closed
24 risks and tolerated 11 risks (section 3).

•

Whilst the number of risks across board committee and service directorate
risks registers remained stable, the fact that new risks were opened, and
others were closed or tolerated, shows that risks were refreshed
throughout the year.

Changes and improvements relating to closed and tolerated risks
• A commentary on changes and improvements relating to closed and
tolerated risks is included within sections 2.4, 2.5, 3.4 and 3.5. For the
local risks, whilst some of the improvements relate to relatively minor
issues, they indicate how risks registers are being used to highlight and
address concerns.
Risk management processes
• A new format for risk register was developed so as to better illustrate key
themes and trends. This included a high-level overview of the number and
level of risk, a trend analysis of the month on month change in rating for
each risk and the length of time each risk has remained on the risk register.
The new format was welcomed by the board and sub-committees and has
helped to provoke further discussion on risks.
• In September 2020, the trust completed the work to approve a formal risk
appetite framework. This was developed through sessions with the Board
of Directors and the Executive Team and took account of how the Covid-19
pandemic had impacted on our appetite for risk. The outcome of this
work was that with the with the exception of safety, there was no single
consensus for attitudes to risk across the various risk domains. The
framework will be kept under review, as the trust recognise that appetite
for risk is not static and will change over time in response to the level of
organisational stress and other operational and strategic pressures.
• In quarter 4, KPMG undertook an audit of risk maturity. This received an
overall rating of significant assurance, with two low priority
recommendations. The review found many areas of good practice, with
risk management well integrated into day to day operations. It was
encouraging to see the positive comments on risk culture and that staff
appreciate that risk reviews offer the opportunity to improve services. The
actions that will be taken forward as areas for development are described
in the management response.

Reason for bringing
paper to the board
Eg for information/for
decision etc

To note.
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Recommendation

For the Board of Directors to note.

Link to trust strategy

The risks described in the report relate to all priorities and all building blocks
in the trust strategy.
Link to Board
The report includes an overview of all Board Assurance Framework risks and
Assurance Framework changes in the BAF risk profile over the year 2020/21.
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The report includes descriptions of risks to quality, safety and effectiveness
of services, including changes and improvements made.
The report includes descriptions of risks relating to financial sustainability
and financial challenges.
The report includes descriptions of risks relating to workforce initiatives,
including Building a Fairer Oxleas.
The report includes descriptions of risks relating to patient experience and
outcomes, and staff well-being and morale.
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Introduction
This report provides an overview of risk management activity for the year 2020/21, covering the
following:
➢ The trust risk profile at the start, mid-point and end of year.
➢ Commentary on changes or improvements as a result of risks.
➢ Risk management processes.

1

Board Assurance Framework

The purpose of the Board Assurance Framework (BAF) is to describe the key organisational risks
which could have a long term or significant impact on the trust if they materialised; and to provide
the Board of Directors with assurances they are being effectively controlled. The BAF is a standing
item at every meeting of the Audit and Risk Assurance Committee and is reported to the Board of
Directors at the meeting immediately following each committee.
A month-by-month trend analysis of all risks included on the BAF in year is given as Appendix A.

1.1

Board Assurance Framework as at start, mid-point and year end

The number of risks on the Board Assurance Framework had increased from 11 at the start of the
year to 17 as at 31 March 2021. The proportions of high and significant risks remained relatively
stable.
Risk level
Low
Moderate
High
Significant
Total

Page 3 of 28

No
0
2
6
3

April 2020
% of total
0%
18%
55%
27%
11

No
0
4
6
4

Sept 2020
% of total
0%
29%
43%
29%
14

March 2021
No
% of total
0
0%
4
24%
9
53%
4
24%
17
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1.2

Board Assurance Framework risks rated significant at year end

As at 31 March 2021, there were four significant risks on the Board Assurance Framework.
Description

Summary of controls, assurances and mitigations

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

•

1914: There is a risk that local
authorities will pull back some of the
historic funding, which is wellembedded in our operational services,
in order to mitigate the shortage in
funding. This means that there may be
a risk to delivery of some of our services
particularly where services were
reconfigured in the past and posts were
integrated; and this will also create a
cost pressure for the trust.
1913: If wait times in community
services are not reduced, there is a risk
that this will impact on patient
outcomes and experience.

•
•
•
•
•
•
•
•
•

•
•

1926: There is a risk that reduced
staffing levels arising from increased
sickness due to Covid-19, self-isolation,
protections for vulnerable staff and
new demands (e.g. vaccination) mean
that we are unable to maintain the
continuity of essential services

•
•
•
•

Risk Level
(C x L)

Scheduled bi-monthly CIPs meeting with directorates/boroughs to
monitor the delivery of schemes
Trust wide transformation programmes for remainder of 2020/21 and for
2021/22
Reports to Board and Business Committee
Monthly/quarterly finance meeting with service and corporate
directorates
NHSI Risk Rating an indicator of financial risk
Engage Local Authorities regarding resetting of budgets and present the
likely impacts on services to joint discussion group to find mitigations.
Conversations currently taking place in Bexley and Greenwich.
Work with service leads to understand potential impacts on mental
health/CHS services and agree means of absorbing any displaced staff
into existing services.
Review the construct of the LA cash envelopes and ensure that Estates
and Overhead cost are properly identified in the schedule of cost.
The Executive, Business Committee and Board are updated on a regular
basis

SIG (16)
(4 x 4)

Mitigations have been agreed at directorate level, and are being
monitored through the dashboard, and are reported regularly through
the monthly operational report and the quarterly directorate operational
review.
Zero delays workstream.
Waits are monitored through the dashboard, and are reported regularly
through the monthly operational report and the quarterly directorate
operational review.
All staff encouraged and supported to access the Covid vaccine and given
access to clinical expertise and guidance
Strict observance of guidance on infection control, PPE, social distancing,
home-working to reduce the spread of the virus amongst staff, including
on-going communications campaign
Ready access to staff testing to ensure that healthy staff are able to
return promptly to work
IT kit made available to a wide-range of staff to ensure that staff are able
to work from home where appropriate

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

Note: In May 2021, the risk was reduced from significant (16) to moderate (8),
and tolerated, as the immediate threat of Covid absences had diminished, due
to the successful vaccination rollout. The risk was de-escalated from the BAF
in May 2021.

1.3

Risks escalated to the Board Assurance Framework 2020/21

Nine risks were escalated to the Board Assurance Framework in 2020/21, of which eight remained
on the BAF as at 31 March 2021. The details of the four significant risks are described in section 1.2.
Description
1877: The finance risk has been split over time periods of initial outbreak,
recovery period and long term. Phases 1, 2 and 3 have been fully
mitigated.
1914: There is a risk that local authorities will pull back some of the
historic funding, which is well-embedded in our operational services, in
order to mitigate the shortage in funding. This means that there may be a
risk to delivery of some of our services particularly where services were
reconfigured in the past and posts were integrated; and this will also
create a cost pressure for the trust.
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Date
escalated

Initial
rating

Rating
31/03/21

Remains on
BAF at
31/03/21

17/04/2020

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Yes

15/09/2020

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

Yes
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Description
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.
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.
1913: If wait times in community services are not reduced, there is a risk
that this will impact on patient outcomes and experience.
1915: There is a risk that we are unable to deliver the service and meet
safeguarding requirements due to current level of staffing available for
work and the inability to recruit or use agency. In addition, there is
increased demand from MASH to support safeguarding work
Note: This risk was specific to the Children and Young People directorate
and was closed by CYP in April 2021 as the service transferred to the
Startwell Trust. Residual risks relating to safeguarding arrangements are
covered in a separate risk held by the trust Safeguarding Committee.
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
1926: There is a risk that reduced staffing levels arising from increased
sickness due to Covid-19, self-isolation, protections for vulnerable staff
and new demands (e.g. vaccination) mean that we are unable to maintain
the continuity of essential services
1939: The complexity of the ligature risk assessment tool makes it difficult
to translate into clear messages to staff, so there is a lack of consistency
and standardised approach to completing the risk assessments. This
means that there may be a lack of understanding on the residual risks that
remain and the mitigating actions that need to be taken by the ward staff.

1.4

Date
escalated

Initial
rating

Rating
31/03/21

Remains on
BAF at
31/03/21

24/09/2020

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Yes

24/09/2020

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Yes

24/09/2020

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

Yes

29/09/2020

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Yes

28/10/2020

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Yes

18/11/2020

HIGH (12)
(4 x 3)

SIG (16)
(4 x 4)

No

08/12/2020

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Yes

Risks de-escalated from the Board Assurance Framework 2020/21

Four risks were de-escalated from the BAF in 2020/21. One was tolerated and three were closed.
Description
1291: There is a risk that the Trust will not deliver
100% of all the CQUIN targets (particularly on Flu
vaccination) resulting in a loss of income which could
impact on the delivery of our FIT (financial
improvement trajectory)

1709: The trust needs robust systems to identify and
respond to warnings in relation to problems in
service delivery in trust services. Failure to do so will
impact on patient experience and may lead to
patient needs not being met; or increased scrutiny
from the CQC.
1776: There have been some instances where a
patient detained under s136 has been assessed as
requiring admission, and no bed is available, either
within our own bed base, or in the private sector;
patients are therefore kept in the Health Based Place
of Safety (HBPoS) beyond 24 hours. There is a risk
that this will impact on patient care, privacy and
dignity; that the trust will be deprived of a HBPoS;
and a risk of legal action for unlawful detention.
1866: The trust will experience service disruption in
light of the current Covid-19 pandemic, due to staff
absences and changes in our service delivery model.
This will impact on patient safety, patient outcomes
and staff well-being.
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Reason for de-escalation
Risk closed by Business Committee
as there was no financial impact on
the Trust in 2019/20 due to our
year-end agreement with CCGs and
we do not anticipate any financial
impact in 2020/21 as it was
covered in our contractual
arrangement with CCGs.
Replaced with risk 1921

Initial rating
(C x L)

MOD (9)
(3 x 3)

Date
deescalated

07/05/2020

Risk rating
31/03/21
(C x L)

MOD (5)
(5 x 1)
Closed

HIGH (12)
(4 x 3)

28/10/2020

HIGH (12)
(4 x 3)
Closed

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

Discussed at Executive Team and
Task Force 28/04/2020. Agreed
that this risk could be closed, as all
the concerns are covered under the
detailed Covid risk register.

MOD (8)
(2 x 4)

16/03/2021

MOD (9)
(3 x 3)
Tolerated

SIG (25)
(5 x 5)

07/05/2020

SIG (25)
(5 x 5)
Closed
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1.5

Covid-19 risks

During 2020/21, a separate register of Covid-19 risks was opened as a sub-set of the Board
Assurance Framework. By the end of the year, many of the Covid-19 risks had been fully mitigated,
with residual risk issues being subsumed into existing risks. A summary of all the Covid-19 risks is
provided as Appendix B.

2

Board committee risks

Each board committee is responsible for maintaining their risk register, including risks belonging to
sub-groups and work streams. The committees are:
➢
➢
➢
➢
➢

Business Committee
Infrastructure Committee
Performance and Quality Assurance Committee
Quality Improvement and Innovation Committee
Workforce Committee

The Audit and Risk Assurance Committee does not directly own any risks as its remit is to receive
assurance from the other committees that risks are being effectively managed. This is achieved
through thematic analysis of risks and rotational reporting from the other five committees.

2.1

Board committee risk profile at start, mid-point and year end

Whilst there was an increase in the number of risks by the end of the year, the overall risk profile in
terms remained relatively stable. As described in sections 2.3, 2.4 and 2.5, a number of new risks
were opened in year, and others were closed or tolerated, so risk registers were refreshed
throughout the year. There are very few low risks which remain live the risk registers, which shows
that practice in closing or tolerating low risks has been sustained; this was a recommendation from
an internal audit in 2019/20
Risk level
Low
Moderate
High
Significant
Total
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No
3
17
9
3

April 2020
% of total
9%
53%
28%
9%
32

No
1
25
14
3

Sept 2020
% of total
2%
58%
33%
7%
43

March 2021
No
% of total
2
5%
23
52%
15
34%
4
9%
44
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April 2020 – board committee risk profile
Committee

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Business

0

0%

2

12%

1

11%

2

6%

5

Infrastructure

2

33%

4

20%

0

0%

0

0%

6

PQAC

0

0%

9

45%

5

56%

0

0%

14

QII

1

100%

0

0%

0

0%

0

0%

1

Workforce

0

0%

1

5%

2

22%

0

0%

3

Executive team

0

0%

1

5%

1

11%

1

33%

3

Totals

3

10%

17

53%

9

28%

3

9%

32

September 2020 - board committee risk profile
Committee

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Business

0

0%

2

8%

2

14%

2

67%

6

Infrastructure

0

0%

9

36%

0

0%

0

0%

9

PQAC

0

0%

7

28%

8

57%

1

33%

16

QII

1

100%

0

0%

0

0%

0

0%

1

Workforce

0

0%

6

24%

4

29%

0

0%

10

Executive team

0
1

0%

1
25

4%

0
14

0%

0
3

0%

1

7%

43

Totals

2%

58%

33%

March 2021 - board committee risk profile
Committee

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Business

0

0%

2

9%

2

13%

2

5%

6

Infrastructure

1

9%

9

53%

1

7%

0

0%

11

PQAC

0

0%

10

59%

8

53%

1

5%

19

QII

1

100%

0

0%

0

0%

0

0%

1

Workforce

0

0%

2

12%

4

27%

1

14%

7

Executive team

0

0%

0

0%

0

0%

0

0%

0

Totals

2

5%

23

52%

15

34%

4

9%

44
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2.2

Board committee risks rated significant at year end

The four board committee risks rated significant at year end were all Board Assurance Framework
risks; these are covered in section 1.4.

2.3

Board committee risks opened 2020/21

Board committees opened 35 new risks during 2020/21. Of these, nine risks were closed and four
risks were tolerated in year.
The ratings in the table reflect the initial risk rating. The rating for two risks changed during the
year and details of these are given below. The rating for all other risks remained unchanged.
Committee

Low

Mod

High

Sig

Total

Business Committee

0

1

0

1

2

Infrastructure Committee

1

11

2

0

14

Performance and Quality Assurance Committee

0

4

5

3

12

Quality Improvement and Innovation Committee

0

0

0

0

0

Workforce Committee

0

0

6

0

6

Executive Team

0

1

0

0

1

Total

1

17

13

4

35

Risk description

Date
opened

Initial rating
(C x L)

Rating
31/03/20
(C x L)

HIGH (12)
(3 x 4)

SIG (16)
(4 x 4)

Comments

Workforce Committee
1926: There is a risk that reduced staffing
levels arising from increased sickness due to
Covid-19, self-isolation, protections for
vulnerable staff and new demands (e.g.
vaccination) mean that we are unable to
maintain the continuity of essential services

10/11/2020

See also section 1.2
In December 2020, the risk was
increased from high to significant,
due to Covid-19 pressures and
demands at that time.
In May 2021, the risk was reduced
from significant (16) to moderate
(8), and tolerated, as the
immediate threat of Covid
absences has diminished, due to
the successful vaccination rollout.
The risk was de-escalated from the
BAF in May 2021.

Performance and Quality Assurance Committee
1908: Blood glucose monitors (BGMs) are
being consistently misplaced by teams, as
teams are not taking full responsibility. This
incurs a cost to the trust as our current
contract requires that when a device is lost,
the trust have to replace it at a cost of £140
per device.
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20/08/2020

SIG (15)
(3 x 4)

MOD (9)
(3 x 3)

The risk was reduced to a high risk
in October 2020 and to a
moderate risk in January 2021.
The lost devices have been
replaced, so there are sufficient
devices available, and there is no
risk to patient safety. It should
also be noted that this risk is
unique to BGMs and does not
extend to other devices. By way of
mitigation, the plan is to
implement a system whereby
devices are allocated to
individuals, with a clear message
they are responsible for the
safekeeping of the device.
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2.4

Board committee risks closed 2020/21

Risks are closed when there is sufficient assurance that the risk has been eliminated, or it is agreed
that the risk will not materialise due to a change in circumstances. Risks can also be closed for
administrative purposes, for example, they have been merged with an existing risk.
In 2020/21 board committees closed 17 risks; the data below reflects the risk rating at the point the
risk was closed. Eight of these risks were Covid-19 risks and are covered in Appendix B.
Committee

Low

Mod

High

Sig

Total

Business Committee

0

1

0

0

1

Infrastructure Committee

1

3

1

0

5

Performance and Quality Assurance Committee

1

0

1

0

2

Quality Improvement and Innovation Committee

0

0

0

0

0

Workforce Committee

1

3

2

0

6

Executive Team

0

2

0

1

3

Total

3

9

4

1

17

2.4.1 Improvements to note from closed board committee risks
Most of the risks were closed because of a change in circumstances which meant that the risk was
no longer relevant, but an example of improvements made as a result of raising a risk is given below.
Risk description

Rating prior
to closure

Performance and Quality Assurance Committee
1512: Currently the temperatures of clinical rooms
where medications are stored are not routinely
monitored but it is known that these temperatures
regularly exceed 25˚C in the summer months. If
medicines are not stored at the correct
temperature, there is a risk that the trust could
breach MHRA standards.

2.5

LOW (2)
(2 x 1)

Comments

The risk was closed in September 2020 as all
relevant sites have an ambient temperature
storage unit installed, guidance is available on the
intranet and on-going monitoring is in place
through the Safe Storage of Medicines Audit.

Board committee risks tolerated in 2020/21 (managed risks)

Risks are tolerated when all reasonable controls have been put into place and the risk has been
reduced to an acceptable level. Tolerated risks should be reviewed annually so as to ensure they can
remain tolerated. If the new intelligence is received which suggests that performance is declining,
the committee should consider re-opening the risk until further controls and assurances are in place.
In 2020/21, board committees tolerated nine risks; the data below reflects the risk rating at the
point the risk was tolerated. Three of these risks were Covid-19 risks and are covered in Appendix B.
Committee

Low

Mod

High

Sig

Total

Business Committee

0

0

0

0

0

Infrastructure Committee

2

2

0

0

4

Performance and Quality Assurance Committee

0

4

1

0

5

Quality Improvement and Innovation Committee

0

0

0

0

0

Workforce Committee

0

0

0

0

0

Executive Team

0

0

0

0

0

Total

2

6

1

0

9
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2.5.1 Improvements to note from tolerated board committee risks
An example of improvements made as a result of raising a risk is given below.
Rating prior
to closure

Risk description

Comments

Performance and Quality Assurance Committee
1256: Allergy status is not always accurately
recorded on RiO, so there is a risk of patients being
exposed to drugs or medication known to cause
them harm.

3

LOW (4)
(4 x 1)

The risk was tolerated In March 2021, as much
work has been undertaken to address this risk, and
the audits will continue. The roll-out of eprescribing will help to resolve the risk.

Service directorate risk registers

Each service directorate is responsible for maintaining their own risk register. The governance
arrangements for reviewing risks are decided locally. Risks are reviewed through local quality
governance structures, and senior management teams. An overview is also reported through the
quarterly Operational Review meetings.

3.1

Service directorate risk profile at start, mid-point and year end

The number and proportion of risk on service directorate risk registers remained consistent across
the year. New risks were opened, and existing risks were closed and tolerated, so risks were
refreshed.
Risk level
Low
Moderate
High
Significant
Total
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No
13
71
28
11

April 2020
% of total
11%
58%
33%
9%
123

No
10
78
27
12

Sept 2020
% of total
8%
61%
21%
9%
127

March 2021
No
% of total
9
6%
90
59%
34
22%
19
13%
152
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April 2020 - service directorate risk profile
Directorate

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Bexley

2

6%

24

69%

7

20%

2

6%

35

Bromley

1

6%

14

78%

3

17%

0

0%

18

Greenwich

3

13%

11

48%

6

26%

2

13%

22

ALD

0

0%

4

67%

2

33%

0

0%

6

CYP

1

11%

3

33%

5

56%

0

0%

9

F&P

6

18%

15

45%

5

15%

7

21%

33

Totals

13

10%

71

58%

28

23%

11

9%

123

September 2020 - service directorate risk profile
Directorate

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Bexley

2

5%

23

62%

10

27%

2

5%

37

Bromley

0

0%

19

76%

5

20%

1

4%

25

Greenwich

2

10%

14

67%

3

14%

2

10%

21

ALD

2

25%

5

63%

1

13%

0

0%

8

CYP

0

0%

3

38%

4

50%

1

13%

8

F&P

4

14%

14

50%

4

14%

6

21%

28

Totals

10

8%

78

61%

27

21%

12

9%

127

March 2021 - service directorate risk profile
Directorate

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Bexley

4

9%

25

57%

10

23%

5

11%

44

Bromley

0

0%

22

76%

7

24%

0

0%

29

Greenwich

0

0%

15

63%

5

21%

4

17%

24

ALD

2

22%

6

67%

0

0%

1

11%

9

CYP

0

0%

3

27%

6

55%

2

18%

11

F&P

3

9%

19

54%

6

17%

7

20%

35

Totals

9

6%

90

59%

34

22%

19

13%

152
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3.2

Service directorate risks rated as significant as at 31 March 2021

The 19 risks rated as significant as at 31 March 2019 are summarised below. Of these, 11 are team
specific risks and eight are directorate wide risks. For team specific risks, it should be noted that the
rating reflects the perception and experience of the team that identified the risk.
Unless noted below, the risk remains at significant as at July 2021.
Risk description

Risk rating
(C x L)

Bexley Care
1569: CRE targets were put on hold during 20/21 but will be applicable once again in to 21/22. There is a
risk that the Directorate will not achieve allocated CRE targets in 21/22 therefore this may cause a
financial pressure for the trust. Previous CRE plans will be reviewed in light of service changes in 20/21
eg in-pt bed restructuring.
1575: There is a risk that pressure on the District Nursing Service will impact upon quality of care and
staff morale.
1951: Agency staff for specialist posts can be difficult to recruit to, also sourcing temporary staff for nonrecurrently funded initiatives has proved challenging
1957: The waiting times for some services across physical and mental health have increased due to:
some services being stood down during the pandemic an increase in referrals due to post covid recovery
staff absence due covid or isolation
1953 - team specific to Bexley Single Point of Contact: The increase in referrals and telephone calls
through the SPC has increased during covid and the funded staffing levels are not sufficient to manage
this increase. This will impact of the time to process referrals /queries to the teams. It will also impact of
staff morale.
Greenwich

SIG (16)
(4 x 4)

1932 - team specific to Tarn Ward: If the Tarn Ward does not have adequate recording facilities, there is
a risk that we will not capture footage of violent incidents, so we will not have the evidence to learn
from these and take action as appropriate.
Reduced to a high risk in May 2021.
1863 - team specific to Oxleas House: If the trust is unable to place working age adults with mobility
needs in Oxleas House, this will impact on their experience, as they will need to be placed in Bexley and
Bromley instead, which is further from friends and family. There is also the potential for reputational
risk as the service could be perceived to be discriminating against certain groups.
Reduced to a moderate risk in May 2021.
1933 - team specific to Tarn Ward: If the main entrance door to The Tarn is not replaced, there is a risk
that patients will abscond (air lock not working) or sustain injury (punching the glass panel).
Reduced to a high risk in May 2021.
1962: Since 2013, the Trust has been negotiating S75 with RBG, in order to replace the existing S31
contract. If S75 is not finalised and agreed, there is a risk that the trust will continue to overspend of
circa £700k due to pay national uplifts; there will be a lack of clarity on redundancy costs; and that lack
of clarity of what services are delivered and by how many staff. This impacts on our relationship with
RBG and service delivery as RBG has requested to freeze vacancies.
Reduced to a high risk in May 2021.
Adult Learning Disability

SIG (16)
(4 x 4)

1809: Atlas House relies on ECR referrals to cover its budget. Historically, levels of referrals are variable,
although last year our average referrals were sufficient to cover cost.
Referrals continue on an unpredictable trend and acuity of patients admitted is high.
Reduced to a moderate risk in April 2021.

SIG (16)
(4 x 4)

Children and Young People
1955: If London Borough of Bexley remove their funding for Bexley CAMHS and the service is remodelled
there will be a reduction in staffing linked to this contract of 50% which may result in redundancies.
There is not sufficient time for consultation with staff to reduce the risk of redundancy or financial
impact on the trust
Risk closed April 2021
1954: If London Borough of Bexley reduce their funding into Bexley CAMHS there is a risk that a cohort
of over 200 children will no longer be eligible to receive a service from April 2021. This number will
continue to increase as the service continues to accept referrals
Risk closed April 2021
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SIG (20)
(4 x 5)
SIG (15)
(3 x 5)
SIG (20)
(4 x 5)
SIG (15)
(3 x5)

SIG (15)
(3 x5)

SIG (16)
(4 x 4)
SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

330

Risk rating
(C x L)

Risk description
Forensic and Prison Services
1873 – team specific to HMP Elmley: Re-procurement of all the services in HMP Elmley, Swaleside,
Stanford Hill, Rochester, Maidstone and East Sutton Park. This affects Primary care, mental health,
substance misuse and pharmacy services
1946 – team specific to HMP Elmley: The current pandemic is putting additional pressur on our staffing
numbers. This risk refers to all 6 of the Kent Prisons and the mental health service. If there were to be
high cases of positive staff within each area this could stop mental health services from operating.
1804 – team specific to HMP Maidstone: recommendation from the CQC to refurbish the healthcare
department. This impacts on infection control audits
1969 – team specific to HMP Swaleside: The mental health inreach and BTS team are based in 2 offices
separated by a group room in C-wing in HMP Swaleside. There has been an increase in violent incidents
outside the offices, increase in illicit substances being smoked and this travelling to the offices and an
overall feeling of not being safe on the wing
1756 – team specific to HMP Maidstone: Infection control audit has identified areas that need
significant improvement; Sinks need to be HBN – compliant; -All consultation rooms require
redecorating; ceiling tiles present on-going reoccurrences with dust; ceiling flaking; lights inadequate
1806 – team specific to HMP Rochester: Old Healthcare dispensing area requires refurbishment.
Current condition of fixtures, fittings and decoration is impacting of Infection Control Audits, other
reports and working practices.
1805 – team specific to HMP Rochester Annex: Current substantive staffing (clinical only) is at 22% of
the clinical staff for HMP Maidstone. 1 x bank staff in place. Due to lack of interest for bank the request
for 4 RGN/pharmacy technician posts have been submitted to agency with no avail. Only RMN's have
shown an interest to work
Risk closed May 2021

3.3

SIG (20)
(4 x 5)
SIG (20)
(4 x 5)
SIG (15)
(3 x 5)
SIG (20)
(4 x 5)

SIG (15)
(3 x 5)
SIG (15)
(3 x 5)
SIG (25)
(5 x 5)

Service directorate risks opened 2020/21

Service directorates opened 48 new risks of which 25 were directorate wide risks and 23 were team
specific risks. The ratings in the tables reflects the initial rating at the point the risk was opened.
3.3.1 Directorate wide risks
Of the 25 directorate wide risks opened in year, one was closed in year, and 24 remained live as at
31 March 2021.
Directorate

Low

Mod

High

Sig

Total

Bexley Care

0

2

2

4

8

Bromley

0

2

3

0

5

Greenwich

0

0

1

1

2

Adult Learning Disability Services

0

1

0

0

1

Children and Young People

0

1

3

3

7

Forensic and Prison Services

0

0

0

2

2

Total

0

6

9

10

25

3.3.2 Team specific risks
Of the 23 team specific risks, five were closed in year, one was tolerated and 17 remained live as at
31 March 2021. Some examples of team specific risks are given below.
Directorate

Low

Mod

High

Sig

Total

Bexley Care

1

1

0

0

2

Bromley

0

3

5

1

9

Greenwich

0

5

1

2

8
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Directorate

Low

Mod

High

Sig

Total

Adult Learning Disability Services

0

1

1

0

2

Children and Young People

0

0

0

0

0

Forensic and Prison Services

0

0

2

0

2

Total

1

10

9

3

23

• Vacancies in Greenwich CLDT impacting on service delivery.
• Ensuring the use of body worn camera on The Tarn to ensure safety of patients and staff.
• Layout and space in the clinic rooms at HMP Wandsworth.

3.4

Service directorate risk closed 2020/21

In 2020/21, service directorates closed 34 risks, of which 14 were directorate wide risks and 20 were
team specific risks. The data below reflects the risk rating at the point the risk was closed.
Directorate

Low

Mod

High

Sig

Total

Bexley Care

0

2

0

1

3

Bromley

3

0

1

1

5

Greenwich

4

4

1

0

9

Adult Learning Disability Services

1

0

0

0

1

Children and Young People

5

4

3

0

12

Forensic and Prison Services

2

1

0

1

4

Total

15

11

5

3

24

3.4.1 Changes and improvements to note from closed service directorate risks
Some examples of changes and improvements made are summarised in the table below.
For the team specific risks, whilst some of the improvements relate to relatively minor issues, they
indicate how risks registers are being used to highlight and address concerns.
Risk description

Rating prior to
closure

Comments

Children and Young People
1324: Evidence of service user involvement in care plans is
not always present within the clinical record, or the care
plan may not be in a suitably accessible format, therefore
there is a lack of assurance of engagement

LOW (3)
(3 x 1)

Risk closed in July 2020 as implementation of my care
plan ensures service user involvement is documented

Forensic and Prison Services
1439: If seclusion suites do not comply with the MHA
Code of Practice requirements, there is a risk that there
could be an adverse impact on patient safety and
experience

LOW (3)
(3 x 1)

Risk closed November 2020 as the new seclusion suite
was operational.

Greenwich
1847: There has been a steady decline in the standard of
cleanliness delivered by the ISS team to all areas in Oxleas
House.
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HIGH (12)
(3 x 4)

Risk closed May 2020 as cleaning conditions had
improved and a reporting system is in place
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3.4

Service directorate risk tolerated 2020/21

In 2020/21, service directorates tolerated 11 risks, of which eight were directorate wide risks and
three were team specific risks. The data below reflects the risk rating at the point the risk was
tolerated.
Directorate

Low

Mod

High

Sig

Total

Bexley Care

1

0

0

0

1

Bromley

0

1

0

0

1

Greenwich

0

3

0

0

3

Adult Learning Disability Services

0

0

0

0

0

Children and Young People

0

1

0

0

1

Forensic and Prison Services

2

2

0

1

5

Total

3

7

0

1

11

3.4.1 Changes and improvements to note from tolerated service directorate risks
Some examples of changes and improvements made are summarised in the table below.
Risk description

Rating prior to
tolerating

Comments

Forensic and Prison Services
1396: Primary and secondary screens are not always
completed on time for new prisons in the Greenwich
cluster leading to possibly undiagnosed illness and risks to
prisoners

MOD (6)
(3 x 2)

Risk tolerated September 2020 as the service has
introduced a weekly report so that the Operational
Manager is notified at the earliest opportunity when this
is deviating.

Greenwich
1645: Data may be entered into the RiO system late or data
may be missing leading to inaccuracies in Trust KPIs and
other metrics. This may affect our Risk Rating for
Information Governance and invite further scrutiny of
metrics included in NHSI’s Risk Assessment Framework
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MOD (6)
(3 x 2)

Risk tolerated May 2020 as systems are in place to
regularly monitor data quality, daily, weekly and monthly,
to ensure data quality is achieved accordingly

333

4

Risk management processes

4.1

Reporting to the Audit and Risk Assurance Committee

The Audit and Risk Assurance Committee receives a thematic analysis at every meeting. Topics
covered in 200/21 and are summarised in the table below.
Month
May 2020
June 2020
July 2020
September 2020
November 2020
January 2021
March 2021

Topic
Covid-19 risks
N/A – this meeting focused on the Annual Report and Accounts
Risk Management and Legal Services Annual Report 2019/20
Risk appetite framework
Risks and opportunities
Legal services interim report
Longevity of risks

A risk report from each of the board committees is a standing item on the Audit and Risk Assurance
Committee agenda. The reporting schedule for 2020/21 is summarised in the table below.
Month
May 2020
June 2020
July 2020
September 2020
November 2020
January 2021
March 2021

4.2

Board committee
N/A – this meeting focused on the Annual Report and Accounts
N/A – this meeting focused on the Annual Report and Accounts
Infrastructure Committee
Performance and Quality Assurance Committee
Workforce Committee
Business Committee
Infrastructure Committee

New format for risk registers

A new format for risk register was developed so as to better illustrate key themes and trends. This
included a high--level overview of the number and level of risks, a trend analysis of the month on
month change in rating for each risk and the length of time each risk has remained on the risk
register. The new format was welcomed by the board and sub-committees and has helped to
provoke further discussion on risks.

4.3

Risk appetite

In September 2020, the trust completed the work to approve a formal risk appetite framework. This
was developed through sessions with the Board of Directors and the Executive Team and took
account of how the Covid-19 pandemic had impacted on our appetite for risk. The outcome of this
work was that with the with the exception of safety, there was no single consensus for attitudes to
risk across the various risk domains. The framework will be kept under review, as the trust recognise
that appetite for risk is not static and will change over time in response to the level of organisational
stress and other operational and strategic pressures.
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4.4

Areas for development in 2021/22

In quarter 4, KPMG undertook an audit of risk maturity. This received an overall rating of significant
assurance, with two low priority recommendations. The review found many areas of good practice,
with risk management well integrated into day to day operations. It was encouraging to see the
positive comments on risk culture and that staff appreciate that risk reviews offer the opportunity to
improve services.
The actions that will be taken forward as areas for development are described in the management
response.

1

Recommendation
Risk interdependencies
Interviewees noted that interdependencies
between major risks are challenged and discussed
implicitly at both Committees and Board, however,
this is not formally documented, and there is not a
systematic approach to consider this on a regular
basis. It may be appropriate to aggregate clusters
of moderate risks related to similar issues, as the
combined effect of all the risks materialising may
have a significant impact on the Trust.
We recommend that the Trust formally consider
medium rated risks included on the corporate or
divisional risk registers, and consider whether
there are any risks which may therefore be
appropriate for escalation.

2

Similarly, when risk scores change and this is
discussed at Board and / or sub-committee
meetings, the Trust should challenge as to whether
there are any correlated impacts on other risks.
This should be formally minuted in the relevant
Board and / or subcommittee meetings.
KPIs
Formal links have not been developed between
operational and quality performance reporting and
the measurement of risks on the risk register.
Performance against key performance indicators
can provide an indication as to whether identified
risks are materialising. For risks that have been
recorded on the Board Assurance Framework an
assessment should be undertaken of which key
performance indicators they would impact and
thresholds for which if performance breached that
threshold it was considered an indicator that the
risk had occurred. Where risks breached these
thresholds they should then be considered for
more detailed review at ARAC or the Board.
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Management response
An aggregated review of moderate risks will be
undertaken as a topic or the risk thematic
reviews presented to the Audit and Risk
Assurance Committee. The move to a service
line directorate structure should make it easier
to identify clusters which related to a specific
service area.
Generally, the minutes taken at board and subcommittee level are of good quality and
challenges are appropriately recorded, but we
will remind minute takers of the importance of
recording any challenges made.
Due date: September 2021

We will review whether there are existing KPIs
related to the BAF risks or whether new KPIs
are required. We will consider how these are
monitored at subcommittee and the process
for escalation to board/ARAC as part of
the review of the trust Integrated board report
arrangements.
Due date: September 2021
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Appendix A: Board Assurance Framework 2020/21 month-by-month trend
Summary risk description

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

1177: Cash releasing efficiencies 2019/20 and beyond

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

1213: Vacancies and recruitment pressures

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1471: Staff experiencing discrimination at work

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1502: Impact of demand on staff satisfaction and retention

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

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

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

1606: Bed management - financial pressures

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1776: Section 136 of the MHA expiring and lack of available admission beds

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

1844: Demand on CMHTs

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1877: Finance COVID-19 risk

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

1905: Prone restraint

n/a

n/a

n/a

n/a

n/a

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1912: Pressure on district nursing teams

n/a

n/a

n/a

n/a

n/a

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

MOD (9)

1913: Reducing wait times in community services

n/a

n/a

n/a

n/a

n/a

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

1914: Local Authority contracts for integrated and embedded services

n/a

n/a

n/a

n/a

n/a

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

1915: Service delivery in Greenwich health visiting prior to transfer

n/a

n/a

n/a

n/a

n/a

SIG (16)

SIG (16)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1921: Responding to service delivery concerns

n/a

n/a

n/a

n/a

n/a

n/a

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1926: Impact of Covid-19 on staffing levels and staffing pressures

n/a

n/a

n/a

n/a

n/a

n/a

n/a

HIGH (12)

SIG (16)

SIG (16)

SIG (16)

SIG (16)

1939: Ligature risk management

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

1291: CQUIN achievement 2019/20

MOD (5)

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

1709: Response to service delivery concerns

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

n/a

n/a

n/a

n/a

n/a

n/a

1776: Section 136 of the MHA expiring and lack of available admission beds

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

HIGH (12)

MOD (9)

MOD (9)

MOD (9)

n/a

SIG (25)

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Risk de-escalated in year

1866: Trust response to Covid-19
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Appendix B: Covid-19 risk summary
Live Covid-19 risks
Description
1877: The finance risk has been split over time periods of initial
outbreak, recovery period and long term. Phases 1, 2 and 3 have been
fully mitigated.

Board Subcommittee

Risk level
(CxL)

Business
Committee

Controls in place

Existing assurances

MOD (9)
(3 x 3)

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

•COVID 19 addendum to the Trust SFIs have been
reviewed by internal audit and counter fraud to
ensure they are fit for purpose
•The first COVID 19 funding allocations have been
notified to the Trust and these were in line with
Trust return
•COVID 19 cost centres for each directorate are in
operation and costs are being actively monitored
by Finance and included in regular COVID 19 cost
returns to SEL CCG and NHSI/E. Other than some
clarification and reclassification of costs and
income there have been no adjustments to the
Trust return figures
•COVID 19 costs will be included in the regular
monthly reporting to the Business Committee

Infrastructure
Committee

MOD (9)
(3 x 3)

Monthly meetings held with representatives of the 4 pilot projects to
agree how to proceed whilst realising the need for Covid safe systems
of work.

Progress of the NWW project is discussed at TPEG
meetings.

Infrastructure
Committee

MOD (9)
(3 x 3)

Risk assessment and guidance has been produced for completion by
all teams prior to recommencing clinical services.

Estates Team visiting sites to assist teams in
ensuring safe distancing regimes, and provide
appropriate signage.

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

1948: The pandemic could cause delay to the New Ways of Working
Transformation Project resulting in the inability to progress the pilot
projects and ultimately delay the realisation of financial savings in estate
and IT.
1894: During the Covid-19 pandemic, adjustments need to be made to
the way we occupy our properties and provide access to clinical services.
This is likely to impact on service delivery and will require services to
consider how best to utilise clinical space and office bases effectively to
enable social distancing and to reduce the risk of transmission of the
virus.

For all properties owned by the Trust, the Estates Team user groups
have been arranged to provide support to clinical services in
recommencing services.
For all properties leased from other organisations, the Estates Team
has contacted landlords to request support in ensuring the safe
recommencement of services.
Teams have been instructed to complete the guidance template for
each work area, following which each team has been asked to display
a notice confirming that the risk assessment has been implemented.
The Estates Team are providing suitable signage for each property
and advising on any physical changes required to a property, eg
reception screens.
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Liaise with landlords to ensure that appropriate
controls are in place for communal areas in leased
properties.

337

Description
1974: Whilst the trust had planned to administer the second dose of the
Covid-19 vaccine to patients who received their first dose as Oxleas inpatients, there is a risk that that we recall the small number of discharged
patients who may since have received their second dose elsewhere (GP
or mass vaccination site) as the trust will not be aware of this if it has not
been recorded in the National Immunisation Vaccination System (NIVs).

Board Subcommittee

Risk level
(CxL)

Performance and
Quality
Assurance
Committee

MOD (6)
(2 x 3)

Controls in place

Existing assurances

It is not practical or possible to contact GP surgeries about the
individuals and this would not mitigate the risk that the patient could
attend a mass vaccination site or their GP following a contact to
ascertain the status.

The Director of Nursing is checking that patients
who had a first dose with Oxleas had a letter sent
to GP for a jab or got second from us. There are
no significant gaps. See commentary, and the
mitigation plan to address this.

Vaccinators always check NIVs to establish if a dose has been
administered elsewhere. It is not possible to access the GP Pinnacle
Vaccination System.

There is a risk that a patient may receive two-first doses and a second
dose (ie a total of three doses instead of two) if the GP did not confirm
that the first dose had been given prior to admission.

The trust will keep records of all patients affected
by this and will retain copies of the letters
uploaded to the RiO record.

Tolerated Covid-19 risks
Description
1885: If staff do not adhere to information governance (IG) guidance
when working from home, there is a risk of confidentiality, data
security and cyber security breaches. This may be due to staff
conducting virtual meetings using unsecure/unapproved platforms;
use of unencrypted email; poor practice when conducting
confidential meetings or processing confidential information in a
shared household, or if using a personal device that may be shared
with other household members; poor management of confidential
waste.
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Board Subcommittee

Risk level
(current)

Infrastructure
Committee

MOD (6)
(3 x 2)

Controls in place

Existing assurances

•There is IG guidance on the Working from
Home page of the Ox for staff to reference
and adhere to. It covers what can be accessed
from home with helpful hints and guides on
how to do this.
•Over 95% of Trust staff have completed
mandatory Data Security Training in the last
12 months so are aware of Cyber security and
data protection measures.
•The Trust has adopted Webex, Attend
Anywhere and Microsoft Teams as approved
Video Conferencing systems and sent out
communications to Trust staff.
•The Trust has allowed the use of Zoom only
in exceptional circumstances where the
adopted methods of VC are not suitable and
there is clinical risk in not using VC.
•IT have deployed new antivirus software and
deployed Application Whitelisting to reduce
the threat of a Ransomware attack.
•To supplement the existing remote working
solutions, IT have made a soft Token VPN
solution available which is safe and secure and
can run on Trust devices and staff personal
devices (as long as the devices meet the
security requirements) . This allows staff to
have full access to the network whilst working
remotely.

•IG and data security
risks are monitored on a
daily basis.
•Since homeworking
measures were put in
place there has been a
reduction in the number
of reported incidents i.e.
Jan 40, Feb 31, Mar 26,
April 11 so far (ie to 21st
April).
•Many staff regularly
contact the IG Team
with queries or for
advice, so they are
mindful of their data
protection
responsibilities.

Tolerated
date
25/06/2020

Reason for tolerating risk
It was agreed that this risk can be
tolerated. A number of additional
controls have been implemented
and there have been no incidents or
breaches that could be solely
attributed to home remote
working, which is positive assurance
that the Covid related risk has not
materialised.
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Board Subcommittee

Risk level
(current)

1876: In order to support the wider healthcare system, the trust has
increased the offer at Meadowview and Eltham Community Beds,
both in terms of admission criteria and bed numbers. There is a risk
that this will put pressure on the service, in terms of ensuring the
correct staff skill mix and capacity, and managing flow. There is also
a risk of staff anxiety and high levels of sickness absence. Also that
patient care might be impacted if there are high absence levels

Performance
and Quality
Assurance
Committee

1875: The trust has reduced and/or scaled back some services in line
with our business continuity plan; this is due to staff absences and
government guidance to reducing contact between individuals
(clinicians and non clinicians). There is a risk that the lack of referrals
and increased wait times will impact on patient experience and
outcomes, and the potential for an increase in serious incidents

1893: Risk of legionella in water systems when buildings are left
vacant due to services reductions during Covid-19
Buildings left vacant or of very low occupancy may result in
stagnation of both the hot and cold water systems, which in turn
would significantly increase the likelihood of Legionella and other
waterborne bacteria proliferating. When buildings are then
reoccupied people may be exposed to high levels of these pathogenic
organisms. This would lead to significant health and regulatory risks.

Description
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Tolerated
date

Controls in place

Existing assurances

MOD (6)
(3 x 2)

•At Eltham Community Beds, staff are
available to work bank shifts, and staff may be
deployed from other teams
•Bexley Care have re-deployed therapy staff
from MSK to Meadowview Unit to help assist
with therapy interventions and HCA
roles/tasks if required as part on MDT
working. The service has also secured HCA
staff from children’s services to work on
Meadowview on day and night shifts.
•There is the potential to share staff across
Bexley and Greenwich team.
•Staff have been made aware of the use of
PPE and appropriate and safe ways to manage
this group of patients.
•Psychologists have offered to provide
support to the unit staff, and support is also
available from Care First and professional
leads

•Daily SitRep reporting
•Roster planning and
monitoring
•Staff absences related
to Covid-19 (sickness,
self-isolation and
shielding)
•Daily calls system wide
calls to support teams
who have a reduction in
staff
•Reports of staff anxiety

15/07/2020

Discussed at PQAC 15 July 2020.
This risk was tolerated as it did not
materialise as expected. As some
concerns have been identified from
recent incidents at ECB, the plan is
to open a new risk to reflect these
concerns, and Tom Clark will
support with drafting this risk.

Performance
and Quality
Assurance
Committee

MOD (8)
(4 x 2)

•Teams have written to patients to advise
them of changes to service provision and the
action they need to take if in crisis
•Service management teams are ensuring
that teams keep in touch with patients, and
are responsive to requests from GPs and
family members, if service users are in crisis
and need additional support
•A number of teams are using technology to
provide services remotely, where it is practical
and appropriate to do so.

•Wait times monitoring
•Incident monitoring on
Datix
•Complaints and PALS
monitoring
•Staff absences related
to Covid-19 (sickness,
self-isolation and
shielding)

15/07/2020

Discussed at PQAC 15/07/2020 agreed to tolerate risk as it has not
materialised in the way described
but will be kept under review and
can be re-opened as needed.

Infrastructure
Committee

LOW (4)
(5 x 1)

Buildings known to be vacant or of very low
occupancy have their water outlets flushed at
least twice per week.

ISS tasked with keeping
records of flushing in
such buildings.

20/10/2020

Where vacant, hot water system heating is
turned off.

Sampling results
checked prior to
confirming safe to
reoccupy

Reviewed at Infrastructure
Committee 20/10/2020.it was
agreed to reduce the risk rating to
low and tolerate the risk as systems
are in place.

Prior to reoccupation, assurance sampling is
undertaken confirm safe quality of the water.

Reason for tolerating risk
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Description
1926: There is a risk that reduced staffing levels arising from
increased sickness due to Covid-19, self-isolation, protections for
vulnerable staff and new demands (e.g. vaccination) mean that we
are unable to maintain the continuity of essential services

Board Subcommittee

Risk level
(current)

Workforce
Committee

SIG (16)
(4 x 4)

Controls in place

Existing assurances

All staff encouraged and supported to access
the Covid-19 vaccine and given access to
clinical expertise and guidance.

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

Strict observance of guidance on infection
control, PPE, social distancing, home-working
to reduce the spread of the virus amongst
staff, including on-going communications
campaign
Ready access to staff testing to ensure that
healthy staff are able to return promptly to
work
IT kit made available to a wide-range of staff
to ensure that staff are able to work from
home where appropriate
Where appropriate, accessing new resources e.g. apprentices, student nurses etc.
New central system being designed, in
consultation with Service Directors, to ensure
that redeployment happens effectively across
Directorates to meet areas of greatest need.
Ensuring the Trust is ready to rollout the Covid
vaccine as soon as this is available and to take
advantage of other opportunities for staff
vaccination whenever these arise.
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Monitoring at regular
1pm calls with ICC,
Service Directors etc the
current position in
relation to staffing issues
and impact on service
provision
Active local roster
management, working
with HR Business
Partners to identify
staffing risks and
proactively find
solutions

Tolerated
date
19/05/2021

Reason for tolerating risk
Workforce Committee reduced the
risk from significant (16) to
moderate (8) as the immediate
threat of Covid absences has
diminished, thanks to the successful
vaccination rollout.
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Closed Covid-19 risks
Description

Board Subcommittee

Risk level
(current)

Controls in place

Existing assurances

Closed date

Reason for closure

1866: The trust will experience service
disruption in light of the current Covid-19
pandemic, due to staff absences and
changes in our service delivery model. This
will impact on patient safety, patient
outcomes and staff well-being.

Executive
Team

SIG(25)
(5 x 5)

•Executive Team Task Force in place
•Ethics Group established to ensure governance around clinical decision
making
•Advice provided for staff on action to take if they present as being
symptomatic.
•Communications 'rhythm' established included dedicated page on
Intranet and daily emails. Guidance for staff updated to reflect national
guidance on issues such as self-isolation and infection control.
•Local management to take decisions on home working for staff who are
well enough to work, but may need to self-isolate; or opt to work from
home; or who need to take carers leave.
•Decisions on cancelling leave to be taken on an as needed basis.
•Schedule of prioritised services developed to ensure we focus on
essential services.
•Where possible, reducing informal admissions to acute mental health
units, and using HTT for patients where it is appropriate to do so.
•Encourage use of telephone appointments for out-patient clinics and
community services
•Reviewing of clinical pathways – these will be subject to a Quality
Impact Assessment (QIA)
•Cancelling non-essential training, large group meetings and facilitating
virtual attendance
•All teams have been requested to update business continuity plans.
•Implement system of central stock control to mitigate against individual
teams 'stockpiling' essential supplies needed for infection prevention and
control.
•A COVID-19 cost centre has been established to capture all COVID-19
costs. The normal Standing Financial Instructions (SFIs) will still apply to
this cost centre. The Treasury committed to fund all valid COVID-19
costs

•Completion of Business
Continuity plans recorded by
Health and Safety Team.
•Sickness absence recording
and self-isolation reporting
•SITREP reporting
•Supply chain monitoring.
•Monthly reporting of
additional costs incurred in
relation to Covid-19 from
March 2020

28/04/2020

Discussed at Executive Team
and Task Force 28/04/2020.
Agreed that this risk could be
closed, as all the concerns are
covered under the detailed
Covid risk register.

1895: There is a risk that that staff who
test positive for the Covid-19 anti-body test
may relax social distancing requirements in
the belief that they have immunity to
Covid-19.

Executive
Team

MOD(6)
(3 x 2)

Trustwide communications have include a statement that there is no
understanding on the level of immunity that having the anti-bodies
provides

Other that monitoring
instances of staff specifically
stating that the believe they
have immunity, and therefore
refusing to follow guidance,
there is no other way to gain
assurance against this risk.

11/08/2020

This risk was opened when
the antibody testing
programme commenced, in
relation to concerns that staff
may make assumptions about
immunity. There have been a
small number of queries, but
there is no evidence to
suggest that this risk has
materialised, so the Executive
Team agreed that this risk can
be closed.

All staff who have the test are asked to sign a consent form which states
"No. There is no evidence yet to suggest that those who have been
proven to have had the virus are immune. This is the position of the
World Health Organisation. You should continue to comply with social
distancing measures and government guidelines. All infection prevention
and control measures must continue to be in place irrespective of the
presence of antibodies"
The email sent to staff with their test results includes a statement to
remind staff that irrespective of the results, protocols on PPE, social
distancing and the latest government advice generally still need to be
observed.
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We are not aware of any such
incidences.
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Description
1888: There is a risk that harm may have
been caused to staff, due to the use of an
eye protection product (Tiger Goggles,
Product Codes PG0001–F and PG0001-L),
which was recalled on 10 May 2020. The
recall of this product may cause anxiety
amongst staff, and there is also a risk of
legal action in the future

Board Subcommittee

Risk level
(current)

Workforce
Committee

Infrastructur
e Committee

Controls in place

Existing assurances

Closed date

Reason for closure

MOD (8)
(4 x 2)

•The trust has taken immediate action to communicate the issue to staff,
recall all the affected goggles, and issue a replacement product to
affected teams.
•Teams have been asked to isolate unused stock and make
arrangements for it to returned to the PPE team at Pinewood House
•All unissued stock from the Pinewood Distribution hub, and any
returned stock is isolated at Pinewood House
•All teams which carry out Aerosol Generating Procedures (AGP) were
asked to cease using goggles, and instead use visors when carrying out
AGPs.
•Resuscitation kits have been restocked to ensure they contain only
visors with all goggles removed and affected goggles (under CAS Alert)
are isolated at Pinewood
•Continuous monitoring of new product (goggles) PPE levels to ensure
continuity of replacement of product

•Records of recalled/returned
stock are being kept by the
PPE team

09/09/2020

Risk discussed at Health and
Safety Committee 9
September 2020. Agreed to
close risk as all the affected
products have been recalled,
and no anxieties have been
raised by staff to date.

LOW(4)
(2 x 2)

The learning experience from the initial Covid-19 lockdown which
resulted in construction and IT projects being suspended will be taken
into consideration for all future works.

Reviewing service
developments and
requirements with Trust teams
and CCGs.

20/10/2020

Reviewed by Infrastructure
Committee 20/10/2020. It
was agreed that the risk
rating could be reduced to a
low risk and closed as
construction issues are dealt
with in new contracts and the
construction industry will
remain open should London
move to Tier 3.

Oxleas was issued this product via NHS
Supply Chain on allocation orders. The
stock originated from the South East
London Regional Pandemic Influenza
Preparedness Programme (PIPP) stock,
which was purchased in 2009. In the recall
letter, the DHSC advised that the risk from
using this product for direct patient
contact when not performing AGPs is
limited
It should be noted that it would be very
difficult to prove a direct causal link
between a staff member contracting Covid19, and the use of the recalled goggles.
1899: The potential for a second wave of
Covid-19 may result in Estates and IT
projects being disrupted or delayed due to
construction and IT projects having to
cease. This may result in essential health
and safety projects, particularly ligature
works, not being undertaken in a timely
fashion.
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Regular contact is made with all contractors and providers to review
capacity and availability of resources.
Ensuring that staff continue to work remotely wherever possible to
enable social distancing for estates and IT projects to continue with
appropriate social distancing measures in place.
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Description
1879: There is a risk that if staff feel that
we have not prioritised their safety and
wellbeing during this crisis, this will have a
negative impact on morale, sickness and
retention
The response to this risk needs to reflect
how the trust will respond to concerns that
people from BAME backgrounds are
disproportionally affected by Covid-19.
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Board Subcommittee

Risk level
(current)

Workforce
Committee

HIGH (10)
(5 x 2)

Controls in place

Existing assurances

Closed date

Reason for closure

"•Delivery and implementation of clear, up-to-date guidance to staff,
based on the best available scientific and medical advice available in
relation to infection control, PPE, staff swabbing, distancing and more
•Prompt updating of guidance to reflect any central changes and prompt
communication to all affected staff, using flowcharts etc. to simplify
complex information
•Clear systems for requesting PPE that are managed 7 days a week and
active monitoring to ensure that gaps are identified early and targeted
•Regular and reliable communication channels to ensure staff have the
information they need, including:
- C-19 bulletins every Monday, Wednesday, Friday
-FAQs document kept up-to-date in response to new guidance and
changes to existing guidance
-Live weekly webcast where staff can ask questions directly to senior
leaders
•Specific communications to BAME staff to recognise the
disproportionate impact of C-19 and reviews of existing safety processes
to ensure no disproportionate impact on BAME staff
•Dedicated C-19 wellbeing hub on the Ox directing staff to a wealth of
resources on health and wellbeing, designed with the support of the
Lived Experience Network, supported by wellbeing stories in every C-19
bulletin
•‘How Are You’ survey to track whether staff feel that Oxleas is
prioritising their wellbeing, whether they feel supported, whether they
are able to meet their work demands and whether they are getting the
information they need
•Individual risk assessment to ensure that managers can gain an
understanding of the individual factors that might affect staff risk of
serious illness from Covid-19, and ensure we have the right measures in
place to protect individual members of staff.
•Workplace risk assessment to support managers to consider issues
within each workplace and develop a plan for the safe use of space

•Covid-19 Questions and
Answers mailbox questions
and questions to the webcast
highlight the areas of
particular concern to staff and
enable these to be answered
and tackled promptly
•Issues relating to safety and
wellbeing are raised daily by
Service Directors and others at
the 1pm Covid-19 meeting
•‘How Are You’ survey
provides granular information
about staff experience during
this crisis that enables tracking
of experience by staff group
and directorate
•Regular hosted web
discussions with BAME staff to
raise issues of concern and
actions agreed at the
Executive and Task Force
meeting and then
communicated to staff.

30/12/2020

This is a legacy risk from the
first wave of Covid19. Risk
closed and replaced with new
risk 1926, which reflects that
the risks are different to first
wave of Covid-19 as the
demands on services are
different. Replaced with new
risk 1926.
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Board Subcommittee

Risk level
(current)

1878: There is a risk that reduced staffing
levels as a result of staff becoming unwell,
self-isolating or shielding due to Covid-19
could mean that we are unable to maintain
continuity of essential services

Workforce
Committee

1892: Six monthly scheduled joint
monitoring (FM/Contractor) has ceased
due to Covid 19 outbreak. The lack of
proactive monitoring over time may result
in the Trust estate deteriorating which
could affect our CQC and PEAT scores.
1880: If the national supply and delivery of
Personal Protective Equipment (PPE),
including the reagent for fit testing of FFP3
masks, is not maintained to the Trust or
our demand for PPE exceeds our allocated
supply, or our stock of PPE is not used
appropriately in line with national
guidance, there is a risk that availability of
stock will be reduced.

Description
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Controls in place

Existing assurances

Closed date

Reason for closure

HIGH (12)
(4 x 3)

•Strict observance of central guidance on infection control, PPE, social
distancing, home-working to reduce the spread of the virus amongst
staff
•Service provision reduced to only essential services to enable staff to be
redeployed to highest priority areas
•Redeployment of staff to priority areas both at local level and, where
appropriate, trust-wide
•Where appropriate, accessing new resources, including student nurses,
retirees etc.
•Staff swabbing to enable healthy staff to return to work
•Services being provided remotely and digital solutions being explored
where possible
•Effective and robust roster management

•Daily sitrep of C-19 absences
due to sickness, self-isolation,
home-isolation and shielding
•Daily monitoring at the 1pm
C-19 meeting of staff issues
and impact on service
provision
•Active local roster
management, working with HR
Business Partners, to identify
staffing risks and proactively
identify solutions

30/12/2020

This is a legacy risk from the
first wave of Covid19. Risk
closed and replaced with new
risk 1926, which reflects that
the risks are different to first
wave of Covid-19 as the
demands on services are
different. Replaced with new
risk 1926.

Infrastructur
e Committee

MOD (6)
(3 x 2)

Formal 6 monthly auditing has stopped but FM's continue to informally
monitor sites as and when they visit sites. In addition all our contractors
now self monitor and feedback the outcome to the FM team. FM's
regularly liaise with their site contacts via phone, webex and teams.
Building usergroup meetings continue.

PEAT Scores. FM's review
helpdesk jobs. FM's query
contractors and site leads
before they authorise the
invoices for payment.

16/02/2021

Risk closed by Infrastructure
Committee 16/02/2021 as
monitoring is now up-to-date.

Workforce
Committee

LOW (4)
(4 x 1)

•The trust has issued clear guidance on which PPE is to be used in which
setting, and for which procedures. This is informed by guidance issued
by Public Health England
•Frequent communication to staff on the use of PPE, including a
dedicated section on the trust Intranet.
•A dedicated PPE team has been established within the Covid-19
Incident Control Centre to ensure that teams have access to the supplies
they need. Ordering and distribution of PPE is centralised at Pinewood
House, with a robust stock control process. From September 2020, the
PPE will be staffed by two dedicated posts for a fixed term of one year.
•From June 2020, the trust is moving to a model of the PPE being
distributed by a dedicated team, rather than staff collecting, and
weekend working will be stood down
•Frequent communication between the PPE Team and the Procurement
Team to ensure escalation of any concerns relating to stock levels.
•Additional stock can be obtained from other trusts through a 'mutual
aid' scheme.

•Daily SITREP reporting of PPE
stock levels to drive supply
and delivery.
•Records of PPE received and
distributed are maintained by
Covid-19 Incident Control
Centre.
•Monitoring of staff concerns
raised.

15/03/2021

Risk discussed at Health and
Safety Committee 15 March
2021. Agreed that this risk
can now be closed as PPE
supply and distribution is
managed on a 'business as
usual' basis.
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Iain Dimond, Chief Operating Officer
Iain Dimond, Chief Operating Officer

Accountable Director
Confidentiality/
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Report Summary

Public
The report gives an update on the Trust Quality Performance and Assurance
Committee highlights and exceptions from the meeting on 21 July 2021. There was
no meeting held in August 2021.
Highlights from the July committee meeting:
•
•
•
•

Performance exceptions and CYP directorate presentation
SEL MH Triage ward
HMP Wandsworth recovery plan
Complaints, Patient experience and Patient safety annual report

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

For information

Link to trust strategy

This report relates to the quality aspects of the strategy.

Link to Board Assurance
Framework

BAF 1763 serious incident action closures
BAF 1776 HBPOS S136 breaches
BAF 1844 CMHT demand

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

The Board is asked to note the content

The report focuses on quality performance and assurance.
The report does not outline significant financial implications.
The report includes discussion on the Equality Delivery System report.
The report outlines the impact of developments on people using our
services and their families of developments and to staff
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Performance and Quality Assurance Committee Report
for July 2021
Performance
COVID-19 update
A Covid-19 update was reported and noted by the committee.
•
•
•

At the time of the July committee, there were no positive covid cases within our inpatient
population. There were 9 positive diagnoses across the whole of the prison estate, but
within this there were some prisons with none.
Overall, staff absences which are covid related remain low.
Twice weekly self-administered lateral flow tests are being continued for staff.

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

•

•

•

72-hour follow-up for self-harm is on an improving trajectory; the committee was informed
that a recording/data quality issue has been highlighted. There is evidence that the follow
up is happening when exceptions were looked at. Where there is an issue of recording,
directorates are ensuring this is identified and resolved. There has been 100% performance
in June in Greenwich and Bromley.
Complaints: responding to complaints remains a challenge. A different approach is being
proposed and will be presented to the committee, as to how complaints are dealt with and
better engagement achieved with people when issues are raised, in order to resolve them
more quickly than at present.
CPA reviews; Fluctuating around the target. Continued focused work is being undertaken by
the service directors. There is some improvement in CPA in some areas. The approach
outlined for CAMHS (within their directorate feedback) is in the process of being followed
elsewhere.
Referral to treatment (RTT) for AHPs: there are some issues in some services around RTT
but, overall, this continues an improvement trajectory.

HBPOS Breach Update
Overall, in June, there were 4 breaches reported; 1 was in CAMHS. The committee noted that there
has previously been a drop of presentations in A&E, but the demand is back significantly and there
have been twice the normal presentations recently.
Mental Health performance in ED has changed in the past few weeks; SEL 12 hour breach data
overall is quite high, driven mainly by SLaM. The ICS has configured a fortnightly Mental Health and
ED taskforce which we are now part of. Colleagues at Guys & St Thomas’s have now commissioned
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their own Mental Health team in ED and are in the process of commissioning a Mental Health ward
from the private sector.
SEL Triage MH ward
The committee was informed of the ICS level agreement for Oxleas to develop and mobilise a triage
ward for SEL residents in conjunction with SLaM. The committee was presented with the current
plans and advised that a full quality impact assessment will be completed. The committee raised the
following questions:
What is the anticipated risk around having a mixed ward and how will this be mitigated? This will
be identified on the QIA. This is being considered and is important as a ward within Oxleas House,
Greenwich is planned to be used initially and does not lend itself to a mixed sex model. However,
there is a ward within Green Parks House that may be utilised later (it is currently under
refurbishment) if the need remains as it has en-suite facilities.
The triage model; it is easy for them to end up with unintentionally long stays; what kind of
system activity is going to be supporting us to make sure the triage ward doesn’t become a long
stay ward? The selection of the patient cohort and admission process will need to be robust; flow is
important and a recent SEL level event focusing on flow within our inpatient wards looked at the
number of patients that were over 60 days across both organisations; 45 in SLAM and the remainder
in Oxleas; 40% of those people were moved on within a week, it indicates flow is important and
triage will only work if we make sure this happens.
Previously a triage ward was closed as it didn’t work; the people who are breaching in LGT are
really unwell and challenging; does this address the fundamental issue; we need assurance and
not get too distracted by the triage ward as we have a history in the past of running something for
the benefit of the system and then closing it. The PRUH are about to implement a similar model to
the dedicated MH assessment space at QEH. With regard to the triage model, we need to ensure the
mitigations are in place so that it is well run and well-resourced and that we have covered all quality
dimensions and of course it is open to debate whether we give it to our local partners to manage in
the future.

HMP Wandsworth Recovery Plan – Death in Custody
The committee was presented with, and noted, the HMP Wandsworth recovery plan. There have
been 7 self-inflicted deaths in custody reported between 01/01/21-11/06/2021 within the cells. 3 of
the serious incidents occurred within one month – March 2021 which recorded 2 probable suicide
incidents and 1 patient unwell incident. A further 3 serious incidents occurred in June 2021 (all selfinflicted deaths in custody). This has led to Board level inquiry into the 3 DICs in June. Oxleas
manage the contract for Wandsworth healthcare and deliver physical health care and subcontract
mental health services to SLAM and the substance misuse service to CGL. Due to this, the board
level enquiry is jointly chaired by Oxleas and SLAM. The panel will focus its investigation on:
•
•
•
•
•
•
•

The quality of the risk assessment particularly in relation to risk to self
The implementation and quality of the ACCT process
The quality of the communication between different agencies within the prison
The impact of the COVID-19 pandemic on service delivery
The appropriateness of the mental health care model (is this within the prison, mental health in
reach or both)
The quality of the environmental risk assessment and mitigation plans
Review of the learning from other investigations and identification of common themes.
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Additionally, a recovery plan for improving access to mental health services, as well as improving our
relationship with SLAM has been drafted as there is high level scrutiny from NHSE & HMPPS.
The committee requested clarity on which parts of the plan SLaM was leading on and the impact of
any future change to a remand model at the prison. The committee was informed that it is
predominately SLaMs plan with support and oversight from Oxleas. The current model employed by
SLaM may not be appropriate to meet the low-level needs of individuals coming in. This is being
reviewed to ensure that a lower level health and wellbeing model is delivered rather than just a
secondary specialist psychiatric inpatient/ in-reach model. Resources and funding are being
reviewed to support this. The committee was assured that if significant improvements are not made
within 3 months, further action will be taken. This plan will be monitored monthly by PQAC.

Enhancing Quality Assurance
Directorate Feedback - Children & Young People’s Directorate
The following highlights were reported in July by the CYP directorate
•
•

•
•
•

•
•

•

Care plan standards have been refreshed and identified as one of the quality priorities for
the directorate.
They have had a small number of SIs recently around safeguarding issues. Safeguarding
sessions on Think Family & Professional Curiosity have been delivered as webinars. In
addition, Safeguarding champions in local services are promoting safeguarding
consultations.
There is a CAMHS participation group set in all three boroughs and they are actively
reviewing monthly feedback for 'You said, we did'.
In Specialist services they have patient experience champions identified in all teams. They
are trialling monthly electronic feedback.
Waiting times remain the key directorate risk which have been exacerbated by Covid,
particularly in the ASD service and ADHD and the increase in the waiting times for CAMHS.
The ASD diagnostic service has been partly outsourced to a company to complete
assessments and QB testing has been introduced for patients awaiting an ADHD assessment.
There has been an increase in referrals to CAMHS as has been the case nationally.
Recruitment has commenced to the new investment confirmed for CAMHS.
CPA reviews have been an area of focus and within CAMHS an action plan has been
developed.
There have been two Improving Lives peer reviews within CYP. The IND team in Greenwich
with an ADHD focus was rated as ‘Great’ in four domains and ‘Good’ in one. CAMHS were
good in all domains and RI in responsiveness domain relating to waiting times, caseloads and
care plans.
The Directorate has been selected as a pilot to promote digital knowledge and digital
delivery of services which is in the early stages.

Quality Priorities
Patient Experience
Complaints and PALS Annual Report 2020/21
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In July, the committee noted the complaints and PALs annual report. Overall, there was a 22% drop
in complaints and a 10% increase in PALS contacts during the last year. 59% of complaints were
closed within the time period allocated and the committee was informed of the future plans to
improve compliance. The top 3 complaint issues have not changed i.e. clinical care, attitude and
behaviour and communication.
Patient experience annual report 2020/21
The committee noted the decrease in the friends and family test results and were informed that
feedback experience scores decreased nationally over the last year due to dissatisfaction with not
meeting face to face and the increase in waiting times to access services. However, kindness and
care question feedback had improved, and respondents felt their communication needs were being
met. The committee acknowledged the continued improvement in the completion rates of the
support network engagement tool, with all directorates exceeding the quality priority target.

Clinical Effectiveness
Care planning
Care planning outcomes from February 2021 and June 2021; show things are similar in terms of our
overall performance. However, the percentage of teams completing the care planning audit is not
back yet to pre pandemic levels, sitting below the target of 75%. The committee noted the report
and were provided with assurance that action is being taken to drive improvements, these include.
•
•
•
•
•

Care Planning Action Group has been formed; it is a subgroup of the trust CEG.
Care planning standards are being developed for each service line, which in turn are being
fed into an updated care plan policy and used to ensure each audit tool is measuring
accurately.
Revised bespoke audit tool developed. Trialled initially with ALD and measures in place to
provide assurance of improvement in the quality of care planning
There is a Qi project which will be useful to understand the barriers around completing the
audit.
The implementation of Oxcare to improve support network and service user involvement.

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

Reducing Restraint

There were 54 restraints, of which 7 were prone restraints in June and therefore did not meet the
10% reduction target for both metrics. All prone restraints lasted longer than 1 minute, with the
longest recorded as 5 minutes. One desktop review out of the seven was completed which
highlighted a need to provide information in a more accessible easy format around medication
options, which could reduce agitation, and this is being taken forward. Relational security is
continuing to be rolled out via the see-think-act programme. Safety pods have been purchased and
will be implemented.
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ii.

Rapid Tranquilisation

Compliance for June was 100% for physical health monitoring following rapid tranquilisation. Not all
(only 83%) physical health checks were within the timeframes set out in the policy, i.e., four checks
within one hour. However, this is continuing to improve month on month. The committee were
informed that this continued to be monitored by the Heads of Nursing.
iii.

Physical health monitoring

The total amount of NEWS2 forms completed within the first 72 hours of admission shows continued
improvement at 71% where previously it was 64% in May and 47% in April. The 3-day NEWS2
recording compliance has been looked at closely with all wards and some changes are being made.
Some exceptions have now been removed.

Serious Incidents
In June there were a total of 9 serious incidents (excluding pressure ulcers). Three of which were
deaths in custody at HMP Wandsworth. The main learning from investigations is linked to the
balance of confidentiality and engaging the support network. There remain 78 SI actions to close,
with the majority being in Greenwich. The QA Leads and Head of nursing are working with teams to
address this before going into new service lines in September.

Duty of Candour
There were 6 declared serious incidents in June, all of these were subject to duty of candour; one
was completed within 10 days, one sent after 10 days and 4 were not due at the time of presenting
this report to the committee.

Patient Safety Annual Report 2020/21
The 2020/21 Annual Report provides information on Trust performance against the Patient Safety
Priorities with highlights as follows:
1. Falls
• We have an established falls group which develops and implements guidance audits and
reviews all serious incident investigations for falls.
• Work is ongoing to develop a Falls training programme for the Trust. To bridge the gap until
this is completed, an online training pack is being offered to Teams.
To improve performance and offer assurance;
 A Falls Champion/Link role is being considered for all teams to disseminate information and
make sure that training is up to date.
2. Deteriorating Physical Health
• Quarterly audits are completed.
• Ward visits have taken place to discuss concerns and queries with staff about the
completion of NEWS2 and MUST.
• Posters given to wards to spread information.
• Data collected monthly as part of the Patient Safety Priority report.
To improve performance and offer assurance;
 The Practice Development Nurses will continue to provide support and training to teams.
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 Meetings will take place with Ward Managers to discuss NEWS2 completion for individual
Teams.
 NEWS2 will be rolled out to community Teams
3. Pressure ulcers
• We have a well-established pressure ulcer panel reviewing all root cause analysis
investigations. We have updated the pressure ulcer policy in line with 2018 NHSI guidance.
We have established and successful PUPS (pressure ulcer prevention strategy).
• The Waterlow score has been added to RiO and is now being used alongside the SSKIN
bundle.
To improve performance and offer assurance;
 The Pressure Ulcer Prevention Strategy and Pressure Ulcer Panel will continue to be
implemented and monitored.
4. Resuscitation
• The Trust has employed a full time Resuscitation Officer who started work in December
2019. Progress has been made in updating the Trust’s resuscitation policy and practice.
• A full review and update of the red resus bags along with new checklists has taken place
across all sites.
• Drop the Dummy exercises have taken place within the in-patient areas in conjunction with
the PDN's.
5. Reducing Violence and Aggression
• A Trust wide reducing violence and aggression Qi project commenced in September 2018
and involves six wards from across Oxleas. The aim of this project is to reduce incidents of
physical violence on Atlas House, The Tarn, and Millbrook, Goddington, Crofton and Burgess
wards by 25% in 12 months. Change ideas are being tested on each ward and learning and
progress is shared at a regular oversight group meeting. A reduction in violence has been
observed however further data is required before this reduction can be said to be significant
and beyond that of normal variation.
• The strategy is ready to be launched but has been delayed due to Covid-19 restrictions.
Communications have been prepared for the Intranet and Twitter and money has been
secured to provide aids for staff to help them to spread the ethos around the Trust. These
will include printed note books and other promotional items, such as pens and post it notes.
• From April 2020 – March 2021, there has been 40% of restraints being completed in prone
and 60% in supine. This is an improvement from the previous year (April 2019– March 2020)
when there was 47% of restraints in prone and 53% of restraints in supine.
To improve performance and offer assurance;
 An SLP Safety Collaborative is being formed that will further maximise learning regarding
reducing violence and aggression across the three Trusts.
 Body warn cameras are being trialled in in-patient mental health wards
6. Reducing restrictive practice
• Ongoing weekly audit of Rapid Tranquilisation (RT) incidents and recording, and shared audit
findings with Matrons to support practice improvement.
• Used the data collected to help with training and support for staff on in-patient wards.
• “See, think, act” has been introduced to try to improve communication on the wards and
use service user feedback.
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•
•
•

An iFOx report has been produced to help monitor RT incidents and practice for each service
user.
In 2019/20 we piloted the use of Body Worn Cameras in 4 of our wards and this has been
extended in 20/21 to include a greater number of wards.
The aim of the use of Body Worn Cameras is to protect staff and patients by diffusing
situations and/or by capturing an independent account if things escalate.

To improve performance and offer assurance:
 Safety pods will be coming into use in the next few months to try to reduce physical
restraint.
 Desktop reviews are completed for all prone restraints to look for themes and try to reduce
these restraints.
 Entering phase 2 of relational security work; including the 'See Think Act' framework as the
London Safety in MH Settings workstream. Phase 2 will focus on spreading and sustaining
the improvement made on the pilot ward. Phase 2 will include an exercise to map out the
relational security program against the Trust Strategy and a 'Train the Trainer' model to
create capacity within Oxleas to sustain this work.
7. Serious Incidents
• New categories have been added to the “Restrictive Practice” section of Datix to allow staff
to record the position that Rapid Tranquilisation has been completed in.
• Duty of Candour is being updated on Datix, to include if a DoC letter has been sent and allow
reports to be run.
• The SI Team complete an incident summary with main points to help share learning.
• The SI team meet with Directorates on a two weekly basis to discuss and update on
incidents.
To improve performance and offer assurance:
 The Patient Safety Lead and Tissue Viability Lead are delivering a training session with
District Nurses on completion of Duty of Candour for incidents where moderate harm
occurs.
8. Prevention of suicide and self-harm
• There has been extensive work completed to identify and eradicate ligature points on inpatient wards.
• Ward staff have been updated on ligatures and work has been done to improve awareness.
• If an incident occurs, an internal memo is sent to the Ward Managers highlighting concerns
and updating them of the risks.
• The Serious Incident Team complete updates for Teams on individual incidents and pick out
learning points and areas that need to be looked at.
The annual report was noted by the committee. Commendation was provided by the committee to
the resuscitation officer for the positive impact she has made over the last 18 months since being in
post.
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Preventing Future Deaths Report
The committee noted the report and questioned how we ensure we learn from other London trusts.
It was explained that previously a thematic analysis of the PFDs from all London trusts was
completed, and similar themes were identified.

Governance

Quality Assurance Update (Chair’s report)
In June, to provide assurance, the minutes and summary report were presented and noted by the
committee.
Highlights from the draft minutes of the meeting held 22 June 2021.

•
•

•
•

•

CQC regulatory update, one enquiry/complaint, received regarding a twitter comment about
confidentiality, is being investigated.
CQC focussed inspections are now going to be driven based on risk level e.g. by whistleblowing,
complaints, SIs and what they hear from NHSI and ICS. As a trust we need to be mindful and
apply intelligence where we begin to see an increase in complaints/ whistleblowing and to try
and establish what is going on.
Older Adults CQC published report references good practice across care planning, physical
health monitoring, reducing violence and aggression, de-escalation techniques on Holbrook
ward.
CQC action updates from directorates - Feedback was provided from the following
directorates/teams; Bexley CMHT, Bromley CMHT, Greenwich CMHT and ECB.
• Psychological therapies breaches for Greenwich ADAPT and memory services have
reduced from previous months. Bexley have a support worker contacting all people on
the waiting list and have established review meetings of the waiting list.
• Care planning and risk assessments – Zoning meetings are happening twice weekly in
Bexley and Greenwich. Bromley have received positive feedback regarding the tool.
Training and further tweaks to Dialog+ is ongoing.
• Physical Health update – Training on 6 lead ECG has taken place, with 12 lead training
underway in Bexley. Bromley are focussing on the two teams that do not have a
definitive list of patients who require ECG and Greenwich have a definitive list, however,
are waiting on the order 6 lead ECG to arrive.
Improving Lives Programme (ILP) – Monthly report for April-May, 14 improving lives reviews
have been completed across service lines, 4 services were rated great, 7 rated as good and 3
were rated as requires improvement overall. Trust themes were related to incident reporting
and Datix. All patient safety findings are shared at the monthly trust PSG.
• ECB (Intermediate care) An ILP report and improvement plan was shared with the group
following the overall rating of Requires Improvement and several Breach of regulations
following two visits in April and May. There is a weekly action meeting, whereby several
actions have been closed.
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Quality Improvement and Innovation Report
Vicky Ellis, Associate Director of Quality Assurance and Improvement
Dr Ify Okocha – Medical Director
public
The Trust Quality Improvement and Innovation Committee met on the 28th of July
2021 and highlights are as follows;
1. General discussion from matters arising
Develop an infrastructure to support more service users engaging in quality
improvement projects
A paper was shared on plans of how the Trust will have and involve infrastructure,
which will link the existing service user, carer and public engagement functions
within the Trust. There will be an involved steering group will manage the Involved
infrastructure. This must engage with both users/carers/public and with staff in
order to manage the demand and supply issues that will occur as we move
towards increased coproduction methodology. These include:
•
•
•
•

Service user/carer/public training and ongoing support
Staff training and support in user involvement, public engagement
Advising projects early about opportunities for coproduction in their
approach
Sourcing external and internal resources to support projects

2. Quality Improvement and Innovation in Action
One Qi project was presented to the Committee:
Monitoring side effects of antipsychotic medication in people with learning
disabilities
Bromley Mental Health in Learning Disability Service is a Community based service
comprising of two part time Consultant Psychiatrists and two part time nurses.
With this project running from February 2020 to March 2021. This project was
developed in response to the results of the Oxleas Adult Learning Disabilities
STOMP (Stopping the Over-Medication of People with Learning Disabilities) audit
2019.
The whole project is based on the involvement of people with learning disabilities,
from the development of the questionnaire through to its use to assess side
effects of antipsychotic medication they are prescribed.
Bexley Mental Health in LD had already developed the questionnaire with the Can
You Understand It Group.
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The aim of the project was for 70% of patients on the Mental Health in Learning
Disability team’s nurses caseload prescribed antipsychotic medication will be
administered the easy read version of the Glasgow Antipsychotic Side Effect Scale
(GASS) by March 2021.
They also wanted to use the Qi project to
• Improve the quality of life of people with learning disabilities taking
antipsychotic medication
• Improve people with learning disabilities and their family/carers
understanding of psychotropic medication for the right reasons and in the
most appropriate dosage.
• Improve understanding of the side effects of psychotropic medication.
• Make sure that people with learning disabilities are involved in decisions
about their health and treatment.
• Ensure those on antipsychotic medication were given an easy read leaflet
about it.
• Identify areas in Rio where they can document if the GASS and easy read
leaflets have been given in order for them to be located consistently.
They identified patients on the nursing caseload who were prescribed antipsychotic medication.
From February 2020 to March 2021 77% of patients now have been administered
the GASS (0% at start of project) and 72% been given an easy read leaflet (22% at
start of project) about the antipsychotic medication.
They have scaled the project up since May 2021 to include all the caseload; 70% of
patients on the mental health learning disability's teams caseload prescribed
antipsychotic medication will be administered the easy read version of the
Glasgow Antipsychotic Side Effect Scale (GASS) by December 2021.
There are plans to adapt the Antidepressant Side-Effect Checklist (ASEC) into an
easy read version.
1. Directorate Update
Bexley Services directorate Qi programme update.
The Bromley Directorate hold a monthly Quality Improvement Meeting. This
meeting aims to ensure that there is shared learning of all aspects of Quality across
the directorate. In this meeting there is the opportunity for the SMT to review Qi
activity, number of proposed, active and completed projects. Patient safety lead
talk about SIs and any recommendations. They also have the safeguarding
children’s lead attend their meetings bimonthly.
They currently have 10 active projects and 4 proposed projects. Two projects have
been paused temporarily and will be reviewed monthly by the project teams if
they can be reopened after a review of the team’s capacity.
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The Bromley directorate have been working on increasing their Co design and Co
production in Qi projects with service users and carers.
The directorate have an “Introduction To Services Group”. The 'Introduction to
services group has been running for many years and involves MDT members of the
Bromley EIP Team sharing information about First Episode Psychosis to new
patients and carers at the beginning of their journey with the team. It is run every
2-3 months.
Service users who have used their services share their stories and they receive
really good feedback from the meeting. The meeting helps the directorate identify
success and improvement areas.
The aim is to build on the success of the group and identify patients like those
involved in this group who are already known to staff and get them involved in QI
projects in the directorate, as well as inviting them to their Qi meetings to get their
views.
They are also creating a service user questionnaire for Qi projects, for example
regarding patients and carers’ experience of the referral process to Early
Intervention in Psychosis.
There has also been an increase in staff attending face to face and virtual Qi
training. 48% of the Bromley directorate have attended Qi training.
The Bromley directorate encourages managers who attend locality meetings to
discuss Qi and training as part of their business meetings and have it on their
agenda.
The Bromley Directorate have created the Bromley Directorate Quality Update
Newsletter. The Quality agenda includes Patient Experience Group, Patient Safety
Group Clinical Effectiveness Group and Qi activity. It is shared with all staff in the
Bromley directorate.
2. Qi programme update - Embedding a culture of continuous quality
improvement
There are 50 active projects across the trust: 43 planned projects yet to
commence or projects paused due to COVID-19 that are planned to restart, 52
completed projects. This is a total of 151 projects around end of May.
Service user involvement has increased at about 36% of active projects that have
co production-based service user or co design (consultation aspect). With 50%
have no service user involvement and 14% have service user involvement as not
appropriate.
The Project charter will now be on one page. The Qi team have developed a Qi
toolkit, which will be for teams to use throughout the project journey. Service user
forms have been amended as part of the project toolkit to include the reasons why
they are not including service users. To improve scale up and spread the Qi team
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have a weekly meeting to discuss new idea and completed projects to be more
proactive in our approach and support.
1,201 staff are trained to date, which represents 32% of the Oxleas substantive
workforce. This percentage does not, however, take into account staff who have
left the trust. Service User training will run face to face on a monthly basis and the
Qi team are going to look at developing a guide for service users, which will be coproduced with service users that have experience Qi projects.

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

The virtual SLP conference planned in November is now postponed until March
2022. There will be a smaller SLP focused event to happen between November
and March.

For information

Recommendation

The Board is asked to note the report

Link to trust strategy

Quality

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

Improvements to quality
No significant impact
No significant impact
Involvement of staff and service users in projects
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Business Committee (20th Jul & 17th Aug Committee minutes)
Alex Owoo – AD Financial Management & Planning
Azara Mukhtar – Director of Finance
N/A
Financial Performance to Month 4 (July 2021)
For July 2021 the Trust delivered £1.1m deficit, YTD £2.4m surplus. This is
£2.4m better than the breakeven plan. The key drivers for the YTD position
are underspends in the following programmes – Covid spend; Service
Development Fund (SDF); Spending Review (SR) and 2021/22 MHIS
allocation. Year to date Covid spend is £1.2m vs a YTD Covid allocation of
£4.1m. We have agreed with the ICS to return £3.6m of the H1 allocation of
£6.1m Covid top up monies as a combination of slower planned recruitment
to the new monies and reduced Covid spending in H1 has resulted in a
significantly higher surplus than planned. Should the Trust see an increase in
spend in future months the ICS has agreed to fund this. This position includes
profit on asset sales for Murchison Avenue. (Sale proceeds £922k, carrying
value £450k, profit on sale £472k). In addition, there were several in-month
one-off benefits and costs that had a £0.2m net improvement to the position.
This is set out in the details below.
•

Overall, income reported a £2.2m under-achievement at the end of
M4. This is due to the return of £3.6m of covid top up underspend
referred to above. The position is driven by the programmes that are
yet to be fully recruited into. We expect most of the posts relating to
MHIS, SDF and SR to come through in the second half of the year. The
services have struggled in recruiting into substantive posts as there
are limited number of staff in the job market. This coupled with the
fact that most MH providers are in receipt of significant investment
funds in this year as well as the Covid-19 funding, has meant that
despite the efforts being put in by the services we are still unable to
fill the vacant posts. We anticipate the majority of the new posts and
contracts will be in place by the end of September 2021. An offer has
been made to directorates of non-recurrent resources to improve
waiting times and for “getting the basics right”. We anticipate
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increased run rate as non-recurrent sources are made available to the
directorates to support Waiting List initiatives and our Community
Physical health offer. To date there has been limited uptake/spend
from directorates, in part driven by the fact that the market for
temporary staff is also very overheated at the moment.
•

Pay spend reported a £3.6m YTD underspend. The pay run rate
continues to report an upward increase (howbeit minor increase
£50k) which reflect both the new funding streams and increased
acuity in the wards. We have anecdotal evidence to suggest that the
position is broadly driven by the following:
o work to recover care backlogs across trust, mental health and
community services
o record levels of demand for urgent and emergency care
o growing admissions for mental health and long COVID
pressures
o continuing additional infection control measures restricting
capacity
o a reducing number of staff self-isolating
o high levels of summer leave, including time-off that was
postponed earlier in the pandemic.

•

these pressures will probably intensify in the coming months as the
services contend with continuing COVID-19 infections (delta),
expanded flu campaign, and dealing with what is expected to be one
of the most difficult winters the NHS has ever faced.

•

The Trust continues to rely heavily on expensive private beds, albeit
we have seen reducing trends in the past few months. In M4, it was
identified that the Greenwich bed activity in Hayes Grove have not
been fully accounted for in previous months. This UEA catch up
correction has been partially offset by other one-off adjustments,
resulting in circa a £0.2m upside to the position in M4, including:
o Credit notes for rent charges at the Kidbrooke Centre relating
to prior years, £108k;
o Invoices relating to Complex Care charged to the acute UEA
bed lines in previous months and now moved into the
Complex Care directorate £118k;
o Income for vaccination programme of £70k, where
expenditure was already reflected in previous months;
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o Historic invoice from Bevan and Brittan relating to prior year
that was queried and has now been cancelled £40k;
o Correction on a VAT charges on a procurement invoice £40k.
o Catch up on Greenwich Hayes Grove activity £230k
•

The H1 draft settlement with the ICS included a 2.6% efficiency
requirement for Oxleas. This translates into a £5.1m savings for the
first six months. Without any robust plans in the short term, we have
relied on non-recurrent schemes such as vacancy factor and delayed
recruitment into new programmes to be able to meet the efficiency
gap. In month 4 the target has been met non-recurrently by the
underspend position.

•

Agency spend was 41.0% below the NHSI assigned threshold. We
expect temporary staffing overall to increase as we address waiting
list issues and recruit temporarily, where possible, to the new funding
streams pending permanent recruitment.

•

Given the M4 YTD £2.4m surplus we have completed a H1 forecast.
We anticipate a break-even position (excluding profit on asset sales)
at the end of H1 given the return of the £3.6m Covid top up monies
to the ICS mentioned above. We anticipate increased expenditure
from recruitment to new monies posts plus non recurrent spend to
reduce waiting times and “getting the basics” right which will impact
in H2. In order to fund this timing difference in expenditure we will
be deferring new monies income from H1 into H2.

Bids and Tenders update:
Kent and Medway Prisons bids
The Committee was told we expect an outcome by the beginning of
September.
Southwest England Prisons
The Committee noted progress on the Southwest England Prisons bid. They
were updated on the process and timeline changes from the
Commissioners. There are two stages to the submission. The first stage
being the 6 questions that are due on the 3rd September (600 words).
These will not be scored and there is no panel meeting to evaluate them.
The second submission (full bid including financials) is due 6th December.
Cookham Wood
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No recent update.
SEL ICS Finance update
The Committee noted the update on the SEL ICS financials. The key
elements highlighted to the Committee were:
• Income and expenditure sources
• The overarching organisational view
• Capital expenditure
• Forecast for H1
Risk Register
The Committee reviewed and adopted all the changes put forward from the
last Committee meeting.
Beds – extension (Priory contract)
The Committee noted the on-going discussion with the Priory to extend our
block beds beyond September 2021.
Contract award –
The Committee noted the award of 3 contracts
•
•
•

Moorhouse – Patient flow proposal
RIO Contract
Managed Print Service (MPS)

ICS plan submission and Oxleas plan assumptions
The Committee noted the final version of the ICS and Trust plan submission.
The main update was the de-risking of our financial plan for 2021/22.
Bridges BHS Ltd lesson learnt
The Committee noted a paper on the lessons learnt following Bridges BHS
Ltd debt issue. The Committee also approved the decision set out in the
paper.
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

To note.

Recommendation

For the Board to note
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Link to trust strategy

The financial position underpins all the Trust priorities and building blocks
but more importantly building block 8 (Making best use of resources) in the
Trust strategy.
Link to Board
The Business Committee reviewed and approved recommendations for the
Assurance Framework 6 live risks. There are a number of amendments requested. These will be
made and tabled at the August Committee for ratification.
•
•
•
•
•
•
Please summarise
implications in the
report for:
Quality

Finances

Equality analysis
Service users/
carers/staff

1177 – Financial sustainability of the Trust in the medium/long term
1292 – Funding of AFC uplift for staff employed under LA contracts
1606 – Bed management - key cost driver
1914 – Local Authority contracts for integrated and embedded services
1984 - SE London ICS Financial risk (Revenue & Capital)
1985 - Delivery of Financial Plan 2021/22

The report highlights the potential indirect impact on the delivery of quality
resulting from unsustainable financial performance. We have introduced a
QIA process that will ensure all the quality related implications are
considered and our risk register review also takes this into account.
The report highlights our year-on-year reliance on non-recurrent measures
to meet our planned financial target. This is not sustainable; we need to
focus on delivering sustainable recurrent cost improvement plans and
increasing contributions from our service portfolio in order to ensure that
both our revenue and planned capital investment programmes can be
afforded. This impacts on all the 3 priority areas as well as the 8 building
blocks in the Trust strategy.
The report includes descriptions of risks relating to the financials of
workforce department as well as the cost of embedding Building a Fairer
Oxleas.
n/a
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Financial Overview
363

ICS
plan

M4 YTD

The SEL ICS submitted a breakeven plan to NHSE/I and as part of the agreed system allocation, each organisation agreed to deliver a
breakeven position at the end of first half of the year (H1 – Apr to Sept 2021). Oxleas would need to deliver £5.1m (2.6%) CIPs in order
to meet the plan target
For July 2021 the Trust delivered £1.1m deficit, YTD £2.4m surplus. This is £2.4m better than the breakeven plan. The key drivers for the
YTD position are underspends in the following programmes – Covid spend; Service Development Fund (SDF); Spending Review (SR) and
2021/22 MHIS allocation. Year to date Covid spend is £1.2m vs a YTD Covid allocation of £4.1m. We have agreed with the ICS to return
£3.6m of the H1 allocation of £6.1m Covid top up monies as a combination of slower planned recruitment to the new monies and reduced
Covid spending in H1 has resulted in a significantly higher surplus than planned. Should the Trust see an increase in spend in future
months the ICS has agreed to fund this. This position includes profit on asset sales for Murchison Avenue. (Sale proceeds £922k, carrying
value £450k, profit on sale £472k). In addition, there were a number of in-month one-off benefits and costs that had a £0.2m net
improvement to the position. This is set out in the details below.
Key highlights:• Overall, income reported a £2.2m under-achievement at the end of M4. This is due to the return of £3.6m of covid top up underspend
referred to above. The position is driven by the programmes that are yet to be fully recruited into. We expect most of the posts
relating to MHIS, SDF and SR to come through in the second half of the year. The services have struggled in recruiting into substantive
posts as there are limited number of staff in the job market. This, coupled with the fact that most MH providers are in receipt of
significant investment funds in this year as well as the covid-19 funding, has meant that despite the efforts being put in by the services
we are still unable to fill the vacant posts. We anticipate the majority of the new posts and contracts will be in place by the end of
September 2021. An offer has been made to directorates of non-recurrent resources to improve waiting times and for “getting the
basics right”. We anticipate increased run rate as non-recurrent sources are made available to the directorates to support Waiting list
initiatives and our Community physical health offer. To date there has been limited uptake/spend from directorates, in part driven by
the fact that the market for temporary staff is also very overheated at the moment.
• Pay spend reported a £3.6m YTD underspend. The pay run rate continues to report an upward increase (howbeit minor increase £50k)
which reflect both the new funding streams and increased acuity in the wards. We have Anecdotal evidence to suggest that the
position is broadly driven by the following:
o work to recover care backlogs across trust, mental health and community services
o record levels of demand for urgent and emergency care
o growing admissions for mental health and long COVID pressures
o continuing additional infection control measures restricting capacity
o a reducing number of staff self-isolating
o high levels of summer leave, including time-off that was postponed earlier in the pandemic.
• these pressures will probably intensify in the coming months as the services contend with continuing COVID-19 infections 2(delta),
expanded flu campaign, and dealing with what is expected to be one of the most difficult winters the NHS has ever faced.
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• The Trust continues to rely heavily on expensive private beds, albeit we have seen reducing trends in the past few months. In M4, it
was identified that the Greenwich bed activity in Hayes Grove have not been fully accounted for in previous months. This UEA catch
up correction has been partially offset by other one-off adjustments, resulting in circa a £0.2m upside to the position in M4,
including:
o Credit notes for rent charges at the Kidbrooke Centre relating to prior years, £108k;
o Invoices relating to Complex Care charged to the acute UEA bed lines in previous months and now moved into the Complex
Care directorate £118k;
o Income for vaccination programme of £70k, where expenditure was already reflected in previous months;
o Historic invoice from Bevan and Brittan relating to prior year that was queried and has now been cancelled £40k;
o Correction on a VAT charges on a procurement invoice £40k.
o Catch up on Greenwich Hayes Grove activity £230k
M4 YTD

• The H1 draft settlement with the ICS included a 2.6% efficiency requirement for Oxleas. This translates into a £5.1m savings for the
first six months. Without any robust plans in the short term, we have relied on non-recurrent schemes such as vacancy factor and
delayed recruitment into new programmes to be able to meet the efficiency gap. In month 4 the target has been met nonrecurrently by the underspend position.
• Agency spend was 41.0% below the NHSI assigned threshold. We expect temporary staffing overall to increase as we address
waiting list issues and recruit temporarily, where possible, to the new funding streams pending permanent recruitment.
• Given the M4 YTD £2.4m surplus we have completed a H1 forecast. We anticipate a break-even position (excluding profit on asset
sales) at the end of H1 given the return of the £3.6m Covid top up monies to the ICS mentioned above. We anticipate increased
expenditure from recruitment to new monies posts plus non recurrent spend to reduce waiting times and “getting the basics” right
which will impact in H2. In order to fund this timing difference in expenditure we will be deferring new monies income from H1 into
H2.
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365 Overview continued….
Financial

CIPs

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

Risks

The risks are currently being redrafted and will be updated pending Business Committee review and approval in August. Initial review
was carried out by the Committee in July and they agreed the rescoped and rerated risks however some wording changes were
requested.

Capital

For 2021/22 the Trust has negotiated a capital envelope from SEL ICS of £17.44m. This is supplemented by £450k profits from the sale
of Murchison Avenue, to give a plan of £16.99m for the year. The sale was completed on the 14 May 21. YTD expenditure is currently
£3.64m, which is £0.52m lower than the YTD plan, primarily due to slippages within the IT programme. Meetings arranged with the IT
departments to stress the need to come in on plan in the IT capex. Further potential slippage has also been identified, as £1.27m of
planned works at Green Park House are currently at risk due to delays in obtaining approval from the PFI provider.
The Trusts is currently in discussion about future capital allocations with its ICS partners. Although the amount allocated to the ICS for
next year has not been finalised, initial plans indicate that there may be a shortfall of £90m across the ICS for 2022/23. A number of
options to allocate the funding across the ICS have been discussed. These include using the relative size of each trust, previous capital
expenditure or identifying critical projects as the basis for allocation.

Cash

BPPC

Total cash held was £114m compared to a plan of £90.4m. The increased cash balance is due to accrued expenses (including £4.7m for
Provider Collaboratives) being higher than planned and the Trust delivering a surplus of £2.4m instead of a break-even position, as
planned. Once the Trust has allowed for future capital commitments, it will hold a cash reserve of c£24m. This reflects the cash buffer
required to ensure the Trust is able to support and manage its day to day operations (salaries, creditor payments etc.) for an
approximate 2 month period and not experience issues with liquidity. It should be noted that this was prior to the Trust becoming the
host for Adult Secure Services for South London. The Business Committee has asked the Trust to revisit the cash buffer in light of this.
The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a valid invoice. The percentage
of invoices by value which were paid in July improved marginally by increasing to 92% from 91% in June. The percentage by volume
remained the same at 94%.
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366
Statement
of Comprehensive Income

• Income: £0.2m ahead of plan
• The key driver for the positive variance is the
Provider Collaboratives inflow income for activity
commissioned by North London PC in our bed base
• Actual income position includes the new funding
streams – SDF, SR and MHIS for 21/22 financial
year. This is £12m for the year
• Pay: £3.6m 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.
We saw a few posts in the position in M4 and
anticipate majority of the staff will be in post by the
end of September 2021. The recruitment market is
very limited at the moment as every other provider
is trying to recruit from the same pool.

For July 2021 the Trust delivered £1.1m deficit, YTD £2.4m surplus. This is £2.4m
better than the breakeven plan. The key drivers for the YTD position are
underspends in the following programmes – Covid spend; Service Development Fund
(SDF); Spending Review (SR) and 2021/22 MHIS allocation. Year to date Covid
spend is £1.2m vs a YTD Covid allocation of £4.1m. We have agreed with the ICS to
return £3.6m of the H1 allocation of £6.1m Covid top up monies as a combination of
slower planned recruitment to the new monies and reduced Covid spending in H1
has resulted in a significantly higher surplus than planned. Should the Trust see an
increase in spend in future months the ICS has agreed to fund this. This position
includes profit on asset sales for Murchison Avenue. (Sale proceeds £922k, carrying
value £450k, profit on sale £472k). In addition, there were a number of in-month
one-off benefits and costs that had a £0.2m net improvement to the position. This is
set out in the details below.

• The overall pay spend is in line with expected run
rate excluding the new funds.
• Non-pay: £0.6m underspend
• This is driven by the unallocated funds. This is also
being offset by the CIP target which is being met
non-recurrently by the overall Trust underspend
position.
• Agency Cap: agency spend now stands at 41% below the
NHSI assigned threshold.
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Statement
of Financial Position

Debt summary
•

Total Trade Receivables stands at £9.7m, an increase of £0.9m from Jun 21 and £5.0m from year end. A
further £0.4m has been received in July.

•

Debt > 90 days £3.4m compared to £4.2m at year end.

•

Material debts that are a cause for concern and / or an area of concerted effort are noted below:
 RBG: £1.2m. We have succeeded in resolving the PO dispute with RBG over the 20/21 Integrated
Therapies service and received £1.2m in July. A further £0.1m relating to other 20/21 invoices has
been received in August. In the meantime, the Finance team are continuing to work RBG’s
commissioners to clear the remaining overdue debt.
 LGT: £0.4m (£0.3m QMH recharges). Discussions were held with LGT to resolve queries including
£2.5m owed by the Trust to LGT over 90 days. We currently have agreement in principle on most of
the items and are working through the remaining debt.
 GSTT: £0.2m QMH recharges queried over activity levels at the CTC. We have been working with
colleagues at GSTT and expect the issue to be resolved soon.
 Bridges Healthcare Services: £0.3m. Debtor entered into voluntary liquidation.
The Trust is
currently liaising with its solicitors to obtain Counsel’s opinion on the case. An update is expected in
October as to whether the Trust has recourse for losses incurred

Payments
The 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 value which were paid in July improved marginally compared by
increasing to 92% from 91% in June. The percentage by volume remained the same at 94%.
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Capital Investments
QMH Redevelopment
Foxbury: Discussions still ongoing regarding Phase 3 extension of ward.
Demolition of A Block: No change. Options appraisal has been submitted,
examining demolition verses refurbishment, Feasibility to relocate Pinewood
House, provide a training suite and diagnostic centre being examined. SLP
Program manager completing capacity gap analysis for diagnostic requirements
across our sector
Alliance Medical: Construction has started on site, due to some design delays
the completion date has moved out to Sept 2021
Theatres: Phase 3 works complete on 6th August and moving to phase 4
A Block Asbestos Strip Out: Strip out work has commenced
Creation of New Storage Facility: Ready to let.
New Contemplation room and conferencing suite: In Design
Reroof of D Block: Ready to let.

Key Highlights
For 2021/22 the Trust has negotiated a capital envelope from SEL ICS of £17.44m. This is
supplemented by £450k profits from the sale of Murchison Avenue, to give a plan of £16.99m
for the year. YTD expenditure is currently £3.64m which is £0.52m lower than the YTD
plan, primarily due to slippages within the IT programme. Further slippage is expected over
the course of the year, as £1.27m of planned works at Green Park House are currently at risk
due to delays in obtaining approval from the PFI provider. Meetings arranged with the IT
departments to stress the need to come in on plan in the IT capex.
Discussions are already underway regarding future capital allocations across the SEL ICS,
particularly as there is expected to be a £90m shortfall in total capital allocation to the ICS
for 22/23. The Trust is continuing to discuss, with its ICS partners, a number of options to
apportion the capital allocation across the ICS, in a fair and equitable manner.
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Risk Register

The Business Committee reviewed and approved recommendations for the 6 live risks. There are a number of amendments requested. These will be made and
tabled at the August Committee for ratification.
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 CYP: £713k underspend YTD
Income was slightly adverse this month due to a time-lag in billing for new services such as music therapy and speech and language therapy. A
further reconciliation will be carried out at the start of the academic year in September when contracts are updated. Pay underspend is largely due
to vacant shifts and the new funding made available to the directorate. Progress is being made with at least 25 recruitment requests currently in
progress. In addition, the directorate is in receipt of HEE funds that are yet to be recruited into. Further work is being carried out to properly align
budgets within the directorate non-pay. We anticipate this will move some of the non-pay underspend into the pay line.
 Forensics: £194k overspend YTD
The position is largely driven by use of temporary staffing cover for medical vacancy, staff sickness as well as managing increased seclusion
observation. Following successful recruitment activity, the service has now secured substantive medical cover expected to start in October 2021.
In addition, non-pay overspend is largely driven by catering, horticultural training as well as furniture costs. This is however offset by income
over-performance in Overseas patients, on the average the service is continuously running at c. 90% capacity.
 South London Partnership (PCs)/Complex care: A year end reconciliation will be varied out for these service lines at the end of the year
and the surplus/deficit is a three way split between the SLP trusts. For further details refer to Appendices 5 & 6 below.
 Prisons: £443k underspend YTD
The position is driven by Income received (from NHSE/I) in relation to various contract variations for which corresponding expenditure is now
being fully incurred. These include the Mental health uplift, Elmley Pharmacy, Pharmacy robot (Wandsworth and Kent clusters) etc.
In-month, Drugs and Escort & bed watches costs increased significantly compared to prior months' trend within the Greenwich cluster. This was
driven by a patient who broke his leg after accidental fall within the prison which required surgery and extended stay in hospital due to
complication of wound and type of Injury. The service was able to facilitate earlier return through use of disabled cell facility in the prison with
social care and nursing support on site. There was also, significant increase in Nursing training cost within same cluster. Vacancies across the
clusters are being covered with temporary staffing. The financial impact of this is managed through a more efficient rostering system; although
cost is relatively higher in-month due to required annual and maternity leave cover.
 Adult LD: £387k underspend YTD
Income is £33k higher than previous month primarily due to an increase in chargeable additional observations within Atlas House and billing
based on actual activity rather than block in Greenwich Long Term. In month pay spend is £32k lower than last month, the largest movement
being within nursing in Atlas House and Bromley Complex Physical Health due to leavers. YTD underspend is due to Nursing, AHP and SaLT
vacancies. Non-pay spend is £3k higher than previous month, increase relates to stationery and FP10s. YTD underspend is due to reserves,
patient expenses and office expenses.
 Greenwich: £633k overspend YTD
Income is £42k lower than 3 months average due to deferral of Survivor project income (£133k). Income YTD adverse variance is mainly due to
Oaktree Lodge and MSK. Pay is £110k higher than the past 3 months due to higher spend on Nurse Bank within Avery, TARN due to specialing
and MHAS due to higher sickness and annual leave. Non-Pay was £62k higher than the last 3 months average due to invoice for Newton
Diagnostic CCG and RBG cost (£90k) offset by £51k reduction on TARN UEAs spend. The average bed over-utilisation above the agreed reduced
bed base for the past 4 months is 1,170 OBDs which equates to 10 beds.
 Bexley: £294k underspend YTD
The underspend position is largely driven by income generating beds. The income run rate appears to be slightly lower than the 12 month
average however, this is still out-performing the income target. The main income reduction in month 4 relates to Wound care which has an
offsetting expenditure underspend in non-pay. Pay spend was circa £50k higher than the 12 month average with notable increases in bank. Initial
analysis points to the additional funding and waiting time initiative fund made available to all directorates. The following non-pay spends were less
than expected; pathology; provisions and catering costs.
 Bromley: £275k underspend YTD
Income was on trend comparing to the past 9 months. Income is driven by out of area activity Non-BBG UEAs. This income is offset by higher
non-pay costs. Pay is on trend. Non-Pay is £15k lower than 3 months average due to S31 risk share credit . The average bed under-utilisation
below the agreed reduced bed base for the past 4 months is 440 OBDs which equates to 4 unoccupied beds.
 HQ Services: £510k underspend YTD
The underspend is driven by vacancies; the majority of which are likely to be recruited to in due course. In addition, Estates and facilities is
underspent due to prior year related general rate rebate received in M1 as well as current and prior year (M9-12) related vaccination 9hub income
billed in-month.

371
Appendix
2 – Agency Analysis

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

•

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

Higher bank spend reflects increasing levels of
acuity and observations in our in-patient wards.
We have also seen activity in some services
returning back to the levels seen pre-COVID as
well as other services experiencing significant
increases in activity.
Sickness and staff isolating due to covid-19 has
played a part in the run rate increases

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
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Monthly spend by cost category
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5 Provider Collaboratives
374

13

Appendix
6 Complex Care
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Appendix
7: Forecast
376

Given the M4 YTD £2.4m surplus we have completed a H1
forecast. We anticipate a break-even position (excluding
profit on asset sales) at the end of H1 given the return of the
£3.6m Covid top up monies to the ICS mentioned above. We
anticipate increased expenditure from recruitment to new
monies posts plus non recurrent spend to reduce waiting
times and “getting the basics” right which will impact in H2.
In order to fund this timing difference in expenditure we will
be deferring new monies income from H1 into H2.
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Appendix
8: Cash Bridge
377

Cash balances
Cash balances were £23.6m higher at M4 than planned. This was due in part to the Trust achieving a YTD
surplus of £4.8m, compared to the planned break-even position and due to higher than planned accrued
expenses, including £4.7m for the Provider Collaborative, £1.6m for rent and rates and £0.7m for UEA
charges.
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Board of Directors
2 September 2021

Item
Enclosure

16
-

Report Title
Update from the Partnership Committee
Author
Susan Owen, Risk and Governance Manager
Accountable Director Jo Stimpson, Non-executive Director and Chair of the Partnership Committee
Ify Okocha, Interim Chief Executive
Confidentiality/
N/A
FOI status
Report Summary

The Partnership Committee last met on 10 August 2021, and highlights are summarised
below. The committee next meets as committees in common on 15 September 2021
and the next trust meeting is on 12 October 2021.
ICS developments
The committee received an update on the positive outcomes from One Bromley, but
noted the need for greater clarity on the financial aspects of the ICS.
South London Provider Partnership
The focus will be on the next steps on provision for eating disorders and personality
disorders, and workforce challenges. The CAMHS workstream is focusing on national
improvements and outputs, including crisis services. In forensics, the focus is on flow,
with female patients with personality disorder are driving PICU admissions. The
committee noted the work being undertaken by the community provider, ALD and CYP
networks; there will be more focus on this at future meetings.
Oxleas and LGT partnership – the benefits of closer working
The committee received a paper on the next steps on partnership working between
Oxleas and Lewisham and Greenwich NHS Trust (LGT). There are number of pathways
we can work together to improve for the benefit of our patients.
Section 75 agreements
The Bexley 75 agreement has been delayed due to the pandemic and the need to
consider this in light of the service directorate re-structure. The agreement will cover
services other than mental health and there will be no pooled fund or risk shares. The
plan is for the agreement to be sent to our legal advisors in September, and then for
the final draft to be presented to the Executive Team in October and the Board of
Directors in November.
The Greenwich agreement covers mental health services only. Negotiations are moving
to a conclusion and it is anticipated that this will be in place for October 2021.

What is the
purpose of
bringing this

In Bromley, an independent consultant has been appointed to undertake a review and
it is anticipated that the outcome will be available by December 2021.
To note
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paper to the
Board meeting?
Eg for
information/for
decision etc
Recommendation For the Board of Directors to note.

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

The work of the Partnership Committee links to Building Block five: Effective
partnership working, as its remit is to develop and review plans in respect of
new and existing partnerships and ensure that effective governance
arrangements are in place.
1984 – SE London ICS Financial risk (Revenue & Capital)
1914 – Local authority contracts for integrated and embedded services

The Partnership Committee will consider how new and existing partnerships
will improve the quality of care provide by the trust and the SLP
The Partnership Committee will consider the financial impact of existing
partnerships, and financial risks of entering into new partnerships
The Partnership Committee will ensure that new and existing are in line with
the equality and diversity priorities of the trust
The Partnership Committee will consider how new and existing partnerships
will improve patient, carer, and staff safety / experience; and the workforce
implications of partnerships
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Board of Directors
2 September 2021

Item
Enclosure

17
-

Report Title
Infrastructure Committee Minutes (Meeting 17 August 2021)
Author
Suzanne Shale – Non-Executive Director
Accountable Director Rachel Evans – Director of Estates & Facilities
Confidentiality/
FOI status
Report Summary

Highlights of the discussions at the 17 August Infrastructure Committee are
provided below.
•

ICS capital programme: Concerns were raised regarding the approach
to funding allocation going forward, as our capital expenditure is now
restricted by the ICS capital allocation and the allocation mechanism is
still being negotiated. The DoF and the Directors of Informatics and
Estates, Infastructure Committee chair and Infastructure Committee
NEDs will convene a ‘rapid response group’ when required to help
formulate the Trust’s response to the emergence of developing plans in
the ICS.

•

A proactive 3 year programme of ligature management works was
approved. The Committee noted that this programme aimed to keep us
‘ahead of the curve’ on environmental ligature improvements.

•

The Committee received the first estates compliance report, noting it
improved the Committee’s assurance processes.

•

The committee approved the procurement of a renewed Rio contract
and renewed Telecoms contract. It was noted that Servelec, the Rio
provider, was increasingly responsive to customer needs.

•

The need for the Trust’s Green Plan to be completed and agreed by the
Board by January 2022 was discussed. The plan is a significant piece of
work, part of the NHS commitment to meet net zero by 2040 with an
interim goal of 80% reduction by 2032. A draft will come to the
Infrastructure Committee in October for detailed discussion. Concerns
were raised about the absence of capital funding provision for carbon
reduction in the ICS’s capital programme.

•

The following new risks were added to the risk register
o Ageing estate
o Achieving Carbon Zero
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•

o Cyber Risks
It was agreed that the carbon zero and cyber risks should also be added
to the Trust BAF

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

To note and to approve.

Recommendation

The Board is asked to note and approve the updates from the Infrastructure
Committee

Link to trust strategy

Estates and IT infrastructure underpins a number of the trust strategy
priorities.
Link to Board
Two new BAF risks have been proposed: meeting the carbon zero goal and
Assurance Framework cybersecurity.
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

The aspiration to deliver high quality environments across our Estate and make
best use of digital technology.
Future capital expenditure has to fall within the sum allocated by the ICS,
according to a formula yet to be agreed
We need to remain alert to the risk of digital exclusion as we design and
implement digital engagement. We will need to assess the equality impact of the
future Green Plan.
The development of the ICS digital strategy should, over time, lead to a more
cohesive digital patient offering across SEL. The Green Plan may have implications
for all these groups.
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Board of Directors
2 September 2021

Item
Enclosure

18
18a&b

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

Workforce Committee Update – August
Rachel Clare Evans, Director of Strategy and People,
Nina Hingorani-Crain, Non-Executive Director
N/A
The meeting took place on 26 August. The meeting was postponed from
July because of sickness.
The Committee heard that good progress had been made in relation to
ensuring that locum medical staff have appropriate access to RIO. Staff are
now letting IT know in good time about the need for RIO access and this is
making a difference.
Medical Revalidation
The Committee noted the Medical Revalidation paper, which is attached
here for the Board’s information. The Committee heard about the rigorous
processes in place for medics as part of the national system. There was a
need to keep an eye on the number of appraisers due to attrition. This is
being kept under review.
Agile working
The Committee commended the excellent agile working documentation
and noted that the new policy had been launched in early August.
Questions were asked about the way in which consistency would be
achieved between different teams who do similar work. The team advised
that manager sessions were being introduced to assist with consistency and
that there would also be peer-to-peer reviews to flush out any areas of
inconsistent practice.
The Committee reflected on some of the challenges of joining a new team
when working in an agile way, as well as the challenges for sharing
information and expertise. Committee members reflected on the need to
create regular touchpoints within teams for this purpose.
The needs of disabled staff were highlighted and the engagement by the
team with the Disability Network was praised. There was additional
information to circulate about reasonable adjustments and how this
worked in the context of agile working.

383

The Committee reflected that while many staff had worked in different
ways over the last 18 months, there was still some way to go before we
were properly agile in our approach. Healthcare staff remain constrained by
stricter rules than those that apply to the wider population.
Questions submitted by Non-Executive Directors in advance around
consistency, use of technology and team charters were discussed, together
with the helpful responses that had been provided by the team.
It was agreed that Agile Working would return to the Committee in January
to review progress.
Ultra-Low Emission Zone (ULEZ)
The Committee supported the proposal on Ultra-Law Emission Zone. This
involves the costs for staff who needed to use their vehicles for work
purposes being reimbursed for 12 months while they worked through
alternative, less-polluting solutions.
The Committee noted that the approach was in line with the approach
being taken by other Trusts in the area. The equality impact of the
approach was considered and it was agreed that it would be important to
ensure that staff with disabilities would not be adversely affected.
Workforce Disability Equality Standard & Workforce Race Equality
Standard
The Committee noted the areas of good practice as well as the areas where
there would be an increased focus over the coming year. The Committee
noted that, due to the timing of the staff survey, the impact of the Building
a Fairer Oxleas (BAFO) work would not yet have started to affect those
results which are based on staff survey data.
There had been a number of deep dives, including with NEDs, to
understand more about the WRES 3 disciplinary data as this had worsened
since last year. There was a robust programme of work underway to ensure
that early improvements would be noted – this was a key priority. Oxleas
would be working with the NHSI / E Vanguard programme to drive
improvements.
The micro-aggressions film had been well-received by staff as part of a
programme of visits to teams that had led to a structured and engaging
discussions. There was an ambitious programme of visits to teams to talk
this through as this has been shown to be the best way of raising the profile
of our BAFO work.
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Terms of Reference
The updated Terms of Reference were agreed, subject to small changes.
The Terms of Reference are included here for the Board’s endorsement.
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

For noting and approval.

Recommendation

The Board notes the issues discussed at the Workforce Committee and
approve the new Terms of Reference.

Link to trust strategy

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

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

Ensuring that we have the right staff in the right place at the right time, who
are supported in the right way, is vital for the quality of our care.
Programmes to increase staff morale and retention aim to have a positive
effect on use of resources through less bank and agency use and cost of
recruitment.
Many of the papers considered at Workforce Committee – particularly
around Building a Fairer Oxleas, have a direct impact on equality and
inclusion for staff within Oxleas.
Direct impact on staff experience and outcomes, which directly affects our
quality of care.
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Revalidation Report 2020/21 Appraisal Year
Background
Medical Revalidation was launched in 2012 by the General Medical Council (GMC, the
medical regulatory body) to strengthen the way that doctors are regulated, with the aim of
improving the quality of care provided to patients, improving patient safety and
increasing public trust and confidence.
Revalidation is the process used to renew the licenses of registrants. Without it, a registrant
is unable to practise. The Revalidation process is set out by the GMC and involves an annual
appraisal, consideration of complaints and incidents, membership of a peer group for case based discussions and a multi-source feedback review. Revalidation for medical registrants
is required every 5 years.
Lack of competency and poor registrant practises are managed via internal Trust
mechanisms (such as monitoring of complaints) and policies, for example, see Oxleas’
Professional Standards Policy for Medical Staff. Poor and unacceptable practise by a
registrant can be escalated to the GMC at any time. The GMC then investigates via its
Fitness to Practise processes which can result in action being taken against a doctor’s
registration.
Organisations have a statutory duty to support their Responsible Officer in discharging
their duties under the Responsible Officer Regulations and it is expected that the board will
oversee compliance by:
•

monitoring the frequency and quality of medical appraisals in their organisation;

•

checking there are effective systems in place for monitoring the conduct and
performance of their doctors;

•

confirming that feedback from patients is sought periodically so that their views can
inform the appraisal and revalidation process for their doctors; and

•

ensuring that appropriate pre-employment background checks (including preengagement for locums) are carried out to confirm that medical practitioners
have qualifications and experience appropriate to the work performed.

The Impact of the Covid Pandemic on Medical Appraisal
In March 2020, Professor Stephen Powis, National Medical Director at NHSE, wrote to all
NHS Trusts to strongly recommend the suspension of medical appraisals during the covid
crisis. NHSE subsequently suggested that appraisals could be re-started by Trusts over the
Autumn and Winter of 2020/2021, with an emphasis on the welfare of the appraisee and a
reduced requirement for supporting data.
Oxleas appraisals scheduled for the six months from April 2020 were thus recorded as
“approved missed” with no expectation that they will be conducted at a later date.
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Appraisals re-commenced in October 2020. These responses to the pandemic by Oxleas
were the same as by similar Trusts across London.
The requirements for supporting data remain reduced, as recommended by the Academy of
Medical Royal Colleges. Opportunities to obtain feedback from patients have dwindled due
to on-line working and the Trust has reported that the level of feedback received is much
reduced from pre-covid levels. Therefore, the quarterly audit of appraisal completeness has
been suspended.
Numbers of doctors employed
On March 31 2021, Oxleas employed 215* doctors, 40 of whom were doctors in training
[excluding GPVT & FY**], 146 were consultants and non-consultant grade doctors and a
further 29 were bank and locum doctors of various grades.
Doctors in training are subject to separate revalidation arrangements, monitored by Health
Education England – London and South East (LaSE).
* The number of doctors connected to a designated body fluctuates with starters, leavers and vacancies
**GPVT & FY Trainees are employed by another Trust and seconded to Oxleas

Governance Arrangements
The appraisal lead meets with the revalidation and appraisal team monthly to manage the
allocation of appraisers, to respond to queries and to escalate any concerns.
The list of doctors with Oxleas as their designated Body on the GMC database (GMC
Connect) is updated by the revalidation support officer in liaison with medical staffing
colleagues to reflect starters and leavers. This is audited quarterly by the head of medical
staffing.
Usually, but not during the pandemic, half of appraisals are audited quarterly for
completeness by the appraisal lead.
SARD
The Strengthened Appraisal and Revalidation Database (SARD) is the system used for
medical appraisals by the trust. SARD is an intuitive web based electronic platform that is
accessible to both appraisee and appraiser and enables doctors to compile an online
appraisal portfolio and complete their appraisal. Each directorate has an appraisal
compliance dashboard that is available to the clinical director or lead doctor.
Pre-covid, data used as supporting information for individual doctors included: professional
development activities, compliments, complaints, serious incidents, sickness absence,
Mental Health Act compliance, performance, IfOx data about clinical activity and multisource feedback, including both patients and colleagues.
Policy and Guidance
The Trust has a Medical Appraisal and Revalidation Policy, available on the Trust
intranet. There have been no recent changes to this policy. It was reviewed in 2019.
Guidance and other support is available via the revalidation team. Additionally, the team
circulates a six-monthly newsletter to all non-training grade doctors containing national
2
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updates and local developments.
Medical Appraisal 2020/2021
The medical appraisal year runs from April to March. The number of doctors requiring
appraisal by Oxleas (their Designated Body) in the 2020-21 appraisal year was 134, of which
65 were recorded as ‘approved missed’ because of the covid crisis, and a further 9 were
approved missed in the months from October to March 2021.
Total number of appraisals conducted meeting criteria for timing of completion – 58
Number of approved missed appraisals – 9
Number of unapproved missed appraisals - 2 (both of these have now been completed)
Number of doctors in remediation and disciplinary processes – 0.
Appraisers
Appraisals are a space for reflection and formative review; they are conducted in Oxleas by
trained peers. NHSE and national guidelines are clear that the appraisal process is not meant
to be used to address issues around a doctor’s competence; These are managed by other
systems and processes. However, each medical manager for all aspects of an appraisee’s
work (including medical work outside Oxleas) is asked to contribute a report to the annual
appraisal.
There are currently 65 trained appraisers in the Trust, 59 of whom are actively appraising.
Appraiser meetings are usually held twice-yearly to offer appraisers support including peer
review and calibration of professional judgments. During the last year, the appraisers’
meeting in April 2020 was cancelled because of the covid crisis. At the meeting in October
2020, the topics included the Oxleas experience of the pandemic and a clarification of the
“Must-haves” in each appraisal despite the reduced expectation for supporting data.
Oxleas encourages Consultants and other colleagues in non-training grades to undertake
appraiser training, paid for by the Trust. New appraisers are offered support by the appraisal
lead with their first appraisal(s).
Quality Assurance
For the appraisal portfolio
Each doctor has a list of items that colleagues doing similar work have agreed should be
made available and discussed at appraisal. This constitutes the appraisal data set in their
SARD portfolio. Appraisers are responsible for the review of the appraisal folders of each of
their appraisees. This validates the pre-appraisal declarations and supporting information.
Appraisers should ensure that the written account of the appraisal reflects any key items
identified pre-appraisal as needing discussion.
For the individual appraiser
Appraisers are expected to reflect on appropriate continuing professional development and
keep a record of their participation in appraisers’ meetings.
Doctors receive an automated request to complete a feedback questionnaire about their
appraisal. This is collected by SARD and responses are pooled to form learning points for the
development of all appraisers. The overall report of the experience of appraisal by Oxleas
3
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doctors for 2020 - 21 is very positive. The report combines the feedback from 55 feedback
forms on the performance of 67 appraisers, who conducted 66 on-line appraisals between
31/3/20 and 1/4/21. There were high levels of satisfaction with the conduct of appraisals.
For the organisation
Feedback from doctors about the SARD system and administration is collected and
collated to allow for system review and upgrade.
Workshops are offered every six months for doctors who are new to using SARD, or who
would like to develop their appraisal-related skills.
Before a revalidation recommendation is made, the doctor’s appraisals, usually five,
are reviewed by the Responsible Officer Advisory Group (the head of medical staffing, a nonexecutive director and the medical appraisal lead) to confirm that the number and quality of
appraisals is satisfactory and that the doctor has completed and discussed their multi-source
feedback during the 5-year revalidation cycle. The conclusions of the group are passed to
the Responsible Officer.
Quality assurance using ASPAT (Appraisal Summary and PDP Audit Tool) scores.
Pre-covid, half of Oxleas appraisals were audited for completeness using the ASPAT, the
NHSE appraisal audit tool. The ASPAT score is solely a measure of the quality of the
appraisal, in terms of the documentation of the appraisal meeting, including the evidence
seen and discussed; the quality of the personal development plan; and appraisal outputs
mapped to GMC requirements. The maximum ASPAT score is 46.
The appraisal lead has analysed the pooled ASPAT scores for the four years April 2016 to
March 2020 to ascertain if there were differences in the average score for appraisees by
ethnicity or gender. The results are presented below. It is reassuring that there were no
differences in the quality of appraisal, as measured by the ASPAT, by ethnicity or gender,
apart from a marginal difference between men and women which is probably insignificant.
Total number of doctors whose appraisals were audited during 2016 - 2020 = 134
Total number of appraisals audited over the four years = 243
Average score for each appraisal = 38.0
Average ASPAT scores for 243 Oxleas appraisals by ethnicity and gender of the appraisee.
doctors
Asian
Black
White
Ethnicity unknown

54
15
56
9

appraisals
audited
100
28
106
-

Men
Women
Gender unknown

46
75
13

94
135
-

Average ASPAT
score
38.3
37.6
37.6
37.0
38.5
4
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Security and Confidentiality
All patient identifiable data is removed before documents are uploaded to appraisal
portfolios. This is emphasized to all users of SARD because documents cannot easily be
removed from a completed appraisal once it has been “locked” and archived.
Revalidation recommendations to the General Medical Council, April 2020 - March 2021
The GMC criteria for revalidation are that the doctor should have 5 appraisals during the
five-year revalidation cycle, plus a multisource feedback (“360 appraisal”, MSF), within the
cycle which has been discussed at their next annual appraisal. If a doctor needs more time, a
request for deferral for a maximum of one year can be made; deferral is a neutral act.
Within these requirements, decisions on an individual level are left to the discretion of the
Trust. Oxleas requires that doctors should be able to show both their appraisal record for
the last five years and evidence that their MSF has been discussed at appraisal. This can be a
challenge within a five year cycle because collecting the patient feedback can be delayed
with some patient groups – e.g. those who are only in the service for a very short time.
Number of doctors due for recommendation
In the 2020-201 appraisal year, twenty doctors were under notice (see Glossary) for
revalidation, although they were all automatically deferred for a year by the GMC as a
response to the covid crisis. Nonetheless, the Responsible Officer Advisory Group decided to
revalidate where possible.
Recommended for revalidation without delay:
Fourteen doctors were recommended for revalidation.
No recommendation made for revalidation and already deferred by GMC:
Six doctors had no recommendation made because they had insufficient
information/evidence for a recommendation to be made. Five had either not gathered their
multisource feedback, or it had not yet been discussed at their appraisal. Gathering this
feedback has been exceptionally difficult during the pandemic, which has limited contact
with patients. One doctor had only recently joined the Trust, and due to her automatic
deferral has another year to gather supporting evidence from her time in Oxleas.

GLOSSARY

Approved incomplete or missed
appraisal
ASPAT

The appraisal has not been completed according to the
parameters of a completed annual medical appraisal, but the RO
has given approval to the postponement or cancellation of the
appraisal.
Appraisal Summary and PDP Audit Tool - NHSE appraisal audit
tool. It has 25 items, two of which are optional. Appraisals in
Oxleas are thus audited against 23 items.

5
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Completed appraisal

DB, Designated Body
Deferral

FY
GMC
GMC Connect
GPVT
HEE
NHSE
Prescribed connection

RO, Responsible Officer
ROAG, Responsible Officer
Advisory Group
SARD
Unapproved incomplete or missed
appraisal
Under notice

A completed annual medical appraisal is one where the
appraisal meeting has taken place between 9 and 15 months of
the date of the last appraisal, the outputs of appraisal have
been agreed and signed-off by the appraiser and the doctor
within 28 days of the appraisal meeting, and the entire process
occurred between 1 April and 31 March.
The organisation that a licenced doctor has a professional,
educational or employment connection with that provides them
with support for revalidation.
A recommendation to defer is a request for more time for the
RO to make a revalidation recommendation, for example, to
allow the appraisee more time to collect evidence. Deferral is a
neutral act.
Foundation Year medical trainees, ie doctors post-qualification
but only provisionally registered with the General Medical
Council
General Medical Council
The GMC's electronic interface which includes the national
revalidation database
General Practice Vocational Training trainees
Health Education England
NHS England
Every doctor in the UK is required to have ONE prescribed
connection to a designated body. Prescribed connections are
defined and set out in the RO regulations in a specific hierarchy
which determines the priority and order in which they are
considered. Doctors are automatically linked to the highest
priority designated body.
The doctor who makes the revalidation recommendations to the
GMC for each designated body.
Reviews and assesses medical appraisals to quality assure
revalidation recommendations made by the RO. In Oxleas, this
comprises the Head of Medical Staffing, a Non-Executive
Director and the Medical Appraisal Lead.
Strengthened Appraisal and Revalidation Database - The Trust's
medical appraisal database
The appraisal has not been completed according to the
parameters of a completed annual medical appraisal, and the
RO has not given approval to the postponement or cancellation
of the appraisal.
Four months before a doctor's revalidation date, the GMC
places them under formal revalidation notice. A
recommendation can be made at any time during this notice
period.

6
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People Committee
A sub-committee of the Board of Directors
Terms of Reference
1. Aim
1.1

The People Committee is to have strategic oversight over, and
provide assurance to the Board, on matters relating to the
structure, capability, capacity, development, experience and
engagement of the people working in Oxleas and its culture.

2. Scope of Responsibility
2.1

To oversee the implementation of the Oxleas’ People plan and
strategy

2.2

To report monthly to the Board of Directors on people issues,
highlighting identified risks and emerging risks for escalation to
the Board Assurance Framework.

2.3

Develop, monitor and review the People Committee risk register.

2.4

Accept risks raised by People sub-groups that require a higher
level of scrutiny and attention.

2.5

Highlight potential risks for People sub-groups to consider and
address.

2.6

Support and develop professional workforce plans to meet the
needs of current and future service provision.

2.7

Oversee the development and implementation of People
productivity measures to provide assurance that the workforce is
managed as productively as possible.

2.8

Receive reports and plans from the following sub-groups
Equality & Human Rights sub-group
Learning & Development sub-group

2.9

To review compliance with key workforce indicators including
mandatory training, appraisal, supervision, performance,
vacancy, absence, European Working Time Directive
compliance, agency usage and turnover.

2.10

Assure the Board of Directors that workforce terms and
conditions, systems, processes and practice
Contribute to the strategic objectives of the Trust
Meet CQC registration requirements
Address identified risks
1
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3. Key Organisational Priorities
The People Committee will develop or contribute to the following key
organisational agendas a. Trust Strategy 2021 - 2024
b. Trust People Plan
c. Nursing Strategy
d. Medical Workforce Strategy
e. Therapies Workforce Strategy
f. Equalities and Human Rights Strategy, including WRES &
WDES
g. Health and Safety Strategy (as appropriate)
4. Key CQC Registration Outcomes (some shared with other Committees)
Regulation 5 – Fit and Proper Persons
Regulation 12 – Safe care & treatment
Regulation 15 – Premises and Equipment
Regulation 18 – Staffing
5. Sub groups
5.1

The following subgroups will report to the Workforce committee
Equality & Human Rights sub-group
Learning & Development sub-group

5.2

The purpose of the Equality & Human Rights sub-group is to
develop and oversee the implementation of the trust’s Equality
and Human Rights strategy and promote an environment that
supports equality of opportunity and access for service users
and staff.

5.3

The purpose of the Learning & Development sub-group is to
provide strategic clinical oversight to the provision of training in
Oxleas. The group oversees mandatory & essential skills
standards and reviews and agrees annual priority learning plans
in line with the wider trust priorities.

5.4

Each sub-group will have its own terms of reference and will
report to the Workforce committee regularly. Where relate to
service provision they will be shared with the relevant quality
committee or service directorate committee.

6. Membership of the Group
6.1

The Workforce Committee will consist of the following members:
Three Non-Executive Directors
Director of Strategy and People
2
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-

Chief Operating Officer
Director of Nursing
Director of Therapies

6.2

The following will be in attendance at the meetings of the
Workforce Committee:
Director of Estates and Facilities
Service Director
Deputy Medical Director
Associate Director of Corporate Affairs

6.3

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

6.4

The Chair of the People Committee will be a non-executive
director

7. Accountability
The People Committee is a Board sub-committee and accountable to the
Board of directors.
8. Frequency of Meetings
The group will meet every two months
9. Agenda Items
Agenda items should be submitted 10 days in advance of the meeting to the
Chair who will subsequently ratify the next agenda.
10. Reporting
The group will report to the Trust Board at each meeting.
11. Lead Director
The Director of Strategy and People is the lead executive director
12. Communication
The Director of Strategy and People will act as the central point of contact for
the group.
13. Review
The terms of reference will be reviewed annually by the group and subject to
endorsement by the Trust Board.
3
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Board of Directors
2 September 2021
Report Title
Author
Accountable
Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

19
19

Report from Audit and Risk Assurance Committee
Susan Owen, Risk and Governance Manager
Steve Dilworth, Non-executive Director and Chair of the Audit and Risk
Assurance Committee
Azara Mukhtar, Director of Finance
Public
The Audit and Risk Assurance Committee last met on 20 July 2021 and highlights from
this meeting are summarised below. The committee next meets on 21 September
2021.
Internal audit update
Fieldwork has commenced on the waiting list audit. The health and safety audit will
conclude prior to the September meeting. Satisfaction surveys will be sent to audit
leads as part of the audit process. There are no overdue recommendations. There is
one high priority recommendation relating to clinical audit documentation and an
update will be presented to the committee in September.
The committee received a historic recommendations and themes report. It was noted
that audits were different in each year so some of the themes are wide ranging.
The committee received a Data Privacy Benchmarking report. The committee noted
the importance of training and awareness, particularly the cultural aspects, such as a
knowledge of what the law is trying to protect or prevent
Local Counter Fraud Specialist (LCFS) update
The NHS Counter Fraud Authority has launched a procurement exercise which is due at
the end of August 2021. This will cover issues such as purchase order compliance, post
event assurance and payment of suppliers. The committee was assured that no issues
have been identified from the National Fraud Initiative (NFI) work.
External audit update
The committee received the Annual Auditors Report and the management response to
the value for money (VFM) review. No significant weaknesses were identified from
the VFM review and only improvement recommendations were made. The review
found that our planning submission and assumptions were robust and reflective of the
current position. The governance elements noted the strong arrangements on Board
Assurance Framework and the robust arrangements in place to respond to Covid-19
and recommendations from the CQC. The Audit and Risk Assurance Committee
endorsed the management response to the Annual Auditors Report and the audit
certificate has since been issued.
Risk register report from the Performance and Quality Assurance Committee
The committee received the risk register report from the Performance and Quality
Assurance Committee (PQAC). The committee holds one significant risk, seven high
risks, eight moderate risks and three low risks. The significant risk relates to wait times,
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and there are a number of mitigations in place. The high risks include responding to
service delivery concerns, prone restraint and demand on services. The PQAC is
confident in the mitigations in place and the oversight arrangements, and the service
re-structure will further improve governance in the long term.
Annual Risk Management Report 2020/21
The committee received the Annual Risk Management Report 2020/21. Between April
2020 and March 2021, the number of risks on the Board Assurance Framework
increased from 11 to 17 but has since reduced to 14, which is within the range
recommended by Grant Thornton in the VFM review. The report demonstrated that
board sub-committee and service directorate risk were refreshed throughout the year.
Annual Legal Services Report 2020/21
The committee received the Annual Legal Services Report for 2020/21. The trust
received 41 new claims in year. Prison services remains the most prolific area,
accounting for 44% of claims received. The number of claims against the trust has
increased year on year since 2016/17, when prisons healthcare became a more
significant part of our service profile. The trust closed 27 claims in year. Of these, 13
were denied, four were admitted, three were settled with no admissions and the
remaining seven did not progress. The total cost of these claims to the public purse is
£275,514. The trust paid £26,000 in excess fees. Legal services expenditure in
2020/21 was £1.275m, a 25% increase compared to 2019/20. The main area of
increase was NHS Resolution contributions.
Policy schedule
The committee received the schedule of trust policies. There are currently 267 trust
policies and the process for ensuring that these are reviewed in time works well.
University Hospital Leicester NHS Trust benchmarking
The committee received the trust benchmarking against the learning from Leicester
University Hospital NHS Trust (UHL). Learning from the review at UHL related to a
number of areas of financial control and governance, including culture and capacity
within the finance function, and the quality and transparency of financial reporting.
Overall, Oxleas is in a good position and has appropriate systems in place.
Policy changes
The committee noted minor changes to the following policies:
• Employee Expenses, Subsistence and Lease Cars: The electric vehicle section has
been updated to include an annual review on the electric charging points which
currently provide free electricity to employees.
• Standing Financial Instructions: removal of competitive tendering for trust banking
arrangements as public sector organisations now bank via the Government Banking
Service (GBS); and removal of Covd-19 addendum as this is now business as usual.

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

Board Assurance Framework
This is covered under a separate item. A full review of the Board Assurance
Framework will be undertaken at the November meeting.
To note.
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information/for
decision etc
Recommendation
Link to trust
strategy
Link to Board
Assurance
Framework
Please summarise
implications in the
report for:
Quality

Finances
Equality analysis
Service
user/carer/staff

For the Board of Directors to note the report.

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

The work of the Audit and Risk Assurance Committee enables the trust to identify risks
and receive assurance on clinical quality and data quality through the internal audit
programme and the value for money review.
Effective policy governance is essential to support the delivery safe and clinically
effective services
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 will support 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.
The VFM review considered policies and culture in relation to decision making.
The risks described in the PQAC report and the Annual Risk Management Report relate
to service user experience, outcomes and safety; and staff safety and well-being.
Workforce policies support staff engagement and patient experience and care planning
policies support service user and carer engagement.
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Oxleas management response to Auditors Annual Report 2020/21
A

Recommendation
The trust should prioritise developing recurrent CIPs
beyond H1 to ensure that you can ensure that
savings can be achieved sustainably

Management response
Agreed. We have now agreed the terms of reference for TPEG. We are however currently working
with a consultancy firm (Moorhouse) re the implementation of our strategy and they have made
some proposed amendments to the TPEG terms of reference. These do not change what TPEG will
consider but propose a change to the membership, to include Service Directors. It is also proposed
to move this to a monthly assurance meeting with directorates held accountable for delivery and a
name change to the Financial Sustainability Group. A new Transformation Group would then be set
up to include updates from other priorities and the full suite of transformation projects.
It is expected that with the new service directorate structures aligned to service lines the
directorates will be better placed to consider waste and unwarranted variation and therefore drive
CIPs.

B

The BAF should be updated to show the inherent
risk score and the risk score after mitigating controls

Currently the Trust has minimal recurrent CIPs identified but these will be pursued with the
directorates across Q2 and 3.
Agreed. However, please note the definitions used by the Trust to differentiate between, initial,
current and target risk rating; we do not use the term inherent risk rating.
•
•
•

Initial rating: The risk at the point when the risk is first opened. This includes a
consideration of existing controls and whether or not those controls are effective.
Current rating: The rating as at the date of the report. This will often be different to the
initial rating; it may have increased or decreased over time depending on progress.
Target rating: The rating we want to achieve once all the controls and mitigations are
embedded, and we have assurance that they are effective.

The initial risk rating has now been added to the BAF report.
C

A full review and refresh of the BAF should take
place to ensure that the number of risks is
manageable and not excessive

Page 1 of 3

Agreed. A full review and re-fresh on the BAF is in progress. Since year end, some risks have been
de-escalated from the BAF, so as 14 July 2021 there are 14 risks on the BAF.
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D

Recommendation
The trust should include a rationale AND next steps
is reported by either the narrative covering the
report or the Integrated Performance Report
comment section for all areas of trust performance
performing below target consistently

Management response
Agreed. For a period during the pandemic, we stood down the Integrated Performance Report and
performance issues were addressed through a combination of the Covid-19 report and the
Operational Report.
The Integrated Performance Report has been re-instated. Going forward, the report to the board
will highlight areas where performance has consistently fallen below expectation and the action to
be taken to address this.
The new directorate structure will help in terms of accountability. The Service Directorates’
Operational Performance Review Meetings will continue to offer the opportunity for a more
integrated and deeper dive into areas of under-performance including quality, operational and
finance.
In the longer term we are looking to change the metrics in the IBR. We are taking a 'bottom up'
approach starting with the quality metrics.

E

The Partnership Committee in Common minutes
should be included in the Board pack and a deep
dive annual review of the committee planned in line
with the governance arrangements for all other
Oxleas Committees that is already well established

Our Partnership Committee is a board sub-committee that also meets as a committee in common
with those of the other SLP trusts. The discussions that take place as a committee in common are
raised with the Board through the Partnership Committee report and the minutes of the
committee, both for when it meets as a trust committee alone or as a committee in common, are
included in the for information pack to Board members.

F

As the SLP and SEL ICS work more closely together
we would expect performance reporting at Oxleas to
also develop and performance on both partnerships
to be reported within Oxleas Board and subcommittee reports

The financial reporting regime for the ICS was suspended during the pandemic. Formal meetings are
now instituted from July onwards (M2 reporting) and the first of these reports, as well as other
important planning papers, have been submitted to the Business Executive for forward transmission
to the Business Committee and appropriate onward transmission to the Board. The SLP finances go
to the SLP Portfolio Board, attended by the CE, DoF, Nursing and Medical Director and then
summary reports go to the partnership committee in common which has NED involvement. We can
consider expanding this wider.
We are aware that the ICS is developing a reporting pack, and once this is operationalised, we can
present and update to the relevant committees, so that we can track our performance against other
organisations.

Page 2 of 3

399

G

H

Recommendation
We recommend that going forwards, if Covid-19
spend continues to be significant, that you work with
South London Partnership (SLP) to undertake
benchmarking and Covid-19 spend

Management response
Benchmarking c19 costs is problematic for a number of reasons. Firstly, the inpatient set up at
trusts are differential, Oxleas benefits from single rooms as opposed to dormitories for patients and
as such did not have to institute social distancing in the same way as SLAM. Also, infection rates in
the community, and thus for the trusts, do vary by borough resulting in different sickness rates.
Lastly Oxleas has been investing in agile working pre pandemic and as a result needed to invest
comparatively less than other orgs who had not. We had access to other orgs C19 spend via the ICS
and there was benchmarking conducted at national and regional level. At ICS level we had the
lowest C19 costs and our returns were never questioned or queried whereas other orgs in London
were queried. We are however setting up new ICS reporting arrangements and we have asked for
comparative C19 costs to be available. For the reasons mentioned above the DoF does not believe
benchmarking will yield results in terms of assessing if our spends are reasonable

We recommend that the SBAR tool developed
internally by the trust to assist in ethical decisions
and certain quality impact decisions be adapted and
rolled out for use on a wider range of decisions such
as those related to finances and savings

This has already been incorporated for decisions and business cases above a risk rating of 12 as
identified in the revised QIA and business case etc guidance

Page 3 of 3
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Board of Directors
2 September 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

20
-

Health and Safety Oversight Committee Update – August
Rachel T Evans, Director of Estates and Facilities
Nina Hingorani-Crain, Non-Executive Director
N/A
The inaugural meeting of the Health and Safety Oversight Committee took
place on 26 August having been postponed from July due to sickness.
The Committee agreed the Terms of Reference and associated diagram that
clarified the oversight and governance arrangements for a broad range of
safety issues.
Health and Safety Annual Report
The Committee received the Annual Report for April 2021 - March 2021
noting the thoroughness of the report and excellent progress made in
rolling out of the new H&S auditing system (i-Auditor). The average Trust
score for all audits was 69% but with a wide range of scores across teams.
The Committee heard how the findings were being addressed both with
individual teams and through a workplan to address the themes that had
emerged.
The report will be presented to the Board in full in November.
Health and Safety Strategy and Year 3 Workplan
An update on progress against the 5-year health and safety strategy was
presented along with the workplan for year 3 that takes account of both the
actions required to achieve the strategic objectives and the learning from
the first year of audits.
Alongside the continuation of work that commenced in years 1 and 2, the
workplan for year 3 focuses on 2 key themes:
•
•

Providing the necessary training to enable improved health and
safety management performance at all levels
Enhancing the quality of risk assessments
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Those present were keen to ensure the strategy was considered by the full
Committee and, as some members had been unable to attend the rearranged meeting, agreed to consider this item again at the September
meeting to enable a full and inclusive discussion.
Internal Audit Proposal
The Committee agreed a proposal for the annual H&S internal audit, which
will this year focus on the i-Auditor process and consider:
•
•
•
•
•

The comprehensiveness of the audit tool; is it the right approach
and does it cover the all the areas expected in an organisation such
as Oxleas;
The usefulness of the data derived from the audits;
The effectiveness of the process in changing culture and practice
and improving performance;
How the outcomes and improvement areas from the i-Auditor tool
are translated into action, disseminated and monitored for
completion;
How good practice is shared.

Presentation by Forensics and Prisons Directorate
As the first of a rolling programme of presentations by Service Directorates
on local health and safety management, the Committee received an
insightful and powerful presentation of the health and safety issues faced in
the Forensic and Prisons Directorate and how these are managed.
It was recognised that management of these issues requires constant
attention, training and leadership, with robust mitigation of the risks that
reduce, as far as is reasonably practicable, the possibility of people being
injured.
What is the purpose
of bringing this paper
to the Board
meeting?
Eg for information/for
decision etc

To note

Recommendation

The Board notes the issues discussed at the Health and Safety Oversight
Committee

Link to trust strategy

Link to the third big priority in our Strategy – ‘Making Oxleas a Great Place
to Work’
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Link to Board
N/A
Assurance Framework
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

Ensuring that people feel safe at work is vital for the quality of our care.
None
The H&S management systems we put in place must take account of the
individual needs of staff.
Robust health and safety systems are necessary to ensure the safety of our
staff, patients and public.
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Board of Directors
2 September 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

21
21

Board visit reports
Various
Andy Trotter, Chair
Public

Report Summary

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

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

To note

Link to trust strategy

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

The Board is asked to note.

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

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

21 /26 July
st

th

Service

HR
Health roster &ESR Team
L&D /OD Team
Recruitment Team
Business Partnering Team
Temporary Staffing Team

Attendees

Steve James and team members

Brief description of service
Service outline: Full range of HR services including recruitment, training and development,
employee support, temporary staffing, data management.

Outstanding issues from previous visit
None
Potential issues to explore
Do colleagues feel that the safety of staff is taken seriously? Are health and safety issues
discussed?
What would make the health, safety, and wellbeing of colleagues better?
If you had a concern about safety, bullying or fraud would you know how to raise it?
Would you feel comfortable doing so?
Are you aware of the Building a Fairer Oxleas programme? What further steps do you
think we should take?

Overview of visit
To be completed by Executive Director for reporting to following board meeting
Five visits to teams within HR.
All passionate to make Oxleas a good place to work and supportive of the new strategy.
Comments from all teams that reorganisations take a lot of work in HR and elsewhere and this is
sometimes underestimated.
Staffing pressures mean that working time directive is sometimes overridden by local
management which is a concern.
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There was a sense that Oxleas undervalued the usefulness of reliable timely data but that the
reorganisation gave an opportunity to improve this.
A sense that we could manage rostering better that would enable us to provide a better
temporary staffing service as they would have more notice
Impressive expansion of apprenticeship schemes- giving much less money back now.
Teams missed ‘corridor conversations’ as they often cleared up issues in conversation with
mangers that could be dealt with quickly and informally.
Still issues with payroll.
Teams detected an air of uncertainty around the reorganisation.
All teams mentioned tightness of resources in HR particularly as the Trust grows.
Teams felt well supported by their managers
Overall, very committed enthusiastic teams.

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

Issues raised

Action

Assigned To

Deadline
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Template for Non-Executive Directors’ board visits
Date of visit
24th May 2021

Service
Forensic Inpatient service
Burgess and Crofton
Wards
Acute Male wards

Attendees
Matthew Trainer – Chief Executive
Lawrence Mack- Director, Forensic and
Prisons
Yemisi Gibbons -Non-Executive Director

Brief description of service

Crofton and Burgess wards are acute forensic, medium secure wards based at the Bracton centre.
Crofton is 19 beds and Burgess is 17 beds, they both provide inpatients care for adult males that
presents with complex, severe and enduring mental health problems. Patients that are admitted to
these wards are liable to be detained under the Mental Health Act.

Overview of visit
A positive first face to face visit to the Bracton since March 2020. The visit was aided by Ismaila
Muana and Tom Stevens who were able to talk us through the developments on the wards over
the last 12 months and how the units had coped since the pandemic.
The atmosphere on the wards appeared positive and fairly relaxed and staff commented on how
they welcomed the visit. The physical environment was light, airy, well maintained and clean. The
medical room was a good size and well stocked with the necessary equipment and medication
and staff were aware of security protocol.
We spoke with a few patients and were kindly permitted to view one of the bedrooms which
showed a great degree of personalisation.
Environmental developments included the installation of large wall-mounted TV monitors giving
patients written updates and reminders, the redesign of the garden space and a new seclusion
area on Burgess.
We were able to observe an MDT meeting with the patient in attendance focusing on progress
made and further involvement of his support network into achieving his outcomes. This was a
helpful insight into the complexity of assessing risk in forensic environments, particularly given the
role psychosis had played in the index offence.
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Actions will be entered on to Board visits action tracker which will be reviewed every six months

Issues raised

Action

-

Excessive restrictions on Health Roster,
separate to European Working Time
directives causing the need for a lengthy
override process.

HR providing additional information to service
director and managers to (a) explain rationale for
the change, and (b) to resolve the technical issues
with Health Roster

-

Staff and patients are not in favour of
staff wearing uniforms as this will make
patients easily identifiable in the
community when patients are on
escorted leave.

Service director to discuss further with patients
and staff
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Template for Non-Executive Directors’ board visits
Date of visit
27/7/21

Service
Scadbury ward

Attendees
Lorraine Regan
Stephen Dilworth
Dr Ify Okocha
Misheck Saineti
Dr Surya Goudaman

Overview of visit
The ward were pleased to welcome us back for their first face to face board visit. We
initially met with the ward manager and ward consultant.
We spent some time reflecting on a couple of serious incidents that the ward had
experienced, they talked candidly about the impact this had had on staff and how they felt
for some staff ongoing support was required. The staff had been offered care first and had
participated in debriefs, the Head of Nursing is planning some additional reflective
practice.
We spent a long time discussing the challenges the ward were having with recruitment,
they felt that the time to get new staff onto the ward had increased significantly and that
the approvals process for posts once on TRAC was more lengthy. They were particularly
frustrated about a member of staff that had been recruited from overseas and the lack of
support for her and the team to ensure she was able to start in the quickest way possible,
they highlighted systems in place in other trusts to support with visas and covid
requirements, Ify committed to raising this with Rachel.
The team shared their relief that that the CQC re inspection had led to a good outcome
and shared their disappointment with the original rating. They were frustrated that the
ligature work had still not been completed - Lorraine to follow up with Rachel.
We were then able to walk around the ward, talking to both staff and patients who were all
very positive about Scadbury.

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

Action

Recruitment process taking a long time with a
Ify to raise with Rachel C Evans – This was
particular concern regarding an OT recruited from completed on the day and Rachel responded to
Zimbabwe
the specific regarding the OT which has been
resolved.
Outstanding ligature works

Lorraine to raise with Rachel T Evans – Rachel
confirmed that expected date for the works is
kept in a shared folder which the ward confirmed
they access, the works are delayed due to issues
with the PFI, the estates team have been
preparing a robust challenge including legal advice
on these delays.
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Briefing for Non-Executive Directors’ Board visits
Date of visit

17th June 2021

Service and Location

Corporate Nursing Team,
Pinewood based

Attendees

Suzanne Shale

Brief description of service

This was the first in a series of Board Visits to the Corporate Nursing Team scheduled for 2021. The
last time the nursing team were visited was 2016. This visit was mainly attended by the nursing
development group.

Finance and Human Resources

Two of the current nursing development team have recently been seconded in, almost doubling
their previous capacity.

Other relevant information

I will be doing a series of scheduled visits to the corporate nursing team over this year to talk about
the different elements, including infection prevention and control, safeguarding, mental health
legislation and patient safety. We therefore talked mainly about nurse development, recruitment
and retention, and Oxleas culture.

Outstanding actions from the last Board visit

The last BV took place following CQC visits, and it reported a perception that the Trust leadership
had tended to focus on what had gone wrong and things that needed to be put right, and did not
bring out some of the good practice that had been identified. The report identified communication
with staff as a key issue, and recommended staff briefing sessions with wider audiences. This has
been a key part of pandemic communication.

Overview of visit

This was a virtual visit and I had only met two of the team previously. We therefore spent a little
time getting to hear something about the team as people, going a bit beyond their staff role. They
are a lively and impressive group with incredibly varied life and professional experience. Between
them they possess both general and mental health nursing qualifications, and several further
professional and master’s level qualifications. Collectively they have experience in general
nursing, district nursing, mental health nursing, prisons and forensics, working with addictions,
emergency and ICU nursing, research and regulation.
Overall, by the end of the visit, what stood out was the team’s passionate commitment to nursing
and to nurse development, with a strong sense that they are nurturing the nurses of the future.
What is distinctive about Oxleas as a nursing culture?
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•

•
•
•
•

This team is an ethnically diverse group of people some of whom are new to Oxleas and
some of whom are long standing. They could therefore share both newcomer and
established staff views. Overall, Oxleas has a reputation as friendly, inclusive and
welcoming. It has a visibly diverse senior management / corporate team which was noted
with approval.
It was quickly commented that what makes a real difference to your long term experience
of Oxleas culture is the quality of your line manager and relationships with immediate
colleagues.
Oxleas was described as not very perfomance driven by comparison with other London
Trusts, but moving in this direction.
It was commented that it sometimes seemed to take a lot of time to get things done, but
this might have been a factor of the team being under-resourced prior to the current
secondments.
The new Oxleas values were welcomed.

What about the culture of nurse development?
• The impression gained by individuals as nurses in Oxleas was that the trust has a
commitment to developing staff, and people felt their own development had been
supported. Again, line management especially at Band 7 level, made a big contribution.
• However, when compared to SLAM it was thought that development opportunities were
not as well-structured. There wasn’t a sense that, from the moment you arrived, Oxleas
saw you as an asset to be developed, in the way that SLAM conveyed.
• There are good opportunities for professional development through internal moves and
promotion. It was commented that the range of our services provides scope to develop
different nursing skills and interests, so Oxleas was a good place for self-directed career
development.
• Joining Oxleas to work in prison care was experienced as both interesting and extremely
challenging.
Other comments
• The “Band 7 ceiling” was noted. It was also commented that Band 7 was probably one of
the hardest jobs in the organisation. One person described it as “endless recruiting”, with
staff turnover making recruitment a central part of the role.
• Bands 2,3,4,5 experienced a lot of demand for data entry in their roles, without really
seeing how it could help them or their patients. It was suggested that it wasn’t until you
were at Band 6 or 7 that you could see its importance and that more needed to be done
to connect staff with the reasons performance data were being collected.
• People commented that our staff have done a really hard job during Covid, and that they
have had to work in circumstances that others have avoided. One of the team
commented that they had thought it really important to “be there” with her staff, and she
would not ask them to do something she was unwilling to do.
• The vaccination programme was commended as a challenging job done well, with new
systems to be set up and learned, and volunteers to be recruited and trained. There was
justified pride in what had been achieved.
• I invited people to send any further information they would like after my visit and was
subsequently told about work being developed under the safe staffing agenda:
a) Responding to increased stress levels reported by ward managers
b) Safe staffing within Wandsworth Prison

412

c) There are 9 (6 from CYP) nurses undertaking the Professional Nurse Advocate
(PNA) training which will equip them to deliver restorative supervision and we are
developing some options on how we can deploy them within the Trust
Actions will be entered on to Board visits action tracker which will used to monitor progress

Issues raised

Action

I was left with the question whether we do
enough to prepare, support and develop nursing
staff working in prisons, and particularly whether
there is a clear career development path for
them.

SS & NS will be visiting prisons this year and this
is something we can explore further.

There appears to be a shortage of admin support
so that senior nursing staff chairing meetings
also have to take and write up minutes. (This has
been raised with me on previous occasions by
other senior nurses at Oxleas)

Recommend SMT consider whether this is best
use of senior nursing staff resource and whether
an alternative can be found.

Our intranet was unfavourably compared with
UCL, where it was said information could easily
be located. It was suggested that it could be
difficult to find what you needed at Oxleas

SS to discuss with AF

413

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

4 May 2021

Service

Bromley CMHRES

Attendees

Lorraine Regan
Stephen Dilworth
Dr Ify Okocha
Donve Thompson-Boy
Yogesh Ganeshalingam
Claire Binnie

Overview of visit
All staff were aware of the FTSU process, who to access and seemed confident in the
system.
Although the covid period had been tough, the team had been able to cope with
rearranged practices such as face to face meetings in outside space. The team had proved
to be very cohesive and shown initiative. For many of the patients and families it will be
good to get back to face to face meetings, however for some of the patients the virtual
connections had been helpful although generally it was easier for users to build
relationships face to face and some experienced wifi difficulties either at home or in some
venues.
They were very proud of one of the team who had been presented with an award from a
third sector partner for his ability to engage service users with physical activities
throughout the pandemic.
They talked confidently about patient outcomes and how they measured success. Yogesh
gave stats that 46% of users were discharged back to GPs and of the remaining 54%, 74%
were stabilised and on approved and effective medicines. Also they used feedback scores
going back for at least a year so that that they could see long term trends.
We had a broader discussion about demand and the planned investment for community
mental health. the team mentioned the importance of staff retention and how staff
needed to feel supported, valued and see evidence of career progression. The latter was
also important for recruitment. There was a strong feeling that small teams such as theirs
offer these attributes more than larger teams. This is reflected in a good sickness record
and low vacancy rates.
We progressed the idea of small specialist teams by probing as to how they fit within the
wider model of care and what these teams are able to do to support colleagues in some of
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the larger teams to manage demand. The team felt this is something they do have
evidence of having done ion the past but recognised they should have a greater focus on
this. The benefits for them would be ensuring clear pathways in and out of their team and
for other teams the benefit is a criteria that delivers specialist support in a way that is
flexible enough to broaden criteria as times of pressure for their colleagues.
We ended with a discussion on the teams relationships with local GPs and whilst
recognising that there are some challenges that mostly become evident when patients are
being discharged back to primary care, the team have invested a lot of time to improve
these relationships which is paying off in the ease at which communication can now
happen.

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

Issues raised

Action
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Template for Non-Executive Directors’ board visits
Date of visit
05.08.21

Service
Greenwich Home Treatment
Team (GHTT)

Attendees
Jane Wells, Director of Nursing
Helen Jones, Greenwich Service Director
Nina Hingorani-Crain, Non-Executive
Director of Nursing
Dyanand Boodram
Henry Moiwo
GHTT team members

Brief description of service

Greenwich Home Treatment Team (GHTT) offers a specialist multi-disciplinary service for
individuals experiencing mental health crisis, providing a safe alternative to hospital admission
and a resource to successfully expedite safe hospital discharge. The team’s mains interface are
Liaison Psychiatry, Inpatient wards, and community mental health teams.
Individuals are enabled to remain at home or in other community settings while receiving
treatment.
This service is commissioned by Greenwich CCG and offers interventions to clients residing within
the Royal Borough of Greenwich.
Core functions of the GHTT are:
• Delivering intensive, short term interventions based on the ‘Recovery model of care’ following
social inclusion principles and offered as a least restrictive option to MH crisis care.
• Gatekeeping of all potential informal admission to consider suitability for alternative crisis
interventions such as HTT, HTT with Crisis House.
• Facilitation of safe early discharge from hospital, enabling transitioning to other community
mental health teams and accessing other community services
• Follow up of people identified as high risk within 72 hours of inpatient discharge
The core team operates seven days a week between 08.00 and 22.00. For clients assessed out of
hours at the Emergency Department at Queen Elizabeth Hospital, the MHLT undertake the
Gatekeeping assessment function with supported from the 24hrs HTT, Crisis Hub Clinical Lead.
The GHTT aims to offer a service which can help patients and their carers to better cope with and
resolve the MH crisis. This is done by promoting recovery through specialist interventions and
providing health promotion advice which can reduce both risks and further relapse.
This service is led by a team of medical, nursing, social work, and Allied Health Professional staff.
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Overview of visit

We explored the experiences of the GHTT during the pandemic to date. The team expressed that
this has been quite a challenging experience especially in respect of maintaining home visits. At
times the team was depleted due to staff being unwell or isolating and there are still some staff
on long term sick leave. They reported that they have had good support from their senior
managers, but their team morale has sadly been knocked by recent serious incidents. The
caseload has more service users now that would previously have been admitted to an inpatient
ward. As a result, they are managing higher risks and encountering more patients who have no
fixed accommodation. They often find it hard to access service users in Bed and Breakfast (B&B)
accommodation as they leave and are then reported as missing if they cannot be contacted.
Key issues highlighted for support:
1. There is an imbalance in terms of the numbers from the three boroughs of patients that
are discharged to B&Bs in Greenwich as opposed to the numbers discharged to B&Bs in
Bexley and Bromley. This means that more service users from Bromley and Bexley end up
in Greenwich under the care of the GHTT. The Greenwich B&B mainly used is on the
borough borders and nearer the Bexley HTT but GHTT are expected to provide their care.
We agreed that we would ask the service directors to explore this to consider if greater
use of B&Bs in the borough of residence of the service users could be promoted in the
instances where a patient needs discharging to a B&B.
2. Parking availability at QEH and in Greenwich borough remains a proverbial problem and
source of stress. One of the team reported that they have received three parking tickets
this month. There had been previous offers of pool cars which has not materialised, but
this will not address the parking challenges.
3. The Service User Network Project (SUN) has fallen by the wayside and needs reviewing
and to be funded properly. It is a valued service empowering and supporting service users
and has prevented potential crisis admissions to hospital.
4. Reflective practice sessions have dwindled. These were previously provided by the team
music therapist and all members of the team were encouraged to attend but stopped due
to engagement. They would like reflective practice time to be prioritised in the team and
ideally support from an external facilitator. We agreed that reflective practice is a
fundamental expectation and to support with external facilitation to get this reestablished.
5. If there was a possibility of sourcing a new technological LCD screen to show all
appointments, it would be a welcome addition.
6. The team would value and away day. We were told that this is the process of being
organised and the manager is engaging the team in the organisation of the away day.

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

Issues raised

Action

1. Service directors to be asked to explore
Service Director
B&B use in each borough and try to
ensure that service users are discharged
to a B&B in their brough of residence and
to support GHTT.
Service Director
2. Continue to explore support for parking
for staff on site and in the borough of
Greenwich.
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3. Review and seek funding for the SUN
project.
4. Establish funding for the establishment
of reflective practice sessions with
external facilitator.
5. Explore whether a LCD screen to show
appointments can be provided.

Service Director
Service Director
Service Director
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Template for Non-Executive Directors’ board visits
Date of visit
05.08.21

Service

Attendees

Oxleas House Working Age Adults
(WAA) Acute Ward Managers

Jane Wells, Director of Nursing
Helen Jones, Greenwich Service Director
Nina Hingorani-Crain, Non-Executive
Director
Kodjo Sosuh (Avery Ward Manager)
Maxwell Dzikunu (The Tarn Manager)
Michael Adebisi (Shrewsbury Ward
Manager)
Katharine Maciver (Modern Matron)

Brief description of service
Avery Ward is a 20 bedded female acute mental health admission ward. Shrewsbury is a 20
bedded male acute mental health admission ward. The Tarn is a 16 bedded male psychiatric
intensive care unit. They are located within Oxleas House, Greenwich. The matron and ward
managers provide operational management and clinical leadership to the wards.

Overview of visit
We met the matron and ward managers to hear about their experiences of the pandemic to date.
The ward managers expressed that this has been a great learning experience, but they have seen
an exponential increase in their workloads. They have encountered pressure on their staff since
the pandemic started including anxiety, staff sickness and shortages due to symptoms and
isolation. They were appreciative of their charge nurses and the support that their experienced
matron gives to them and the confidence that she brings in terms of understanding their roles and
challenges. Initially there was gaps in matron leadership with an interim in place but there was
good support, high visibility, and presence from senior managers on site. They have successfully
been involving families and carers via MS teams. On the Tarn, service users have been facilitated
to have their mobile phones. This is carefully risk assessed but has enabled them to stay in contact
with family and friends which has been appreciated and reduced risks of violence and aggression.
Key issues highlighted for support:
1. The closure of Norman and Maryon wards has led to an increase in pressure on the
teams. This remains under constant review daily by the Chief Operating Officer and
Service Directors in terms of managing flow and placements.
2. They have been reflecting on the need to develop the band 6 change nurses and enable
them to take on opportunities such as desk top reviews and complaint investigations.
They considered that this was a cultural challenge in how things have been done for some
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3.

4.

5.

6.

time but have started on this journey which will also release some time for the ward
managers. They had a positive band 6 away day two weeks ago to start scoping out
clearer role definition.
They are experiencing difficulties retaining band 2 health care support workers as there
are not enough band 3 posts for them to progress into and they are seeking band 3 posts
elsewhere in less challenging areas and often with Inner London Weighting pay. We
discussed the opportunities for creating apprenticeship posts to enable more band 3
posts to be created.
The Tarn has more beds than most PICUs and no de-escalation or seclusion facilities.
There is a dedicated task group exploring how to make improvements. This includes
looking at the environment, bed numbers and training needs for staff in de-escalation and
prevention and management of violence and aggression. The replacements of doors are
anticipated imminently. They were appreciative of the extensive experience that their
matron has in PICUs.
The team would really like to have more psychology and occupational therapy on the
Tarn. There are current vacancies, but these posts could be bolstered to support patients
and staff. They have advertised for a psychologist three times, this impacts in provision of
reflective practice and service user therapy. They believe that the PICU environment is not
attractive to applicants.
Parking availability at QEW remains a proverbial problem and source of stress.

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

Issues raised
1. Support with the review of level 1 and 2
apprenticeships and development of
band 3 roles (in progress).
2. Explore possibility of increasing provision
of Psychologists and Occupational
Therapists in The Tarn.
3. Continue to explore support for parking
for staff on site and in the borough of
Greenwich.

Action

Service Director

Service Director and Director of Therapies
Service Director
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Template for Non-Executive Directors’ board visits
Date of visit

21/6/21

Service

Bromley PCP

Attendees

Lorraine Regan
Stephen Dilworth
Dr Ify Okocha

Overview of visit
Bromley PCP is the single point of entry to MH services in Bromley. It provides a tele triage
service for all new referrals. The team have previously struggled to keep on top of demand
and 18 months ago had a back log of 160 cases. At this point the directorate management
team deployed a taskforce approach to supporting the team, with significant support
provided by both senior managers and the business office.
This has led to a review and subsequent improvement of a number of systems and process
improvements.
The team described how this enabled them to get on top of their work and feel better
about their service model.
Margaret described how they then had a further blip when the team manager post
became vacant, Emmanuel had been bought in to cover whilst waiting for the new
postholder to take up his post.
They outlined areas where the team believe there is still room for improvement, their DNA
rate remains high and the solution being explored for this is to use an electronic system
that allows patients to select their own appointment time. Any unplanned absence in the
team creates a small backlog and they have to work extra hard for that to be cleared, this
has an impact on team members.
The team proudly reported that they are now meeting their target of triaging all new
referrals within 14 days but acknowledged that in order to maintain this they will need to
continue to closely monitor the work and tweak their model when necessary.
They were hopeful that their new team manager who is due to start in July will provide the
stability and leadership the team needs.
Actions will be entered on to Board visits action tracker which will be reviewed every six months

Issues raised

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

12 May 2021

Service

Bromley Perinatal Service

Attendees

Lorraine Regan
Dr Ify Okocha
Steve Dilworth
Sushma Sundaresh
Jolaade Ajiferuke
Kuljit Hunjan

Overview of visit
The team confirmed that they were aware of FTSU process and confirmed that they
trusted in the system(although they seemed a bit more hesitant on the latter )
The team had prepared a PowerPoint presentation to showcase their work and share
data about the service.
They mentioned wifi at Oxleas sites not being great, the team are working in an agile
way and report considerable variation especially in different areas of Queen Marys.
Good use of video consultations which like for all services had to quickly become their
primary method of consultation during the height of the pandemic. They have found
that because of the nature of the service some patients really like video calls. They
have completed 270 video consultations so far.
Good awareness of what evidence they need to show success and they could point to
excellent feedback as well as impressive stats both in quantity and quality.
Conversation about perinatal loss - an expanding area. Working with some midwives
and third sector agencies and certainly an area where there is excess demand.
The team shared their current workforce challenges, they have three significant
departures coming up in the next few weeks and also a number of new posts to recruit
to, due to continued investment. As all perinatal services are expanding Oxleas are
competing with other services to attract staff from a small specialist pool. The team
encounters the usual challenges of sitting between Trusts who can offer inner London
weighting and areas where cost of living is more attractive. They have had to think
creatively about the sorts of roles they could develop to attract new people.
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The team were then keen to describe why they thought Oxleas was a great place to
work and included some of the following comments:
“clear regular communications, including live broadcast and video”
“staff are valued, as an example hampers meant a lot”
“ there is a focus on staff and this is really helpful”
“ teams share the same values and there is a sense of belonging”
“Executives are available “
“ care for staff starts from induction”
“really enjoyed it”.

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

Issues raised

Action

Poor Wifi in parts of the trust particularly in
different parts of QMH

Ensure Alison Furzer is aware and pass any
feedback she has back to the team - Lorraine
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Template for Non-Executive Directors’ board visits
Date of visit

19/7/21

Service

Belmarsh Prison Health Services

Brief description of service

Attendees

Suzanne Shale, NED
Neil Springham, Director of Therapies
Lawrence Mack, Service Director F&P
Directorate

Oxleas NHS Foundation Trust as the lead provider with NHS Commissioner offers a fully integrated
health and well-being model of healthcare services to meet the needs of the prison population at
Belmarsh Prison. Belmarsh is a category A prison with a high-security unit within the prison
complex.

Overview of visit
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We were given a tour of the inpatient unit and other clinical areas including pharmacy, optician, xray and substance misuse. We had the opportunity to speak and engage with staff members of
the clinical and administrative teams and to some prison staff involved in the inpatient unit to
hear first-hand any issues or concerns.
Our conversation with the in-reach mental health team was useful. They find their work in prisons
particularly rewarding because of the relative professional autonomy they enjoy. They
commented that in the highly controlled environment of Belmarsh it felt safer than other
inpatient wards. However, their main problem is recruiting and retaining staff, with recruitment
issues exacerbated by the length of time it takes to be vetted for working in a high secure
environment. One ‘work around’ being used is to seek to deploy new staff elsewhere pending
clearance. There is a flow of staff between other Oxleas teams and the prison workforce.
When we went to the inpatient unit, we heard about how Belmarsh receives a number of high
profile prisoners, who may have heightened levels of distress and present significant challenges to
securing their safety and wellbeing. We received an outline briefing in respect of some of the
scale of need that is met by the inpatient team.
Two notable points were mentioned by the admin team. One was the difficulty of organising visits
to hospital, as owing to security requirements they are not advised in advance of the date and
time of appointments. This can result in a high rate of DNAs and requires hospitals not to pursue
their normal arrangements for advising patients of these details. A second was supporting rapid
referrals on cancer pathways, although these comprise only a tiny fraction of cases.
We also received information about the role of the Transfers Co-ordinator who smoothes
transitions between prison and PICUs.
The management team shared what was working well and we discussed the challenges with
covid19 vaccination for the prison population which was reflective of what is happening in society
in general. They noted that both family and ‘informal leaders’ within the prison had considerable
influence on prisoner decisions regarding vaccination, and that fears about the effects of the
vaccination on fertility was frequently cited as a concern.
Some of the existing management team have been employed within prison health services both
directly by the justice system and by the NHS. They compared contemporary standards of care
favourably with those prior to the inception of NHS commissioning. They had also worked for
private sector service providers and were able to give some insight into their patterns of
provision.
One of the questions we asked teams was how aware they were of the Guardian Service speak up
arrangements. This was variable, with management staff aware that the Guardian Service had
been to the prison and presented to staff, but with other team members not aware of how they
worked.
We also found that the BAFO initiatives which have had high profile in Oxleas in the past year
seem not to have permeated Belmarsh.
Overall, the visit was a positive experience, and we learn a lot from staff and a bit more about our
competition in the delivery of prison health services.
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Actions will be entered on to Board visits action tracker which will be reviewed regularly.

Issues raised

Action

By
who?

By when?

Staff recruitment specially RGNs –
the NHS agenda for change structure
makes it more challenging when
competing against a private provider
as the pay is higher in terms of base
salaries but not compared to NHS
total compensation package.

The Trust needs to look at a
variety of different incentives
to recruit and retain staff.
One incentive used by many
other NHS trusts is trust
accommodation – providing
housing at below market rates
for rent.

LM

30/11/2021

BAFO does not have much profile
among staff in Belmarsh

To link in with BAFO Team and
organise visits where possible.

LM

30/9/2021

Managers at Belmarsh were aware
of the Guardian Service but this was
not the case in other staff groups

To link in with Guardian
Service and organise visits
where possible.

LM

30/9/2021

Because the nature of the workforce
in younger and more international
staff, base pay is a higher motivator
than retirement and annual leave.
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Template for Non-Executive Directors’ board visits
Date of visit

Aug 2021

Service

Nursing Directorate – Infection
Prevention and Control Team

Attendees

Suzanne Shale, NED meeting with Helen
Nicholls and Emma Lewis

Brief description of service

This was the second in my series of Board Visits to different teams in the Nursing Directorate.
This small team (2 FT plus 1PT) leads infection prevention and control across Oxleas. Throughout
the pandemic they led on the additional IPC activity that was essential in order to keep infection
rates in the Trust as low as possible: ensuring that guidance was implemented, tracing contacts,
educating staff etc.

Overview of visit

This was a very valuable and interesting visit in which I found out more about the team, the
‘routine’ IPC activities, and the enormous challenge that they managed during the pandemic.
Helen Nicholls is the IPC lead, a role that is mandated in NHS trusts. She has been with Oxleas
since 1996, originally joining us as an ALD specialist in community nursing. She sought out a
qualification in IPC 17 years ago when there were few available and completed her IPC Masters
through online study, writing a dissertation on blood borne virus.
Emma Lewis qualified as a general nurse and found her way to IPC after working in intensive care
and Oxleas’ childhood immunisation team. Oxleas supported her to do a Masters, which included
a dissertation on childhood vaccination, before she then moved into IPC in September 2019.
Both commented on how supportive Oxleas has been in meeting training needs / continuing
professional development aspirations.
We talked first about the ‘routine’ IPC agenda, in which the core work is ongoing surveillance,
audit, and an ongoing visit programme across Oxleas. Surveillance includes e.g. MRSA, C.diff,
communicable diseases, TB, diarrhoea and vomiting, bed bugs and winter illness outbreaks. I was
interested to learn that there have also been NPSA Alerts to implement, such as an alert on the
infection potential of mattresses which has led to a monthly audit programme. They carry out
unannounced IPC audit visits to services once a year, including all prison healthcare and clinic
sites. In QMH, their work entails both ensuring that Oxleas is fulfilling its IPC requirements (e.g. by
monitoring cleanliness with ISS across the site) and also liaising with the IC teams in the other
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providers who use the site, as they are responsible for their patients. These teams draw each
others’ attention to infection risk or other issues arising on a reciprocal basis.

Whilst the IPC regular audit programme was deprioritised during the pandemic, it is now being
reinstated.
They identified some areas of challenge for IPC, partly to do with the nature of facilities (eg the
hydrotherapy pool) or with other agencies (e.g. in prisons, where facilities may be poor and justice
staff may not be focused on IPC issues).
We had an extensive discussion about IPC during the pandemic. This started for the team in
December 2019. Notable features of their work throughout included a huge amount of contact
tracing (staff and patients), the prevailing uncertainty about the nature of the infection and how
best to control it, the lack early on of effective testing agents, constantly changing national
guidance that had to be analysed and implemented, PPE issues, and the challenge of Fit Testing
FFP3 masks in the early days as there was scant equipment on hand to do so. They also noted the
burden of data reporting to the centre. Extra support was drafted in to assist during the pandemic
and Justine Trippier (from COMHAD) made a significant contribution to IPC’s work.
The team carried out RCAs when there were infection outbreaks. The key learning from these
included:
Modes of transmission
• Early in the pandemic it was not apparent that there could be asymptomatic transmission
Physical environment
• Our estate can create difficulties, as not all of our rooms are ensuite and therefore
isolation is difficult
• Doing a ward round with social distancing is difficult as patient rooms are small and the
MDT therefore cannot all be in the room as would be usual practice
• There had to be continuous cleaning of shared bathrooms, touch points etc. which was
difficult to sustain
Staff
•

There was some staff non-concordance with requirements around PPE use and
implementation of Lateral Flow Testing

Patients
• In mental health wards some patients refuse swabbing on admission, and in the absence
of information about their covid status cannot be isolated
• 2m social distancing is extremely difficult to sustain in MH wards communal areas
• Normal social behaviour between patients such as sharing e-cigarettes or meeting outside
the ward with other patients is difficult to control
• Patients’ rights to take leave means that many are not in hospital all the time, and can
acquire infection when going out
The IPC team is to be warmly commended on how they met the challenge of the pandemic. It
made huge demands on these members of staff, both in terms of needing to grasp the nature of
the novel virus (which was ill understood internationally at the outset) and the steps required
to contain it; and also generating an enormous amount of additional work for a very small
team.
Actions will be entered on to Board visits action tracker which will be reviewed every six months
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Issues raised

Although infection prevention and control is an
audit heavy and data driven area of activity, the
team has been reliant on Word documents to
record essential data (They mentioned that
similar issues are experienced with the flu data.)
During the pandemic IPC were very appreciative
of assistance from within the quality team to
transfer data to excel for tracking purposes. It
would be useful to explore if a more sustainable
arrangement including better informatics tools
for audit and record keeping could be achieved.

Action

SS to raise with AF in first instance.
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Board of Directors
2 Sept 2021
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

22
-

Council of Governors Update
Sally Bryden, Associate Director and Trust Secretary
Andy Trotter, Chair
Public
1. Governor elections
The election process finished on 20th July with 3 seats being contested and
going to election and several being elected uncontested. Some seats remain
unfilled. The breakdown of the outcome is:
Public Governors (7 in total)
· Bexley: 1 vacancy, 2 candidates elected unopposed - Sue Sauter and
Joseph Hopkins re-elected
· Bromley: 1 vacancy, 1 candidate elected unopposed - Liz Moss re-elected
· Greenwich: contested election - Zara King (new)
· Rest of England x 1 – no valid nominations
Service User/Carer Governors (8 in total)
· Bexley Adult: 1 vacancy, 1 candidate elected unopposed - Tina Strack reelected
· Bromley Adult: 2 candidates elected unopposed - Ruvimbo Mutyambizi
and Steve Pleasants re-elected
· Greenwich Adult: 1 vacancy, 1 candidate elected unopposed - Claire
Wheeler re-elected
· Learning Disability: elected unopposed - Raja Rajendran re-elected
· Carers: elected unopposed - Frances Murray re-elected
Staff Governors (6 in total)
· Bexley Adult: elected unopposed - Janice Algar re-elected
· Bromley Adult: no valid nominations
· Greenwich Adult: contested election – Rebekah Marks-Hubbard re-elected
· Adult Learning Disability Services: no valid nominations
· Forensic and Prison Services: contested election – Victor Benson
· Children’s Services: elected unopposed - Jesca Gudz
We will be holding induction sessions for the new governors
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Lead Governor election
Richard Diment, current Lead Governor, finishes his final term of office at
the September AMM. We are in the middle of the lead governor election
process. Nominations close at 5pm on 27th August.
Voting will open on 1st September and run until 14th September with
results announced at the Council of Governors on 16th September. There
are currently two candidates standing for election.
2. Governor update meetings
Several virtual governor events have taken place since the last Board:
·
·
·

6th July – Reducing restraint Seminar - joint event with NEDS
19th July – Informal meeting with Alison Furzer, Director of
Information who updated governors on current digital projects
28th July – Governors were invited to join the Can you understand
it? Team meeting

There are two virtual Directorate visits scheduled for September:
· 8th September – Greenwich IAPT team
· 27th September – Bromley Adult Services
3. Governor observers – Board and its sub-committees
Governors continue to observe the Board and its sub-committees virtually.
Governors also continue to be involved in Comprehensive Inquiry
processes.
4. NED Nominations Committee
Governors have been involved in the NED Nominations Committee and
have given feedback as part of the non-executive re-appointment process.
5. Annual Members’ Meeting
A virtual annual members’ meeting is being planned for Wednesday 29
September where the annual report will be presented to the membership.
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For information
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Recommendation

The Board is asked to note the report.

Link to trust strategy

Updates on the strategy are shared with the Council of Governors and they
are particularly invovled with building block two.

Link to Board
The reduction of use of prone restraint was discussed at the reducing
Assurance Framework restraint workshop – risk 1905
Please summarise
implications in the
report for:
Quality
Finances
Equality analysis
Service users/
carers/staff

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

