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154th Meeting of the Board of Directors
10.30am, Thursday 7 July 2022
Via Teams

AGENDA
ITEM

Purpose

Presented by

2
P3

Apologies for absence and
declaration of any conflicts of
interest
Minutes of the Board of
Directors’ Meeting held on 5 May
2022

Time
30
mins

General business
1

Category

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

Andy Trotter
Chair

Governance

To approve the minutes of the last
meeting

Andy Trotter
Chair

Governance

3
p14

Matters arising

To confirm actions allocated at
previous meetings have been
completed

Andy Trotter
Chair

Governance

4
p16

Board Assurance Framework

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

Andy Trotter
Chair

Governance

Governance and Strategy
5

Chief Executive Report

To note the developments within the
trust and in the local health economy
and agree Responsible Medical
Officer appointment

Operational Performance Report

To note the update and agree any
actions proposed.

Oxleas Strategy 2021-24
• One year on

To note progress on the strategy
implementation.

Ockenden Report Response

To agree

Patient Safety Annual Report

To note the report and actions being
taken

p21
6
p29
7
p48

8

90 mins

p58
9
p76
10

Safe staffing report

To note the report

p101
Workforce Race Equality
11
Standard/Workforce Disability
p118 Equality Standard
12
Medical Revalidation
p143

To note

To note the report
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Ify Okocha,
Chief Executive
Iain Dimond,
Chief Operating
Officer
Rachel Evans,
Director of
Strategy and
People
Jane Wells,
Director of
Nursing/Abi
Fadipe, Medical
Director
Jane Wells,
Director of
Nursing
Jane Wells,
Director of
Nursing

Strategy

Quality and
Performance

Strategy

Governance

Governance

Governance

Rachel Evans,
Director of
Strategy and
People

Strategy

Abi Fadipe
Medical Director

Governance
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154th Meeting of the Board of Directors
10.30am, Thursday 7 July 2022
Via Teams

AGENDA
13
Health & Safety Annual Report
p151

To note the report

Rachel Evans
Director of
Estates and
Facilities

Committee reports

20 mins

Performance and Quality
14
Assurance Committee
p187

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

Quality Improvement and
15
Innovation Committee
p206

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

16
p209

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

Business Committee

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

17
Partnership Committee
p228
18
Infrastructure Committee
p230
People Committee
• Guardian of Safe
19
Working Hours
p233
report
20
Audit and Risk Assurance report
p241
21
p246

Governance

Health and Safety Oversight
Committee

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

Board reports

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

Governance

15 mins

22
Board visits reports
p248
Council of Governors update and
23
proposal to update the
p257 Constitution

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

Andy Trotter
Chair

Staff engagement

To agree

Andy Trotter
Chair

Governance

ANY OTHER BUSINESS
REVIEW EFFECTIVENESS OF MEETING
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 8 September 2022 at 10.30am
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Board of Directors
7 July 2022

Item
Enclosure

2
2

Subject
Author
Accountable Director
Confidentiality/
FOI status

Minutes of the Board of Directors’ Meeting held on 5 May 2022
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

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

For approval by the Board. The Board is asked to agree the minutes as a
true record of the meeting.
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153rd Meeting of the Board of Directors
Minutes of the meeting held on Thursday 5 May 2022
Virtual meeting held via MS Teams
Board of Directors
Andy Trotter
Steve Dilworth
Yemisi Gibbons
Nina Hingorani-Crain
Suzanne Shale
Jo Stimpson (JSt)
Jim Shaikh (JSh)
Sophy Proctor
Dr Ify Okocha
Iain Dimond
Rachel Evans (RCE)
Azara Mukhtar
Jane Wells
Neil Springham
Dr Abi Fadipe (Afa)
Dr Farid Jabbar

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

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

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

Observing governors
Sue Sauter (SSa)
Les Clark
Zara King
Graham Turner
Victor Benson

Public: Bexley/Lead Governor
Public: Greenwich
Public: Greenwich
Partnership: Greenwich and Bexley Community Hospice
Staff: Forensic and Prisons

Item Subject

Action

1

Apologies for absence
• Tom Clark, Deputy Medical Director.
Declarations of interest
• None raised

Noted

2

Minutes of last meeting
Pending the amendments submitted in advance, the minutes of the meeting on 3 March 2022
were approved as an accurate record.

Approved

3

Matters arising
None raised.

Noted

4

Board Assurance Framework
Noted
IO introduced the Board Assurance Framework (BAF). There are 16 risks, and each is owned by a
board sub-committee. The three significant risks relate to wait times, financial sustainability, and
the integrated care system (ICS) capital regime. There is a question as to whether the risk on
vacancies and recruitment pressures (ID 1213) should be raised to a significant risk, due to
pressures in a number of areas which are reflected across service directorate risk registers. It
was noted that non-executive colleagues have raised whether the BAF should include a risk on
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Item Subject

Action

prisons expansion, should we be successful the south-west England and Thames Valley prisons
bids. IO said that the Executive Team will discuss risks relating to prisons expansion in more
detail. YG suggested that the board should dedicate some time to discussing prisons services
generally.
Performance and Quality Assurance Committee (PQAC)
The PQAC holds five BAF risks, of which one is rated significant, three are rated high and one
rated moderate.
1905: Reducing prone restraint high:
There has been good progress in reducing the use of prone restraint, but there is variability
month on month. The line of sight has improved, and we can see patterns in the areas where
this is taking place. The current mitigations including rolling out the use of the safety pods.. JW
and AFa have visited wards to talk with staff about the process they are using. JW said that she
felt assured that staff understand our aspirations and aims and thanked them for their work on
driving this forward.
1844: Demand on CMHTs high
Originally, this risk specifically related to adult mental health services, but as there are similar
issues in children’s services, we may need to re-draft the risk. Demand remains high and
investment has taken place, but recruitment remains a challenge. The operational review
meetings have highlighted pressures in Bexley ICMP and Bromley West ICMP. In adult mental
health services, we have started the process of establishing partnerships with a primary care
network (PCN) hub in each borough. We are driving systemic change at borough level. Some
activity could be diverted elsewhere, and we are looking to work more collaboratively across
primary care, secondary care and the third sector. In terms of the recruitment challenges, we
are establishing new roles. There have been 120 applicants for 13 graduate scheme posts and
there has also been good interest in the mental health advisor posts. We need to be creative, as
we are competing to attract good candidates.
SD – The mitigations will take some time to yield results, so we should reflect on whether this
risk and the district nursing risks should be rated as significant.
SSh – Referrals are increasing from primary care. How much grip do we have on the work at
place level?
ID – This varies between boroughs. It can be difficult to get a consistent relationship with
primary care. We are having conversations on how we start to work on the system changes.
The demands faced by GPs have changed, and this has had an impact on the rest of the system.
The building blocks are in place and the roles established but organisational development does
need to take place behind this. Third sector partners need to be seen as equals.
IO – Does the risk need to increase to a significant rating?
ID – I would not be averse to this as we need to consider if our capacity is keeping pace with
2022-05/#1
increasing demand. We also need to consider if we separate adult services and children’s
ID
services. This will be taken to PQAC to consider.
SP – We need to consider the implications of the upper age range for young persons services
being increased to 25 years old. The third sector is now becoming known as the voluntary,
community and social enterprise (VCSE) sector.
ID – They will pay a more prominent role in the future.
1912: Pressure on district nursing teams high
Further funding is becoming available. There has been a change to the referral pattern due to
the pandemic. There is a greater volume of referrals and district nurses are undertaking an
average of nine visits per day. The increased complexity makes a big impact. District nurses are
under pressure, and the ICS and place look at this through the prism of the acute trusts. This will
need to be raised strategically at the integrated care board (ICB) and local care partnership
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Item Subject
(LCPs). We need to raise visibility and demonstrate that we are looking after our district nurses.
We should consider if this should be a significant risk.
SSh – We also need to consider the impact of more patients choosing to die at home.
JW – We have recruited lead nurses for end-of-life care, one each in Bexley and Greenwich and
they are an asset to the teams.
1921: Responding to service delivery concerns moderate
This is a moderate risk. There are situations where we identify areas that are less than optimal.
There are issues with lines of sight at various levels. This needs to be linked to work on the
culture and escalation and we need to re-articulate the risks to reflect this.
AT – Are we re-assured that we have the systems in place?
ID – This is variable. We are doing more work to be confident.
Business Committee
The Business Committee holds four BAF risks. Two of these are in year risks, and subject to
audit. They did not materialise in 2021/22. These will be re-evaluated for 2022/23 once the
audit and the operational planning work is complete.
1177: Financial sustainability of the Trust in the medium/long term significant
We entered the pandemic with a £13.5m recurrent CIP requirement. We entered this year with
the same position, so we have done well to manage our cost base during the pandemic. Our
ability to identify recurrent CIPs is a major issue. Whilst we can take account of the vacancy
factor, this comes at a cost to front line staff in terms of demand and supply of workforce. We
are currently on plan for delivery in month 1, but we will see a heavier strain in the future. This
risk will be refreshed for 2022/23 but will remain as a significant risk.
1606: Bed management - key cost driver high
This risk will be retained as at least a high rated risk but will be re-worded as there are number of
elements.
1984: SE London ICS financial risk (revenue and capital) – in-year moderate
This was a moderate risk for 2021/22. The revenue element sits with the Business Committee
and the capital element with the Infrastructure Committee, which is linked to the ICS risks. We
are pleased with the outcome for this year, which is due to close monitoring. There are risks
relating to the overarching capital position. It has been indicated that there will be a further
iteration of the plan. The risk for 2022/23 will be informed by a detailed review of month 1 and
month 2 and will start at a rating of moderate.
1914: Local Authority contracts for integrated and embedded services Low
The risks are different for adult and children’s services although there is a move to have joint
funding. The local authorities continue to be financially stretched and the key element will be
system working. This risk will be fully reviewed at the June Business Committee.
Partnership Committee
2012: Uncertainties created by move to Integrated Care System approach high
This risk was opened earlier in the year and is a place marker for getting more granularity on the
risks. The amount of interaction required could increase so we remain concerned on our ability
to link across the system as required.
The risk will be disaggregated over the next four months
and is likely to remain a high risk.
Infrastructure Committee
The committee hold three BAF risks; one significant and two high.
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Item Subject
1994: Cyber security strategic risk high
This is rated as a high risk. The recommendations from the KPMG audit are being addressed.
The cyber security strategy will be brought to the Infrastructure Committee and then to the
Board of Directors.
1995: Achieving carbon zero high
We are on track for delivering our Green Plan. We are undertaking an estimation of the capital
expenditure required to bring some of our larger sites to carbon zero, and we hope that there
will be an ICS wide plan to support this.
2006: ICS capital regime significant
We have been given our allocation for 2022/23 but we have not yet confirmed whehter if the
strategic element will be retained. There may be some national changes, with interplay
between revenue and capital. As there will be a degree of fluidity, we will need to have a range
of plans in place and ready to use.
People Committee
1213: Vacancies and recruitment pressures high
This risk affects all our other risks on what we want to achieve. All service directors hold risk on
vacancies and at the next meeting of the People Committee it is proposed to increase this to
significant. All NHS trusts are facing pressures. We are constrained by agenda for change pay
structures, so we are exploring all options to encourage people to work for Oxleas. We are using
consultancy to look at the granular detail and find evidence-based solutions that are proven to
make a difference and we aim to have a plan in place by the end of June 2022. We are working
closely with directorate teams and finance colleagues. We have just launched our graduate
scheme and our apprenticeship scheme continues to expand. We are re-designing roles and are
working with local colleges. We have established a dedicated steering group and are reviewing
our branding.
NHC – It is important to distinguish between national levers and local levers. Is there any part of
the challenge that might be because we need to adapt the size and the structure of the HR
function?
RCE – We will need to reflect on this at the end of the process with the consultancy and may well
need additional resourcing. We are planning to become London living wage and accredited and
have committed the finances to achieve this. There are initiatives across south-east London to
join up with colleges, and this will be set out in our plan.
SSh – What has generated the interest in the graduate scheme and what can we learn from this?
RCE – We have aimed at a group we have not specifically targeted before and where there is a
lot of interest. Lorraine Regan and Aisling Clifford have designed an excellent approach. It is
worth pursuing the market and scaling up. We will need to ensure that we retain them at the
end of the programme.
1471: Staff experiencing discrimination at work high
Building a Fairer Oxleas (BAFO) remains our key priority. We are now broadening the approach
to all protected characteristics and are focusing on where we can make the biggest difference.
There is a strong commitment, but we are aware that we are only reaching those that are
already receptive, and we need to do more to address this. Violence and aggression has a direct
impact on the experience of our staff. We have scaled up a proven quality improvement
initiative, and we continue to work with the police on Operation Cavell.
1502: Impact of demand on staff satisfaction and retention high
We have a comprehensive offer and are working to bring this together. We will have a
consistent offer for staff awaydays so staff can spend time together face to face. Leadership
training will be important.
Page 4 of 10

Action

8

Item Subject

Action

NHC - We have also raised the question on cost of living and the impact on staff as this is very
much a topic of discussion. How is £10k funding being used by staff assemblies?
RCE – We hope that this can be used to hold events locally now that Covid-19 restrictions have
lifted.
The board noted the amount of work taking place, and the themes on demand, complexity and
workforce challenges.
5

Chief Executive Report
Noted
IO presented the Chief Executive’s report. A paper will be brought to the July board meeting to
assure the board on learning and actions from the Ockenden review. With regard to the ICS,
some places on the Integrated Care Board are yet to be agreed. It was noted that the south-east
London Communications and Engagement team won an award for their vaccination campaign.
Work continues to develop the mental health provider collaborative and we are to host a faceto-face event at the Oval so we can continue with the discussion on how we can deliver this. The
spring infection prevention and control guidance for Covid-19 has been issued. Staff will need to
continue to wear masks in patient facing settings and visitors also need to wear masks. Oxleas
became the primary contractor for Kent Prisons from 1 April 2022 and we took over mental
health services at HMP Wandsworth on the same date. The results of patient feedback and the
staff survey indicate we need to make some improvements. We are doing all we can to support
the well-being of our staff.
2022-05/#5
The trust analysis of the Okendon review will be brought to the July 2022 board.
JW
SD – It is positive to see the level of local patient feedback. When should we expect to see the
results of the work with Imperial College?
NS – This project involves a number of trusts. We expect it to take 12 to 18 months to get
workable results from this.
SSh – Will the co-production work on re-designing local systems be completed sooner?
NS – We need to understand what kind of assurance we can give to the board. This relies on
training and developing competence. We expect to complete some elements of this work by
September 2022.
JSt - Are we confident on the timescales?
NS – There is one measure on completion rates. This is the initial phase and by September, we
expect to implement a system to ensure that we can respond in a timely manner. We also need
to consider patient satisfaction. There are a number of underlying problems relating to
resources and how investigators are assigned time. We are taking this in stages.
JSt – This should not be an open-ended project. We need a firmer view on when a system will be
in place.
SSh – In terms of the Ockendon Review, we need to recognise how serving a diverse population
impacts on outcomes. We need to reflect on the role of the NEDs in holding the executives to
account and listening to what patients are saying about their experiences.
IO – Health inequalities is one of the biggest issues that the NHS needs to grapple with. We will
bear this in mind in our response.
YG – We also need to set out the oversight of our organisational governance and safety culture
JSt – Are we planning to respond to the ten-year plan for mental health, with visions of how
services ought to develop?
IO – We should take this as an opportunity to engage with local care partners to improve the
mental well-being of the population.
JSt – When will we be able to return to the pre-pandemic state for service delivery, for example
less urgent referrals and group exercise classes?
ID – We have communicated the revised guidance and we now need to undertake targeted
follow up work. The Infection Prevention and Control Team will support this. The hydrotherapy
pool remains closed, as restrictions do not allow us to resume this service, but this means that
patients are not getting the input.
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JSh – How are we responding to complaints about patient experience and how this pertains to
attitude and behaviour of staff?
NS – The impulse is to offer customer care training, but it is more likely that there are more
complex issues on the front line. We need to build up the resilience of our staff at the point of
care and consider how we support staff.
SSh – I fully support looking at the fundamental issues, and how we hear and respond in an
appropriate way. The board should support this work.
6

Chief Operating Officer report
ID presented the Chief Operating Officers report. Much of this has been covered under the
Board Assurance Framework item, and there is an on-going theme on demand and capacity.
The Integrated Board Report (IBR) shows indicators where performance is below target and the
front sheet has been updated to better describe this.
JSt – It is positive to see us taking the lead on epilepsy. Can we continue to support the work
for the female psychiatric intensive care unit (PICU)?
SD – When do we expect the female PICU to open? Are the patient cancellations Covid related?
Some of the performance reflects the February data; will we expect to see that improve?
ID – The timescale for completing the female PICU is 2024. There are a number of dependencies
to be worked through.
AC – The SLP have agreed to fund the £200k design work. Completing the business case is the
next milestone, and this is planned for submission to the September 2022 Portfolio Board. The
proposed location is downstairs in Oxleas House where Shepherdleas Ward is currently based,
and we are working through when work will commence on the new ward, and where the
Shepherdleas Team will be moved to so we can agree the timescales.
ID – There are various options we can look at in terms of the complexity of moves.
AM – There are some questions on capital funding. We are clear that it should be funded from
the south-east London strategic capital fund. The current figure is £1.8m, but this may change
depending on the design process and inflation costs of material and the construction industry.
This will be capital funding from south-east London ICS as is difficult to move funding between
ICSs.
ID – Regarding cancellations, the pattern has changed during Covid. We will need to look at the
data over a longer period to put this in context. There was a decline in December 2021 as we
went into business continuity mode and offered less appointments. RiO does not distinguish
between a reschedule and a true cancellation.
SD – It would be useful to understand this differential in the data.
ID – In terms of performance against actions, we will get updated figures. Directorates have an
on-going focus on this.
JSh – What are the drivers for presentation at emergency departments?
AC – Crisis, liaison and home treatment teams were not adhering to the assessment framework
and staff were not clinically articulating why a bed was needed. We have provided parking
permits and pool cars so staff can more easily visit people at home. The key actions are that the
health based place of safety (HBPOS) has revised the escalation policy to include timeframes, we
have changed the gatekeeping process in crisis and liaison service to address culture and we
have digitised the pathway for HBPOS and re-directing police to crisis.
ID – We have introduced schemes to work with the police and the London Ambulance Service
(LAS) for joint emergency response cars, and this needs evaluation. The quality of advice from
crisis lines is part of a London wide project.
SSh – It was encouraging to see full occupancy at the Crisis House during April. There may be
learning from this. It is also positive to see that the rapid falls pick-up service is about to go live.

Noted

7

Oxleas Strategy 2021-24
RCE presented an update on priorities three and six of Our Strategy 2021-24.

Noted

Priority Three: Making Oxleas a Great Place to Work - taking action to address the 2021 Staff
Survey results
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Action

This has been a difficult year for staff. We are undertaking a lot of work on staff well-being and
tackling long standing issues. The staff survey scores highlighted that the areas we need to focus
on are discrimination, well-being, feeling safe to speak up, and bullying and harassment.
NHC – How are we embedding the work we have undertaken on Building a Fairer Oxleas?
RCE – We are working on how we can access those who have not engaged so we can see which
areas need more focus. We will approach this on a team-by-team basis.
YG – It is encouraging to see that response rates have increased.
SSh – I agree that this is a huge achievement, in view of the number of questions. There is a low
response rate in prisons. Is there more we can do to understand the quality and nature of their
experience?
RCE – Prison staff receive a paper version of the survey, which makes it more difficult to
encourage completion. We do need a light touch approach for prisons.
NHC – Do we drill down into trends?
RCE – This is discussed at the People Committee.
SD – Can we incentivise completion?
RCE – All staff who complete the survey are entered into a prize draw, and staff are given
protected time to compete the survey.
Building Block 6: Reducing Violence, Aggression and Abuse against our staff
This was covered under the Board Assurance Framework item. An event is being organised for
July 2022. We are focusing on prediction, prevention and supporting staff.
JW – Some of the duty senior nurses (DSNs) have volunteered to join the sub-group to bring
learning from their day-to-day experience.
NHC – How much progress have we made on changing the culture?
RCE – We are clear this is not ‘part of the job.’ Staffing problems are a factor, and there is a
differential response from the police. We recognise we should do more to reduce the risk.
AC – We have made good progress at Woodlands and Green Parks House, but there is more to
do at Oxleas House. The police lead for Operational Cavell is very forthcoming, but staff do not
always report incidents as they feel they have an obligation to the patient or have had a poor
experience in the past.
8

Mortality Surveillance Group report
JW presented the Mortality Surveillance Group report. In quarter 3, a total of 282 deaths were
reviewed and there have been two LEDER reviews (learning from deaths of someone with a
learning disability or an autistic person). The group reflected on a complex inquest in forensic
services, and how we support staff through the process. This type of event is rare. Staff had
known the patient for some time and is difficult to grieve in the context of a prolonged inquest.
Learning includes consideration of accessing the Court of Protection sooner and establishing
closer links with physical health teams.

Noted

9

Annual report, quality report and annual accounts and NHS I/E self-certification process
The Board of Directors noted the work taking place to collate the reports.

Approved

The Board of Directors agreed to delegate approval of the annual report, annual governance
statement and annual accounts to the Audit and Risk Assurance Committee. Board members
were asked to note the intention to publish personally identifiable information and inform the
Trust Secretary if they wish to raise an objection.
The Board of Directors agreed to delegate approval of the quality report to the Performance
and Quality Assurance Committee and the Audit and Risk Assurance Committee.
The Board of Directors agreed to delegate approval of the provider licence self-certification
submission to the Audit and Risk Assurance Committee.
10

Performance and Quality Assurance Committee report
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Item Subject

Action

YG and ID presented the report from the Performance and Quality Assurance Committee. Action
is being taken at directorate and system level to tackle long term system challenges. We are
reviewing the profile of waits in the Health Based Place of Safety and emergency departments.
An escalation processes is in place.
11

Quality Improvement Committee
SSh presented the report from the Quality Improvement Committee. This is undergoing a
refresh to ensure it fully encapsulates the quality improvement and involvement strategy,
promotes a culture of continuous quality improvement, and provides the assurances and
oversight required to the board. The committee will consider if there are any risks to QI activity.

Noted

12

Business Committee report
JSt and AM presented the report from the Business Committee. Subject to audit, a small surplus
was made in 2021/22. The committee approved the progression of the Greenwich Integrated
Therapies Tender. The committee reviewed the financial viability of the Bromley Sexual Health
Service bid and concluded it was not financially sustainable. We will write to the commissioner
and set out the key reasons why we were not able to bid. The committee agreed to increase the
cash reserve to £35m, and this may increase again if we expand further. In terms of the
operating plan for 2022/23, we expect to keep within a breakeven position. The paper shows
the transition since the March 2022 submission. We have received guidance on the NHSE
approved reasons for being in deficit. The first is excess inflation and cost of living increases,
providing that these have crystallised. The second is adjustments that have been allowed for
slippage against the elective recovery fund or any other issues impacting on flow or capacity for
acute providers due to Covid restrictions. There are three organisations in the ICS with a
breakeven plan, and the deficit is focused on the acute trusts. We can expect to see a push back
regionally and nationally on not being able to submit a breakeven plan as an ICS. Based on our
own plan, we have reasonable confidence that we can get to a breakeven position. If other
organisations are not on track, we may come under pressure to do more. Oxleas has a System
Oversight Framework (SOF) rating of 1, and the ICS as a whole has a SOF rating of 3. Kings has a
SOF rating of 4, LGT a SOF rating of 3 and the remaining two trusts are SOF 2.

Noted

13

Partnership Committee report
JSt presented the update from the Partnership Committee. Work is on-going on how we take
forward the mental health provider collaborative. The committee received an update on
progress against the recommendations from the KPMG review of partnership working. The plan
is to ask strategy leads to attend the committee on rotational basis to talk about how they see
partnerships working will contribute to their objectives. The committee also noted how digital
technology will be important for re-shaping service delivery to make a better and more
productive service.

Noted

14

Infrastructure Committee report
Noted
JSh presented the update from the Infrastructure Committee. The committee reviewed the
lessons from the QMH theatres project. In 2021/22, we spent 99% against the capital plan,
which is a good result. The KPMG audit of the data security and protection toolkit (DSP) received
an outcome of significant assurance with minor opportunities for improvement.

15

People Committee report
Noted
NHC presented the update from the People Committee. SP was welcomed as a member of the
committee. The committee discussed how we embrace positive learning from the pandemic.
The committee received assurances on the success of agile working, the growth of the
apprenticeship scheme and the development of health and well-being initiatives. The committee
also noted the leadership development offers, including succession planning for senior
management and non-management roles.

16

Audit and Risk Assurance Committee report
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Item Subject

Action

SD presented the report from the Audit and Risk Assurance Committee. The KPMG report of cost
improvement plans (CIPs) received an outcome of significant assurance with minor improvement
opportunities and noted that there was good oversight at all levels. The internal audit of cyber
security received an outcome of partial assurance with improvements required, with
recommendations relating mainly to documentation and awareness. AFu said that the cyber
security strategy has been drafted and plans are in place for a disaster recovery exercise. A
communication campaign is planned to raise awareness. The committee also noted the
requirements of IFRS16. This will apply to all leases over 12 months in length with very few
exceptions. It will give greater transparency but there will be an increased cost of £248k on cost
of capital, lease costs and depreciation charges. This is within the Trust 2022/23 planning
estimates.
17

Health and Safety Oversight Committee
Noted
NHC presented the update from the Health and Safety Oversight Committee. The committee
focused on understanding the different systems we have in place for lone working. The audit
score reflects good progress. At the next meeting, the committee will receive a presentation
from the CYP directorate on the work they are undertaking. A thematic review identified that
there are low scores on kitchen sharps assessments. Priority work has been undertaken to
address this and the committee will receive an update at the next meeting. The committee also
discussed improvements in i-auditor scores and training. It is anticipated that the committee can
be stood down within the next 12 months if there is evidence of sustained progress.

18

Board visits reports
Noted
Criminal Justice, Liaison and Diversion: It was noted that there are challenges in referring for
admission.
CYP Inclusion Specialist School Nursing Team and Children’s Continuing Care: A thoughtful group
of staff.
Bromley PCP: There is a need for some reflective practice, but the team praised Oxleas as being
a great place to work. The issues raised are being addressed.
Greenwich Memory Service: A positive team. Issues raised included recruitment and access to
RiO.
Bexley CAMHS: A good visit, with engaged staff. The team raised issues about how space is used
but were generally positive about working for Oxleas.
SSh said that she has participated in Improving Lives reviews with the Quality Team. The focus is
more on the quality of the service. YG said that this is reported through the PQAC, and that
NEDs can contact Vicky Woods if they are interested in attending.

19

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

20

Board meeting review
Noted
SB presented a proposal for how meetings of the Board of Directors and sub-committees are
managed going forward. A survey of board directors, executive team members and the Council
of Governors was undertaken. The viewing figures of broadcasts and recordings of our meetings
show that this is significantly more than the number of members of the public who used to
attend meetings when they were held face-to-face. Based on this review, the following is
recommended:
1. Continue to hold formal board meetings, executive meetings and board sub-committees
virtually.
2. Hold board awaydays in person (with option for virtual presentations where needed).
3. Continue to hold Council of Governors' meetings virtually with an annual governor awayday
in person (this will also be taken to the Council of Governors for decision).
4. Hold annual members' meetings in person and create other opportunities for members to
interact with the board and executive team at events in person.
Page 9 of 10

Noted

13

Item Subject

Action

SSh – I am broadly in support, but I have a preference for the formal board meetings to be held
face-to-face.
SD – We should meet face-to-face at least once a year.
AM – The Annual Members Meeting would count as a face-to-face board meeting.
Operationally, it works better in the way set out in the proposal.
SB – At a face-to-face meeting, the ability to broadcast would be difficult. It is technically easier
and less costly to continue virtually.
RCE – Transparency has improved and there is better attendance at virtual meetings, but I would
value face-to-face meetings for team building.
IO – We can continue with virtual meeting and review this.
YG – This was a useful exercise and there is merit in abiding by the results.
20

Any other business
None raised.

Noted
Next meeting of the Board of Directors
Thursday 7 July 2022 at 10.30 am
Via MS Teams
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Board of Directors
7 July 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

For the Board to note

Item
Enclosure

3
3
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Board Actions Tracker 2022 - progress on matters arising from last meeting and on-going matters from previous meetings

No

Minutes reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed

Comments

1

2022-05/#1

05/05/2022

Board Assurance
Framework

For the Executive Team to agree a risk on prisons expansion
for inclusion on the Board Assurance Framework

Ify Okocha

08/09/2022

Board Assurance
Framework

In progress

Following discussion at the Executive Team and Audit and Risk Assurance Committee, it has been agreed to defer this
discussion to September 2022, when the position is clearer.

2

2022-05/#2

05/05/2022

Board Assurance
Framework

To consider if risk 1844 on CMHT demand should be increased
to a significant risk and re-drafted to cover both adults and
Iain Dimond
childrens services

07/07/2022

Board Assurance
Framework

Complete

This risk has been re-worded to reflect that this is a risk across CAMHS as well as adult services, and increased to significant
to align with the service directorate risks registers

3

2022-05/#3

05/05/2022

Board Assurance
Framework

To consider if risk 1912 on pressures on district nursing teams
Iain Dimond
should be increased to a significant risk

07/07/2022

Board Assurance
Framework

Complete

The PQAC agreed to increase this to a significant risk to bring this into line with the service directorate risk.

To consider if risk 1921 on responding to service delivery
concerns should be re-articulated to link to the work on the
culture and escalation

Iain Dimond

07/07/2022

Board Assurance
Framework

Complete

The Performance and Quality Assurance Committee (PQAC) agreed to tolerate this risk and de-escalate from the Board
Assurance Framework. Good progress has been made to mitigate this risk, and robust assurances are now in place through
the Improving Lives programme, with evidence that service delivery concerns are being identified and addressed in a timely
manner, and the live assurance dashboard is in place.

4

2022-05/#4

05/05/2022

Board Assurance
Framework

5

2022-05/#5

05/05/2022

Board Assurance
Framework

For the Business Committee risks to be re-evaluated for
2022/23 once the audit and the operational planning work is
complete.

Azara Mukhtar

08/09/2022

Board Assurance
Framework

In progress

A review of the Business Committee risks to reflect the position for 2022/23 is in progress. Proposed changes were
discussed at the June 2022 meeting of the Business Committee and a further iteration will be taken back to the committee in
July 2022 for ratification. The full set of changes will therefore be presented to the Board of Directors in September 2022.

6

2022-05/#6

05/05/2022

Chief Executives
report

For an update on the trust response to the Okendon reports
to be brought to the committee

Jane Wells

07/05/2022

Okendon review

Complete

On agenda for the July 2022 board meeting.
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Board of Directors
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Item
Enclosure

4
4

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

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

Link to trust strategy

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

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

This report provides an overview of the current position with the Board
Assurance Framework.
Risks are discussed at the board sub-committees. The prisons expansion risks has
been discussed at the Executive Team meeting and Audit and Risk Assurance
Committee on 14 June 2022.
n/a

BAF – Board Assurance Framework
CAMHS – Children and Adolescent Mental Health Services
PQAC – Performance and Quality Assurance Committee

The Board Assurance Framework includes risks relating to quality.
The Board Assurance Framework includes risks relating to financial sustainability.
The Board Assurance Framework includes risks relating to workforce initiatives,
including Building a Fairer Oxleas.
The Board Assurance Framework includes risks relating to patient experience
and outcome, and staff well-being and morale.
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Executive Summary EXECUTIVE SUMMARY (High-level / strategic summary)
This report provides an overview of the current position with the Board Assurance
Framework (BAF). There are 15 risks on the BAF. The Health and Safety Oversight
Committee and Quality Improvement and Innovation Committee do not hold any BAF
risks. Exceptions to note are summarised below.
Risk level

PQAC

Business

Partnership

Infrastructure

People

Total

Low

0

1

0

0

0

1

Moderate

0

1

0

0

0

1

High

1

1

1

2

2

7

Significant

3

1

0

1

1

6

Total

4

4

1

3

3
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Risks increased since the May 2022 board meeting
1844: Demand on adult and children’s community mental health teams significant
As discussed at the May 2022 meeting of the Board of Directors, this risk has been reworded to reflect that this is a risk across CAMHS as well as adult services, and
increased to significant to align with the service directorate risks registers. The
Performance and Quality Assurance Committee (PQAC) agreed not to disaggregate into
two risks on the BAF as both directorates have included demand and capacity on their
directorate risks registers. School nursing and children’s therapy services are not
included in this risk, as in those services, improvements are being made, and the risk is
not deemed to be significant.
1912: Pressure on district nursing teams significant
As discussed at the May 2022 meeting of the Board of Directors, the PQAC agreed to
increase this to a significant risk to bring this into line with the service directorate risk.
1213: Vacancies and recruitment pressure significant
The risk has increased from high (12) to significant (16), to align with service directorate
risks. Additional wording on areas of challenge has been included in the risk
description.

Other significant risks – exceptions to note

18

1913: If wait times in community services are not reduced, there is a risk that this will
impact on patient outcomes and experience significant
This remains a significant risk. 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. The Zero
Delays workstream is using QI methodology to identify better ways of managing waits
and in parallel with this, targeted work is taking place with a number of teams to
address waits. This includes how priorities are reviewed, use of temporary staff and
reviewing which patients are on the waiting list.
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 nonrecurrent mitigations cannot be relied upon year on year significant
The Business Committee agreed to retain the rating of significant. The risk to the trust
financial medium/long term sustainability is driven by the reducing contribution of
commissioning contracts and the failure to deliver recurrent CIPs. Thus far the trust has
utilised non recurrent benefits such as vacancy factors and non recurrent income and
surpluses to mitigate against non delivery of recurrent CIPs or decreasing contribution.
Due to the nature of the ICS financial regime the trust finances are intertwined with all
of the other NHS organisations in SEL ICS. This means even if the trust is financially
balanced it may be further required to contribute to achieving ICS balance.
2006: The new ICS capital regime may limit the Trusts ability to invest in maintaining
and improving its infrastructure. This could prevent the level of investment required
to ensure safe environments (such as anti-ligature work), maintain the quality of
environment in an ageing estate, and maintain and improve the IT infrastructure, as
required for modern service delivery. This could create unacceptable risks to patient
safety, service efficiency and the creation of a safe, therapeutic environment
significant
This risk was discussed at the Infrastructure Committee meeting on 22 June 2022 and it
was agreed that the risk rating remains unchanged.

Risk de-escalated since May 2022 meeting
1921: Responding to service delivery concerns moderate
The Performance and Quality Assurance Committee (PQAC) agreed to tolerate this risk
and de-escalate from the Board Assurance Framework. Good progress has been made
to mitigate this risk, and robust assurances are now in place through the Improving Lives
programme, with evidence that service delivery concerns are being identified and
addressed in a timely manner, and the live assurance dashboard is in place.

Business Committee

A review of the Business Committee risks to reflect the position for 2022/23 is in
progress. Proposed changes were discussed at the June 2022 meeting of the Business
Committee and a further iteration will be taken back to the committee in July 2022 for
ratification. The full set of changes will therefore be presented to the Board of Directors
in September 2022.

19

Prisons expansion risk

Following discussion at the Executive Team and Audit and Risk Assurance Committee, it
has been agreed to defer this discussion to September 2022, when the position is
clearer.
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Board Assurance Framework 2022/23: summary version

30 June 2022
Current risk rating (blue line on graph)
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1177: Financial sustainability of the Trust in the medium/long term
1213: Vacancies and recruitment pressures
1471: Staff experiencing violence, aggression and discrimination at work
1502: Impact of demand on staff satisfaction and retention
1984: SE London ICS financial risk (revenue and capital) - in year
1606: Bed management - key cost driver
1844: Demand on adult and children’s community mental health teams
1905: Reducing prone restraint
1912: Pressure on district nursing teams
1913: Reducing wait times in community services
1914: Local Authority contracts for integrated and embedded services
1994: Cyber security strategic risk
1995: Achieving carbon zero
2006: ICS capital regime
2012: Uncertainties created by move to Integrated Care System approach
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2012: Uncertainties created by move to Integrated Care System
approach
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Board of Directors
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Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

5
-

Chief Executive Report
Sally Bryden, Associate Director and Trust Secretary
Ify Okocha, Chief Executive
Public

What is the purpose of For the Board’s information
bringing this report to
the Board meeting?
What risks/issues in the Board is asked to:
report need to be
• Approve the appointment of Dr Abi Fadipe as the Responsible
noted or acted upon?
Medical Officer for Oxleas NHS Foundation Trust
• Note the developments that have taken place nationally,
regionally and locally.
Where has this report
Some content has been discussed at Board sub-committees and by the
been previously
Executive Team.
discussed?
Are there any issues in There are some references to incidents.
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

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

Link to trust strategy

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

Link to Board
Assurance Framework
Please summarise
implications for:
Quality

The pressures on services have a potential impact on quality.

Finances

The report gives an update on our financial position.

Equality analysis

The report shares information on trust programmes to improve equity.
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Service users/
carers/staff

Executive Summary

The negative impact of Covid and increased pressures on services on
patient experience is noted. The work to reduce incidents of violence
and abuse and to support staff when these occur is noted.

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

Draft mental health bill
National plan for digital health and social care
New system oversight framework
Launch of South East London Integrated Care System
Responsible Medical Officer Appointment
Great out of Hospital Care Conference
Seminars to reduce violence and abuse against staff
Building a Fairer Oxleas two year celebrations

Further information
Links to further information are included in the report and other
reports in the board pack give more information on operational, people
and quality issues.
The report is brought to the Board for information and for the
appointment of Dr Abi Fadipe as the trust Responsible Medical Officer
to be approved.
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National update
1. Draft mental health bill
On 27 June, the government published the Draft Mental Health Bill 2022. This sets out reforms to
Mental Health Act aiming to ensure greater choice and autonomy for patients in a mental health
crisis. It also aims to tackle racial disparities in mental health services, better meet the needs of
people with a learning disability and autistic people.
The draft bill introduces four new guiding principles:
• Choice and autonomy
• Least restriction
• Therapeutic benefit
• Treating the person as an individual
It also introduces a new statutory role – the nominated person – to replace the nearest relative
from the 1983 Act. This will enable service users to select who represents them and exercises the
relevant statutory functions on their behalf.
The draft bill is undergoing the process of parliamentary scrutiny before a final version is
published. NHS Providers are running briefing sessions and have produced a briefing which is
available at
46908_next-day-briefing---draft-mental-health-bill-2022-final-version.pdf (emlfiles4.com)
The draft bill will be reviewed by our Mental Health Legislation Oversight Group who will develop
plans in response.

2. Plan for digital health and social care
The Department for Health and Social Care has made digital transformation of health and social
care a top priority. To support this, A Plan For Digital Health and Social Care was published by the
department on 29 June 2022. It aims to deliver four goals of reform to equip the system to:
•

prevent people’s health and social care needs from escalating

•

personalise health and social care and reduce health disparities

•

improve the experience and impact of people providing services

•

transform performance.

The plan has a number of implications for integrated care systems and constituent providers
including improving electronic record systems, resilience to cyber attack, use of cloud services and
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developing the data, digital and technology workforce. Information on the plan is available at A
plan for digital health and social care - GOV.UK (www.gov.uk)

We will take forward these plans in conjunction with our integrated care system partners through
our Infrastructure Committee.

3. New system oversight framework for 2022/23
NHS England has published a new system oversight framework for 2022/23. The framework
outlines NHS England’s approach and is aligned with the ambitions set out in the NHS Long Term
Plan. It reflects the significant changes brought by the Health and Care Act 2022 including formal
establishment of Integrated Care Boards and the merging of NHS Improvement (comprising of
Monitor and NHS Trust Development Authority) into NHS England. An updated set of oversight
metrics is part of the framework.
Details of the new framework and metrics are available at: NHS England » NHS Oversight
Framework 2022/23

Regional/system update
South East London Integrated Care System
The first South East London Integrated Care System Board meeting takes place on 1 July 2022 as
the new organisation officially comes into being. The agenda includes:
•
•
•
•
•
•
•
•

Introduction to the ICB and board members
What working as an ICS means in south east London
Vision, purpose and objectives
Delivering through Local Care Partnerships
Operating plans 2022/23
Taking Action – Children and Young People
Engaging on future plans
Public questions

The meeting papers are available at:
Integrated Care Board meetings - South East London ICS (selondonics.org)
Further appointments have been made to the Integrated Care System Board. Debbie Warren is the
Local Government Partner Member and Dr George Verghese is the Primary Care Partner Member.
The development of the mental health provider collaborative and the community health provider
network continues.

Organisational report
1. COVID-19 update
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We continue to monitor reported cases of Covid-19 infection in staff and patients. At the time of
writing, we have 14 patients testing positive and 43 members of staff away from work due to
Covid. We have outbreaks on three of our mental health in-patient wards which is affecting our
ability to admit patients to those wards.
We are re-instating our weekly monitoring meeting from July in response.

2. Responsible Medical Officer appointment
Following Dr Abi Fadipe’s appointment to the role of Medical Director, the process has been
undertaken to appoint her as the Responsible Officer for the trust. This was discussed and
recommended by the People Committee and the Board is asked to approve this appointment. The
duties of the Responsible Officer include:
• 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.
Dr Fadipe is a trained medical appraiser and has been involved in the appraisal process in
Oxleas since its inception.

3.

Performance Overview
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4. Trust developments
Great Out of Hospital Care conference
More than 100 colleagues, partners, service users and members attended our Great Out of
Hospital Care conference and exhibition in June. At the event, they learned more about how
we are taking forward this key priority of the Oxleas Strategy 2021-24.
Delegates heard from SE Integrated Care System Chair Richard Douglas who outlined the
role of the new integrated system. “The Integrated Care System has three main objectives,”
he said. “To improve health outcomes of local people, tackle inequalities and increase value
for money and productivity. In my view, this Great Out of Hospital Care programme is
central to delivering these.”
The event included guest speakers and a showcase of some of the projects currently under
way at Oxleas.
Teams exhibiting included:
· Crisis Resolution Home Treatment Team
· Mental Health Crisis Line Team
· End of Life Care Team
· Deteriorating Patients Team
· CAMHS Crisis Pathway Team
· Winter Pressure Team
· Community Mental Health Transformation Programme for Bexley, Bromley and Greenwich
· Urgent Community Response in Bexley and Greenwich
· Diabetes Team Bexley and Greenwich
· Respiratory Team Bexley and Greenwich
· Pessary Replacement Pathway Project Team
The Great Out of Hospital Care programme is led by Dr Abi Fadipe. A film of the conference
can be viewed at: https://vimeo.com/oxleasnhs/goohc2022

Our Recognition Awards are open for nominations
Nominations are open for the Oxleas Recognition Awards 2022. To nominate a team or an
individual staff member, visit
https://www.smartsurvey.co.uk/s/StaffRecognitionAwards2022/
Closing date for entries is 10am on Monday, 25 June and an event will be held in the
Autumn to announce the winners.
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Building a Fairer Oxleas – two year celebration

A week of celebrations including a lunch for our Building a Fairer Oxleas working group
members will take place from Monday 11 July. The events will mark the programme’s
second anniversary, celebrate it success and share plans for the future.

Seminars on reducing violence and abuse against staff
As part of our strategic building block workstream, we are taking action to reduce the level
of abuse experienced by colleagues. To support this, we are holding two seminars this
month to share learning and raise awareness of support across the organisation.
These will be held on 4 and 11 July and recordings will be available for colleagues to view on
our intranet.
We have also updated our prevention and management of violence and abuse policy to
reflect developments including adopting the principles of trauma informed care.

Woodlands Unit garden opening
Stephen Dilworth, our Vice Chair, officially opened our new outdoor therapy space at
Woodlands, Queen Mary’s Hospital, in May. The Estates Team worked with service users to
regenerate a disused outdoor space and the project is a wonderful example of coproduction.
The new outdoor therapy space includes outdoor exercise equipment for keep fit, a sports
pitch, a special planting area for horticulture, a shelter and quiet space - ideal for taking
time out to reflect.
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6
6a-d

Board Operational Performance Report
Iain Dimond - Chief Operating Officer
Iain Dimond – Chief Operating Officer
Public

What is the purpose of For the Board’s information
bringing this report to
the Board meeting?
What risks/issues in the The Board is asked to note:
report need to be
• Continued pressure on inpatient provision within the Acute and
noted or acted upon?
Crisis Mental Health directorate and action being taken in
response
• Focus on violence reduction within the Acute and Crisis Mental
Health Directorate
• The directorate spotlight on ICMP within Community Mental
Health
• Closure of the Adult Learning Disability Day Services
• Higher activity levels within Adult Community Physical Health
services are now ‘business as usual’
• Workforce challenges within the Children and Young People
Directorate
• The improvements to Mental Health Service delivery at HMP
Wandsworth and the recent re-inspection by HMIP/ CQC
• The Integrated Board Report provides an overview of performance
and specific metrics and actions have been discussed in detail in
board sub-committees.
Where has this report
The metrics in the Integrated Board Report and actions being taken in
been previously
response are discussed in the relevant board sub-committees.
discussed?
Are there any issues in No
the report that might
cause upset?
Glossary of
HBPOS – Health Based Place of Safety
terms/acronyms used
ED – Emergency Department
in the report
CRHTT – Crisis Resolution and Home Treatment Team
PICU – Psychiatric Intensive Care Unit
COPD – Chronic Obstructive Pulmonary Disease
MSK – Musculo-Skeletal
JET – Joint Emergency Team
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ASD – Autistic Spectrum Disorder
CAMHS – Child and Adolescent Mental Health Service
CQC – Care Quality Commission
CTR – Care & Treatment Reviews
IPS – Individual Placement and Support
UCR – Urgent Community Response
MDT – multi-disciplinary team
BCU – Basic Command Unit
PRUH – Princess Royal University Hospital
SNET – Support Network Engagement Tool
DMT – Directorate Management Team
HEPA – high efficiency particulate air
TUPE – Transfer of Undertakings (Protection of Employment)
LAS – London Ambulance Service
DToC- Delayed Transfer of Care
PCP – Primary Care Plus
ICMP – Intensive Case Management for Psychosis
ADAPT – Anxiety, Depression, Affective, Personality Disorder and Trauma
CMHT – Community Mental Health Team
ADHD – Attention deficit and hyperactivity disorder
Link to trust strategy

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

Link to Board
Assurance Framework

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

Please summarise
implications for:
Quality
Finances

Equality analysis

Service users/
carers/staff

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

EXECUTIVE SUMMARY
This report provides a summary from each service directorate on
current achievements, challenges and developments.
Key Highlights
• Progress being made in the acute and crisis mental health
directorate around key areas of improvement e.g. The Tarn and
HTT
• Expansion of the Adult Mental Health Crisis House offer from
July 2022
• Progress around implementing the Care Treatment Approach
within community mental health services
• The IAPT e-triage trial
• The ALD Fun and Fitness programme
• Positive data regarding our Urgent Crisis Response within Adult
Community Health
• The roll out of the iThrive model within CAMHS
• Recognition of the improvements to the mental health service
at HMP Wandsworth by HMIP/ CQC
• Successful request for additional funding to implement the new
patient pathways (EDIC, Mental Health and Release and
Transfer) within the Greenwich prison cluster
• Successful outcome of our bid for the Pan London Mental
Health Treatment Requirement (MHTR) Treatment Service for
Women
Integrated Performance Report
The Integrated Performance Report is attached as appendix one. More
detailed analysis of performance in each measure and the actions
being taken in response have been reviewed at the relevant board subcommittees. Details of these discussions are included in the committee
reports.
Currently, we are focusing on 15 quality areas in this dashboard to
improve performance. Details of the actions being taken were
presented to the Performance and Quality Assurance Committee in
June. The Forensic and Prisons Directorate also presented to the
committee on performance and quality issues specific to prisons and
discussed how they are taking forward improvement plans.
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Finance metrics have been discussed at the Business Committee. The
People Committee reviews performance metrics relating to workforce
issues including the value of good supervision and personal
development reviews to support staff and enable career progression.
Additional information/analysis
Additional background information on items included can be provided
or briefing sessions/virtual visits arranged.
Action required
The Board is asked to note the report.
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Board Operational Report
July 2022
Acute & Crisis Mental Health Directorate
The directorate published our business plan on 11th May which scheduled our key workstreams for
the next 18 months and includes our vision for staff and service users.
The Directorate has challenges in the following areas:
•

•

•

•
•

•

•

Presentations to emergency departments have not risen significantly, but we believe that the
cohort of those presentations who then meet the threshold for inpatient care has grown. We
have conducted analysis and deep dives to understand this demand and have intelligence on the
the volume of those people who are already under the care of Oxleas. We will work with
Community Directorate leads and the Director of Flow to consider how we alter this trend.
The demand for bed capacity has been high for several months (with only limited reprieve) and
the availability of beds in the NHS and private sector in London is also low. We want to develop
more capacity within our own services and are putting in place a project team to take this work
forward with the aim of opening a ward later this year.
The continued high demand has known effects on “waits” for beds in emergency departments
and Health-based place of safety. It also affects the Mental Health Act assessment process
leading to some cancellations at the 11th hour.
The continued pressure takes its toll on our staff as well as depleting the energy which we had
hoped to invest in transformation projects
We have made progress with rolling out the SeeThinkAct Framework to reduce violence and
aggression. We experience actual violence and assaults on our staff at a rate of 5 to 6 incidents
per week. We have concerns for Avery and Shrewsbury ward and are working with the
leadership team at Oxleas House to understand the trend and support the teams to reduce the
violence and aggression that they experience from patients.
The main threats to financial stability are the spend on private beds, the volume of additional
staff booked onto inpatient wards and an inadequate model for overseeing income generation
beds.
We have high numbers of unresolved and outstanding complaints. We are implementing a new
approach based on senior leaders meeting with the complainants as early as possible – followed
by an investigation into residual issues after such a meeting.

Progress made in the Directorate:
•
•
•

•

Launch of the digitisation of s136 pathway in Oxleas meaning that we will have access to system
data on the volume of s136 activity in south east London, police practice (demand and supply)
We have embedded a fresh process and structure for the male and female PICU pathway
Excellent engagement from the staff in the Crisis Resolution Home Treatment Team re-set
project and measurable changes notices with the volume of home visits and the general number
of contacts with patients. We have started to notice a shift in culture but have significant work
to do yet in terms of teams and leaders applying solutions to their local challenges.
Note: The cost of fuel is being cited by staff as a reason why they are reluctant to use their own
cars to visit patients. They do not believe that the expenses they get in return will cover their
costs.
Progress made with multiple KPIs (72hr follow up, Gatekeeping, s132 rights)
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•
•

•

•
•
•

Re-set Project for Liaison teams launched in June 2022 and due to complete in December 2022
Improvement plan for The Tarn ward (Feb to May) has been completed with positive effect.
Noticeable reduction in complaints and in staffing cancellations. The Tarn will open to 14 beds
from June 2022 and the next step is to submit the paper for the medium-term plan to build a
seclusion room and de-escalation room and cap at 14 beds.
Significant progress made with Local BCU leads and Mental Health leads in the Metropolitan
Police in terms of agreeing the priorities for improving local communication, expectations, and
practice.
Crisis house occupancy running above target consistently. Crisis House capacity will increase to
7 beds in July 2022 with a recommended increase in standard length of stay from 3 to 5 days.
Evaluation of the BRIDGE BACK HOME and HOSPITAL 2 HOME projects due to be published.
Significant increase in Bridge Back Home referrals since the re-launch in April 2022.
We have tightened our operational grip on DToC and have held ‘MADE’ like sessions with local
system partners in the three boroughs. We continue to work with ICS colleagues (including
SLaM) to explore models to support discharge from mental health beds (such as swift access to
deep cleaning services, supported accommodation, demand & capacity analysis, funding panels,
care packages, step-down facilities).

We have recruited a Band 8a Lead for Older Peoples’ services, which is the first step in creating an
Older People’s Hub of services. Recruitment is underway to strengthen the management capacity of
the directorate: a Band 8c Service Manager, a second Band 8a practice development nurse and 2 x
Band 8B operational leader posts (non-recurrent) which we hope will bolster our capacity for
delivering the many improvement workstreams as well as coordinate day-to-day business.
We have finalised our workforce plan and have multiple streams of recruitment underway. The
directorate has embraced the Graduate Recruitment scheme and will offer places to at least six
candidates. We hope to offer further places to surplus candidates due to the very high quality of
applicants.
Though we have launched Assessment Areas at both PRUH ED and QEH ED, we need to evaluate
both models to understand true cost and impact on patient experience, quality of assessment and
waiting times. Funding has not been secured and the evaluation work is now overdue. The resulting
conclusions and recommendations will influence future funding and design of these models.
The Directorate continue to work closely with SLP colleagues to deliver the 3x workstreams for
Female PICU:
-

Contribute towards the business case and identify a location in Oxleas to build (Oxleas
House)
Standardise the male and female operational and clinical pathway in south London
Work with commissioners to procure Female PICU beds locally (until such time that a Female
PICU ward is built) so that our female patients do not have to be placed out of area and so
that we have a consistent clinical model/consistent pathway.
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Community Mental Health Directorate
Spotlight on ICMP
The Intensive Community Management of Psychosis pathway provides care and treatment for service
users who are diagnosed with schizophrenia or bi-polar disorder. It provides a flexible service within
secondary care for adults over the age of 18. The referrals come from inpatient and crisis services,
Early Intervention in Psychosis Teams, Primary Care Plus (PCP) and ADAPT (if there has been a change
of diagnosis or needs), transfer from other areas if people move into the area, or forensic teams when
people require step down. Across the directorate, there are five teams to support over 2,500 people.
The teams work in geographical areas to support community care and access for residents.

ICMP Referrals & Caseloads

ICMP Referral Rates Dec '21 - May '22
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ICMP Caseloads at Month End Dec '21 - May '22
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Workforce
All five teams have challenges with vacancies in all professions and this is the biggest challenge at
present. This has an impact on continuity of care, patient experience and induction/orientation time
for new starters. Senior staff have and are working tirelessly to ensure smooth handovers, induction
and supervision of staff in the context of a high turnover.
The management of caseloads and allocation of care coordinators has become a key priority to
ensure that service users needing the most, or complex support receive this in a timely and effective
manner, the use of multi-disciplinary team and zoning meetings allow regular consideration of new
referrals and/or the re-allocation of cases where staff have left the team, some cases are then
managed via duty and/or the team manager until we have care co-ordinators that we can allocate
cases to.
Where we have needed to, we have implemented the business continuity plans and prioritized core
duties to allow staff to manage pressure, as the largest number of vacancies are in Care Coordination
roles, part of our business continuity plans were to enable care co-ordinators to be supported by
occupational therapy and psychology colleagues i.e., covering duty, this then allows care co-ordinators
more time to manage caseload needs
While some of the vacancies are also managed via the use of temporary staff, an outcome of this is
the high turnover of care co-ordinators across the teams.
We are having some success in recruiting substantive staff, these are frequently relatively recently
qualified (development posts), and time is required to fully acclimatise them to the role. We find that
we are replacing experienced care co-ordinators (lost via retirement or promotion etc.) with staff
requiring further investment of time to develop their skills or experienced staff are retiring and
returning but with limited hours so we are utilising their skills to mentor and coach the newer staff.
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One of the teams recently won a clinical placement award at the recent Oxleas nursing conference –
“The work of this team deserves special recognition. They have worked tirelessly to support student
nurse clinical placements, collectively finding creative solutions to make student placements a success.
This has all been done, despite staff shortages and recruitment issues, proving they really are deserving
of this award.”
All teams are reviewing caseloads, care plans and risk assessments via MDT and zoning meetings to
enable us to ensure continuity and quality of care
All teams have identified that there are cohorts of people who could be discharged from ICMP teams
and work has started to utilise the new PCN MHP (primary care network, mental health practitioner)
roles to support this. This includes depot clinics. Discharge meetings have also been established in all
teams.
The situation continues to be challenging but morale in the teams is generally good and senior
managers are supporting the teams regularly. Many of teams continue to receive compliments from
patients and their carers.
The directorate is also piloting a new care team approach as a solution to many of these challenges.
Care Teams Approach (CTA)
Due to the recruitment issues that all our ICMP teams are experiencing, we have noticed the quality
of care and contacts with clients has reduced so we are piloting a new way of working called the Care
Teams Approach (CTA)
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We have identified qualified members of staff in each team to work in this way, and we have this
month recruited to all our mental health advisor roles. We are working with the teams to develop
pathways and policies to support this approach.
IAPT
We are rejuvenating the e-triage trial which aims to help us improve our patient online referrals. The
trial aims to help us understand the impact that a new proposed process has on patient outcomes,
patient experience, staff experience, efficiency, and productivity in IAPT services. Participation in the
trial will provide insights into how the e-triage process could be improved and how barriers to
utilisation can be overcome. We are testing various hypotheses such as:· Whether the new e-triage
improves the service user experience of IAPT assessment processes· Whether the new e-triage
improves the accuracy of diagnosis/ identification of presenting problems by flagging likely diagnoses
to clinicians ahead of staring their assessment· Whether the new e-triage will reduce the overall
amount of time the service spends on assessments· Whether the new e-triage improves staff
experience by reducing time on administration and allowing more time for meaningful clinical
interaction with service users.
We are taking part in a Social Anxiety trial developed by David Clark and his colleagues aiming to
introduce an online digital CBT treatment protocol for this disorder. We have several staff who
attended specialist training and participating in the trial.
One of our assistant psychologists is participating in an IAPT study looking at Predictors of
Psychological treatment outcomes for common mental health problems in IAPT service users.
With support from Oxleas’ Communications Team, we have created a new video to promote our new
integrated Long-Term conditions IAPT service. Outcomes for this new service have been good with
recovery rates above the expected 50%
We were invited by Healthy London Partnership to present our 16-17 young people integrated IAPT
service to all the London IAPT Clinical Leads. The presentation was well received and the Clinical Leads
were interested to know more about our service model.
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Adult Learning Disability
Fun and Fitness
A report has been produced to highlight the findings from a joint pilot programme aimed at increasing
activity levels in adults with learning disabilities; ‘Fun & Fitness’. The project uses technology to
encourage and support participants to increase physical activity. Changes in activity levels, biometric
markers, as well as psychometric measures were tracked over time. Sources of qualitative data in the
form of individual feedback and focus group were also used for project evaluation. Key findings were:
1) Fun & Fitness aimed to engage 64 people by March 2022. From the start of the project in February
2021, 85 people have joined and 51 of whom remain regular members. Several participants have used
Fun and Fitness as a springboard to engage with additional sports and activities outside of the group,
such as swimming, boxing, and cycling.
2) Participants’ feedback suggests that the social aspect of Fun & Fitness is highly valued, particularly
exercising, and playing games with friends. This is notable both in terms of the project being developed
in the context of the Covid-19 pandemic and at a time where in Greenwich, as in many localities, there
has been a reduction in the provision of traditional day services for people with learning disabilities.
3) Significant improvements in mental health outcomes were observed over time in terms of the
repeated use of Health of the Nation Outcome Scales for People with Learning Disabilities (HoNOSLD). Learning Disabilities in Clinical Outcomes in Routine Evaluation has suggested improvement at
an arithmetic level, but yet to reach a point of statistical significance across the engagement in the
group. In terms of quality-of-life repeated measure on the miniMANS-LD again suggest improvements
at an arithmetic level, but this has yet to reach statistical significance. In terms of physical health
measures there were no statistically significant changes. A comparison of mean scores indicates a
slight decrease in weight and resting heart rate over time, as well as an increase in quality of life. The
number of participants with high blood pressure also decreased after six months.
4) Using the fitness trackers has proven to be a challenging element of the project, but focused and
creative responses to this have enabled some progress to be made.
5) In addition, a service user who supported the sessions as a volunteer has been guided through
completing additional training and is now accessing paid employment with Better.
In conclusion, the co-operative approach between Oxleas, Better and the Royal Borough of Greenwich
has been key in evolving Fun & Fitness into a successful project and into a gateway for people with
learning disabilities to access physical activity. The members value being part of the groups and there
is evidence of better mental health outcomes. Involving technology has proven to be a challenge, and
additional support was needed. Moving forward, Fun & Fitness will offer more challenging exercises
and nutrition workshops to its regular members, therefore involving additional elements to encourage
health behaviour change. The project has created a foundation for members to begin to move toward
improved physical fitness and mental health.
LD Awareness week
A number of events were held across the boroughs, including ResearchNet visiting a Year 6 class in a
local primary school. The event which focussed on discrimination and bullying was a great success and
the Headteacher has suggested this is repeated annually and potentially extending to Year 5 children.
Day services
The day services have now officially closed and a farewell event was held on the 23rd June on the site.
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Some of the funding has already been reinvested in staffing, with further reinvestment to follow over
the year. We are working closely with Estates over the use of the building and gardens both for ALD
as well as for options that would support staff and services outside of the directorate.
Great Out Of Hospital Care Conference
ALD presented two projects at the Trust’s Great Out Of Hospital Care conference on the 20th June; End
of Life Care and Care of the Deteriorating Patient. These areas have been highlighted in mortality
reviews completed as part of the LeDeR process and now make up 2 of the workstreams included in
the ALD Physical Health group. We were able to share the work we are doing in the community with
clinicians in other Directorates and make links with the ICS.
Within the End of Life care project, clinicians are working to complete a local, bespoke End of Life
toolkit to enable targeted, accessible and consistent service delivery to people with a learning
disability; they are also working on support systems for staff working within this challenging area and
providing forums to encourage people to begin to speak about death and dying.
A comprehensive DNACPR training has been delivered to over 95% of clinical staff to equip them with
the skills and knowledge to question and challenge when appropriate.
The Deteriorating Patient work focusses on providing training and resources (the Restore2 and
Restore-mini) to ALD clinical staff and the staff of provider organisations to enable timely and effective
identification and management of deteriorating health. Equipping staff to do this will support early
identification of deteriorating health and appropriate escalation to support better outcomes for our
patients.
We are also working across all Directorates to roll out and refresh awareness of the LeDeR programme
which has been expanded to include adults with a diagnosis of Autism whose deaths will now be
reviewed under the LeDeR framework. Work has been agreed at the Mortality Committee to share
information across all services to enable staff to report and be involved in the process where
necessary.

Adult Community Physical Health (ACPH)
Introduction
The ongoing high demand for community health services appears to have stabilised and therefore
current activity levels may be our new business as usual (BAU). Despite this pressure we have
continued to make improvements in reducing our waiting lists across the directorate especially
within our therapy rehab services, community SLT, podiatric surgery and neuro services. Our
involvement in a range of SEL transformation programmes continues and we are in year 2
implementation phase for our Home First, Neuro, and Diabetes programmes.
Current Achievements
The National Urgent Crisis Response (UCR) Accelerator programme concluded in March 2022 and we
have moved our ongoing enhancements to our Rapid and JET teams within our existing operational
management framework. We are required to submit monthly UCR data and the output for us in
month 1 has been very positive and shows we have high patient contact activity compared to SEL
partners.
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Number of care contacts for UCR 2 hour wating time April 2022
GSTT
LGT
Oxleas
Bromley

F2F
710
135
575
465

Phone contact
25
55
420
310

Total contacts
735
195
995
770

The table below shows some key demographics for our UCR patients. We will be exploring how we
can promote our service to ensure all of our population are able to access this support.
Demographics of all UCR referrals in %

GSTT
LGT
Oxleas
Bromley

Total Pt record
Submitted

Age 65 years+

Recorded as
White ethnicity

165
110
430
400

88%
90%
85%
95%

47%
45%
69%
90%

Most social
deprived
(groups 6 to 10)
85%
80%
58%
25%

Challenges
The current economic pressure is our area of primary concern for community health staff. Our teams
undertake the highest number of daily face to face home contacts (up to 12 a day) and therefore the
increase in fuel along with cost of living pressures is disproportionately affecting our staff. The risk is
that community staff may leave to join other teams where travel is not required, or join other local
trusts that pay more in London allowance. This will add to the pressure already being experienced
through high demand and vacancy rates. Support we have been discussing includes establishing
confidential access to a directorate food bank, consideration of paying for taxis in times of hardship
or reducing contacts so that staff can travel by bus.
Developments
We are working with local partners to try to establish an enhanced asthma diagnostic hub. The
current preferred model is to support primary care colleagues to undertake the diagnostics with
clinical supervision and support for training provided by our COPD services.
Greenwich is currently the only south east London borough without an existing community
lymphoedema service. The team have been working on a business case for new investment and will
be escalating this request via the SEL ICS contract meetings.

Children and Young People Directorate
We continue to focus on service developments linked to the Trust Strategy including working with
our colleagues across Southeast London on the development of a Hospital at Home Service, and
development of a Referral Assessment Service (RAS) for Gynaecology. The Hospital at Home Service
was presented at the Trust Conference in June.
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Teams are working on development of waiting lists in RiO (where this do not currently exist) to
support the zero delays workstream and form the foundation of a specialist wide dashboard.
Team dashboards in iFox are being developed and will be rolled out to teams once all metrics are
validated and are correctly reflecting the teams’ performance information requirements.
The Directorate continues to have several workforce challenges which has resulted in the
implementation of Business Continuity Plans in some services: Young Greenwich (School Nursing),
Community Paediatrics in Greenwich, Bromley CAMHS, Bexley CAMHS Generic and LDND team and
Greenwich CAMHS Adolescent team.
Over-recruitment has been agreed for posts within community paediatrics and Speech and Language
Therapy to support services with highest vacancies.
In CAMHS, a wide range of options are being considered to address challenges, including outsourcing
clinical work, use of temporary and fixed-term staffing and development of out-of-hours clinics to
address priority areas such as the Adolescent Team and waiting lists.
Bexley CAMHS service re-design to the iThrive Model continues in accordance with the mobilisation
plan, and the consultation paper for the management re-structure has been launched. Work
towards the introduction of the iThrive Model has commenced in Greenwich and Bromley will
follow.
The Business Office in CYP received a demonstration of a newly developed Capacity & Demand
model ahead of final adaptations.
Further discussions have been held with RBG with regards to the proposed re-design of Greenwich
CAMHS clinical in-reach pathway. The re-design is focussed on the Children’s Social Care element of
service whilst the school-based in-reach service model will remain unchanged. It is important that a
needs led approach is taken in this remodelling and any impact of the change on the wider CAMHS
service in Greenwich.
Following the successful appointment of a Darzi-Fellow the scoping of the 16-25 years’ pathway for
Mental Health will commence in September. The staff member will lead on research and
development of the pathway.
We have continued our involvement in the SLP Crisis Pathway developments which includes a
possible extension of the SLP Crisis Line and the development of a Home Treatment style community
crisis intervention model.
Waiting times oversight meetings were established across CAMHS, with active planning for all those
awaiting an assessment. These meetings have been suspended to support business continuity but
have now been re-established.

Forensics and Prison Directorate
Current Achievements
The transitioning of mental health services at HMP Wandsworth to Oxleas went live on the 1st of April
2022 where we took on a service with significant challenges around staffing, referral list management,
caseload management and referral of patients to proper environments for care to best treat their
needs. Over the past 12 weeks the team, with support from colleagues across the trust, has done an
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outstanding job in recruiting to the 35 staff posts of which there are 3 vacant posts remaining out to
advert. We had a successful interim HIMP/CQC inspection 20th -22nd June where they complimented
the team on a job well done, however, they acknowledged that the service remains fragile until all the
appointed permanent staff are in post. Notably, they saw improved and timely access for detainees
to mental health services; care plans and documentation were in good order; and improved referral
management processes and an early days in custody (EDIC) pathway providing early identification of
mental needs, which they stated was an area of good practice. While the team has identified and
transferred a significant number of detainees to secure appropriate environments, we are still not
meeting the specified national targets of 28 days due to bed pressures across London. However,
patients are being managed safely while waiting, as this remains an area of focus for the team.
We received notification from NHSE regarding our Greenwich Cluster prisons that we were successful
with our request for additional funding to implement the new patient pathways (EDIC, Mental Health
and Release and Transfer). This will be a contract variation more than an additional £1 million.
Challenges
Our on-going challenges remain recruitment and retention of staff especially band 5 RMNs at the
Bracton and band 5 RGNs, band 5/6 RMNs and pharmacy technicians in Prisons. Additionally, band 7
psychologists across the Directorate. There are national shortages of both these professional groups.
Developments
The project team Is carrying out the following activities:
•
•
•

Developing mobilisation team
Preparing for Kent Pharmacy bid – ITT expected to be released this summer
Preparing for possible Greenwich Cluster prisons procurement process and other bid
opportunities
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Appendix 1 – Integrated Board Report
The report brings together quality, workforce and finance metrics across the whole organisation. These are
reviewed at our board sub-committees and the actions being taken to improve performance discussed. If it is
considered that significant risks arise from not being able to meet the targets, these are added to the committee’s
risk register.
Performance and Quality Assurance Committee
At trust level there are currently 15 metrics which have failed to meet target (minimum) 3 out of the last 6 months.
10798 Friends involved in care and treatment
10338 Percentage of patients who responded that they felt better because of the help that they received from
the team
• 11699 FFT, overall patient experience % good and % v good (ACS & CYP)
• 11703 FFT, overall patient experience % good and % v good (MH and CAMHS)
• 11702 FFT, overall patient experience % poor and % v poor (MH and CAMHS)
• 11403 Performance against 30 working day target for responding to complaints
• 11404 Performance against outstanding actions identified from complaints
• 10335 4 Must Do Items - Enough Information Received about Care and Treatment
• 11268 RTT – Allied Health Professional – referral to treatment time
• 10024 RTT – Psychological Therapy - referral to treatment time
• 10248 RTT - Incomplete Pathways (Community Health Services)
• 11520 72 Hour Post Discharge Follow Up (Self Harm)
• 10915 Early Intervention in Psychosis - 2 Week Waiting Times
• 10323 S132
• 10322 CPA 6-month reviews
Details of the issues resulting in this performance and the actions being taken in response were discussed at the
June Performance and Quality Assurance Committee and are detailed in the committee report later in the Board
pack.
•
•

Business Committee
The Business Committee has oversight of the following metrics
• 10326 Surplus – year to date
• 10327 Cash position
• 10328 Capital expenditure
• 10330 Cost improving plans
• 10322 Agency spend
Details of these are included in the Business Committee report later in the Board pack.
People Committee
A KPI dashboard is considered at each People Committee. This includes performance information on:
• 10334 vacancy rates
• 10353 personal development review rates
• 10354 supervision rates
• 10331/2 bank and agency costs
The People Committee report is included later in this pack
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NHS OVERSIGHT FRAMEWORK DASHBOARD
June 2022 - Reporting May 2022 Activity
For further information pertaining to each of these measures, click here:

Link to NHS Oversight Framework 2020/21

Domain

Director

Metric

Metric
Number

NHSI Method of Current
Collection
Reporting

Matches Local Target
Reporting?

May-22

Operational
Performance

Iain Dimond

Referral to treatment for incomplete care pathways

10248

NHSI

IBR

Yes

90%

81.1%

Operational
Performance

Iain Dimond

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

10915

MHSDS / UNIFY2 IBR

Yes

>=56%

50.0%

Operational
Performance

Iain Dimond

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

10916

MHSDS / UNIFY2 IBR

Yes

>=56%

90.0%

Operational
Performance

Iain Dimond

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

54.3%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

99.8%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

84.0%

Operational
Performance

Iain Dimond

Maximum 6-week wait for Diagnostic Procedures
(Audiology)

11128

Unify2

DM01

Yes

99%

100.0%

Operational
Performance

Iain Dimond

MHSDS Completeness - Data Quality Maturity Index
DQMI

11190

MHSDS / UNIFY2 MHSDS

No

95%

95.0%

Published by NHS Digital two months in arrears. February
2022 DQMI MHSDS Score.

Operational
Performance

Iain Dimond

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

MHSDS / UNIFY2 NHS Digital

No

N/A

195(195)

Published by NHS Digital two months in arrears. February
2022 figure - Published 12th May 2022. Inappropriate beddays(Total OAP bed-days)

Quality of Care

Iain Dimond

Admissions to adult wards of under 16s

10664

NHS Digital

Local
Reporting

Yes

0

0

Quality of Care

Iain Dimond

CPA 7 day follow-up

10314

HSCIC

IBR

Yes

95%

97.1%

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

8.5%

Quality of Care

Neil Springham

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

11699

NHSE

IBR

Yes

TBD

87.1%

Quality of Care

Neil Springham

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

11703

NHSE

IBR

Yes

TBD

66.8%

Quality of Care

Neil Springham

Complaints

10528

NHS Digital

IBR

Yes

N/A

22

Quality of Care

Rachel Evans

Turnover (Annual)

(provisional)

NHS Digital

Not collected N/A

N/A

16.2%

Published 26th May 2022 - NHS digital (February 2021 to
February 2022). Leaver rate 16.2% (FTE). Joiner rate
17.6%(FTE). Stability index 83.7%.

Quality of Care

Rachel Evans

Proportion of Temp Staff

10332

FT

Not collected N/A

8%

5.4%

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

Quality of Care

Rachel Evans

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.6%

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

Quality of Care

Rachel Evans

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

National
Average:
70.4%

70.5%

NHS Staff Survey Benchmarking report 2020.

Quality of Care

Rachel Evans

Support and compassion

1(provisional) NHSI

SOF
Dashboard

N/A

National
6.3
average: 6.1

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

Quality of Care

Rachel Evans

Teamwork

2(provisional) NHSI

SOF
Dashboard

N/A

National
7.2
average: 6.9

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

Quality of Care

Rachel Evans

SOF
Dashboard

N/A

National
8.8
average: 9.1

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

Quality of Care

Rachel Evans

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

SOF
Dashboard

N/A

Variation

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

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

Assurance

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

Comment

1 CAS alert circulated 26/05/2022 - acknowledged by 2 of 22
leads.

New Metric. Awaiting metric figures

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

Variance

Assurance
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S.No

1

2

Committee

Regulatory

Regulatory

Reported

Monthly

N/A

Origin

Metric
Code

NHSI /
NHSE

10766

CQC

10348

View from our regulators

Target

May-22

Comments - May 2022

Variance

Assurance

Comments - May 2022

Variance

Assurance

Comments - May 2022

Variance

Assurance

Variance

Assurance

NHS Improvement - Segment
1
CQC Rating
Green

S.No

Committee

Reported

Origin

Metric
Code

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

Target

May-22

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

95.8%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

90.3%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

87.8%

6

Quality

Monthly

Trust

11699

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

>95%

87.1%

7

Quality

Monthly

Trust

11700

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

<5%

3.7%

8

Quality

Monthly

Trust

11703

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

>90%

66.8%

9

Quality

Monthly

Trust

11702

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

<10%

17.2%

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

Target

S.No

Committee

Reported

Origin

May-22

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

5.7%

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%

73.1%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

70.8%

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

87.2%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

90.7%

16

Quality

Monthly

DoH

11268

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

>95%

94.5%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

79.2%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

81.1%

19

Quality

Monthly

Trust / CYP 11397

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

TBC

51.2% 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

73.6% 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

69.2% Variance, assurance graphs and commentary to be provided at a
later date.

S.No

Committee

Reported

Origin

Metric
Code

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

Target

May-22

Comments - May 2022

22

Quality

Monthly

NHSI

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

97.1%

23

Quality

Monthly

NHSE

11519

CQUIN-72 Hour Post Discharge Follow Up

80%

91.7%

24

Quality

Monthly

NHSE

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

90.9%

25

Quality

Monthly

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

98.4%

26

Quality

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

66.8%

27

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017
onwards

>95%

28

Quality

Monthly

NHSE

10446

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

>95%

30

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

957

31

Quality

Monthly

Trust
(Internal)

10356

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

N/A

5

32

Quality

Monthly

Trust
(Internal)

10447

Incidents of category 3 and 4 Pressure Ulcers

N/A

26

100.0% Bx. 40/40; Br.22/22; Gr. 13/13. Trust. 75/75.

95.5%
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33

Quality

Monthly

NHSE

10448

Medication errors

N/A

34

Workforce &
Development

Monthly

DoH

10334

Vacancy Rate

<14%

13.6%

35

Workforce &
Development

Monthly

DoH

10445

Vacancies - Exceptions Prisons

<14%

12.7%

Committee

Reported

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

Target

S.No

Origin

Metric
Code

58

May-22

Comments - May 2022

37

Quality

Monthly

NHSI

10915

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

>56%

50.0%

38

Quality

Monthly

NHSI

10916

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

>56%

90.0%

39

Quality

Monthly

Trust
(Internal)

10645

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

>90%

98.1%

40

Quality

Monthly

NHSI

11314

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

N/A

41

Quality

Monthly

Trust

11454

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

100%

40%

42

Quality

Monthly

DoH

10323

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

100%

96.7%

43

Quality

Monthly

DoH

10325

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

100%

84.2%

44

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

95.0% Published by NHS Digital two months in arrears. February 2022
DQMI MHSDS Score.
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Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

88.7%

46

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.5%

47

Quality

Monthly

Trust / NHSI 10359

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

>95%

65.0%

Well-led - Leadership, management and governance of the
organisation assure the delivery of high-quality person
centred care, supports learning and innovation, and
promotes an open and fair culture

Target

S.No

Metric
Code

Reported

Origin

48

Workforce &
Development

Monthly

Trust
(Internal)

10353

Staff Personal Development Review (PDR) Completeness

>80%

89.0% 80% or more = green, 75% or more = amber, less than 75% =
red.
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Workforce &
Development

Monthly

Trust
(Internal)

10354

Supervision Completeness

>80%

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

Monthly

Trust
(Internal)

10331

Bank Costs as % of pay spend (All professions)

>7%

9.4% Figures include all professions >7.0% Green; 5.0 -7.0% Amber;
<= 5.0% Red.

51

Workforce &
Development

Monthly

Trust

10332

Agency costs as % of pay spend

<8%

5.4% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.
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Business

Monthly

NHSI

10326

Normalised Surplus - Year to Date (£M)

0.0

0.0 The Trust delivered a breakeven position at the end month two.
This is after deferring income related to new programmes that
are yet to start. The key income lines that have been deferred
include 2022/23 MHIS, SDF and Physical Community uplift. The
position accounts for a total adjustment of £7.1m being the
Oxleas contribution towards improving the overall ICS system
deficit following the 28 April submission. After adjusting for the
known items above, the additional deferral was £0.8m.
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Business

Monthly

NHSI

10327

Cash Position (£m)

119.0

134 Total cash is £134m compared to a plan of £119m. This is
principally due to accrued expenses including £6.5m for
provider collaboratives. The Trust is also still awaiting a number
of invoices for 2021/22 which were accrued at year end.
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Business

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

1.7

55

Business

Monthly

Trust

10330

CIP Plans 21/22 (£M)

2.3

1.3 The Trust negotiated a capital allocation £10.9m from SEL ICS
for 2022/23, with a further £4.0m drawn from the SEL ICS’s
strategic fund for redevelopment of the QMH site. YTD
expenditure is currently £0.4m behind plan principally due to
slippages within the Estates programme. The Trust has adopted
IFRS 16 Leases with effect from the 1 April 2022, whereby leases
previously charged to the I&E are now recognised as assets
controlled by the Trust, with a corresponding liability to make
lease payments. As a result the Trust has recognised £30m of
leases within Land, Buildings and Equipment, offset by £5m of
lease liabilities within Creditors due within 1 year and £25m
within Creditors due after 1 year.
1.1 The Trust will continue to pursue transformational programmes.
We expect to deliver some of our CIP non recurrently through
vacancies.

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

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

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

May-22

Comments - May 2022

Variance

Assurance

Rules

Assurance

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

Assurance

195(195) Published by NHS Digital two months in arrears. February 2022
figure - Published 12th May 2022. Inappropriate bed-days(Total
OAP bed-days)

Committee

Va ri a ti on

Variance

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

Performance is reviewed over the previous 6 months. For Variance - Special cause is determined if trend overall is improving or deteriorating. If there is
no obvious trend then common cause is applied. For Assurance the metric must have failed to reach target for at least 4 of the last 6 months and is still
failing, or to have failed to reach target 5 out of the last 6 months to be considered as a fail.
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Board of Directors
7 July 2022

Item
Enclosure

Subject

Oxleas Strategy 2021 – 24 – One year on report

Authors

Rachel Clare Evans, Director of Strategy and People
Sally Bryden, Associate Director of Corporate Affairs
As above
None

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

7
7

To update the Board on the progress of implementing our strategy and
the plans for future action.

What risks/issues in the The report highlights plans for how we are taking forward our strategy.
report need to be
We will need a continued focus on this activity to ensure we deliver the
noted or acted upon?
expected outcomes. This is particularly important as the workstreams aim
to mitigate key risks on our Board Assurance Framework.
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

The update has been discussed at the Executive Committee.

Link to trust strategy

This is an update on the implementation of the strategy.

Link to Board
Assurance Framework

The strategy workstreams aim to mitigate key risks outlined in the Board
Assurance Framework.

Please summarise
implications for:
Quality
Finances
Equality analysis

No.

The strategy aims to maintain and improve quality of services
The strategy aims to improve financial sustainability
There are specific elements within the strategy to improve equity both in
terms of access to services and staff experience.
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Service users/
carers/staff

Executive
Summary

The strategy aims to make Oxleas a great place to work and improve
services for patients and carers and involve them more in how services
develop.

EXECUTIVE SUMMARY
The Oxleas Strategy 2021 – 2024 was agreed at the March 2021 Board. The strategy
was developed following a large-scale engagement exercise where more than a 1000

members of staff and several hundred service users and stakeholders contributed
rich and insightful views on our direction of travel. The experiences of staff, service
users and our local communities during the Covid pandemic has also fed into the
strategy development.
The strategy agreed three big priorities for the organisation underpinned by eight
building blocks. During this first year, we have been providing regular updates on
our progress at the Board, the Strategic Board sessions, the Council of Governors
and at the Board sub-committees. There have also been some large-scale events,
e.g., the Great Out of Hospital Care conference in June.
The attached document summarises this and outlines the next steps for each
element of the strategy. This update has been discussed by our Shadow Executive
who found it a helpful summary and discussed how it related to their work.
Discussions on the strategy have also taken place with our senior staff group. At this
meeting, a survey was undertaken on awareness and involvement in the strategy
work. The findings were:
As a member of the senior staff group, how aware are you of the strategy?
Very aware – 73%
Partially aware – 27%
Not aware – 0%
Do you think people in your teams are aware?
Very aware – 37%
Partially aware – 58%
Not aware – 5%
As a member of the senior staff group, does the work you do contribute to the
strategy?
Yes – 98%
No – 2%
Does the work of your team contribute to the strategy?
Yes – 98%
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No – 2%
The one year summary document will be used to raise further awareness with
colleagues, partner organisations and members.
Board scrutiny
Each of the big priorities and the building blocks in the strategy have been considered
by the Board on a regular basis. We are proposing to continue the rolling programme
of Strategy Updates at the Board in line with the following timetable and with the
identified executive leads:
Sept November January March May
Big Priority (BP)
2022
2022
2023
2023 2023
/ Building Block (BB)
BP 1 - Zero Delays
x
x
SRO: Lorraine Regan
BP 2 – GOOHC
x
x
SRO: Abi Fadipe
BP 3 – Great Place to Work
x
SRO: Rachel Clare Evans
BB 1 – Quality Management
x
x
SRO: Abi Fadipe & Vicky Ellis
BB 2 – SU involvement
x
x
SRO: Neil Springham
BB 3 – Safety & Learning culture
x
x
SROs: Jane Wells & Abi Fadipe
BB 4 – SU inequalities
X
x
SRO: Iain Dimond
BB 5 – Partnership working
x
SRO: Ify Okocha
BB 6 – Reducing Violence
x
x
SROs: Jane Wells & Rachel C Evans
BB 7 – Increasing Digital Delivery
X
x
SROs – Alison Furzer
BB 8 - Financial & Environmental
x
SROs – Azara Mukhtar & Rachel T Evans

We plan to bring an update on the overall strategy progress during its second year
to the Board in July 2023.
Action required
The Board is invited to note the developments and approve the future reporting
plans.
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Our strategy 2021 - 24
How our strategy was developed
Our new strategy for 2021 – 24 was agreed by our Board of Directors
and Council of Governors in May/June 2021. It was developed from
the feedback gathered from staff, service users, patients, carers and
partners through the Our Next Step discussions and also from what
we learned during the Covid-19 pandemic.

their colleagues on what the priorities should be and what our values
should be. We heard from over 1,000 members of staff through these
activities. We also undertook a wide range of engagement activities
with patient groups and individual service users and carers and
gathered views from more than 500 individuals and groups.

The Our Next Step engagement process started in November 2019
and involved staff surveys, feedback boxes and events. In early 2020,
managers held discussions with their teams and shared feedback from

Following a pause caused by the Covid pandemic, we combined this
feedback with learning from our experiences during Covid to develop
our strategy.

Our big priorities
Following consultation with staff, service users and system partners, the three big priorities agreed were:

1

Achieving
zero
delays

2

Delivering
great
out-of-hospital
care

3

Making Oxleas
a great
place to work
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Our big priorities
Achieving Zero Delays
Waiting times are a key issue in the NHS
currently. Like many other organisations, at
Oxleas, the demand for our services can be
greater than our capacity to deliver care. We
want to tackle this. The aim of this priority
is to deliver the right care at the right time
with zero delays. It will take time to achieve
this. Our initial focus is on the services we
provide in the community.
Case for Change

•	Better service user experience and
outcomes
•	Meeting national requirements
•	Better use of resources to manage
demand
During our first year, we have:

•	Reviewed technical solutions to support
this work

•	Developed a programme to take this
forward across our community services
over the next two years and beyond

Next steps?
•	Establishing agreed target waiting times
for all services

•	Publishing a patient access charter on
how waiting lists are managed and our
commitment to keeping patients and
families informed
•	Implementing systems for consistent

Delivering Great Out Of
Hospital Care
We want our out-of-hospital care to be the
very best it can be. By providing people
with the services, tools and skills they need
to manage their conditions in their own
communities, we aim to improve quality of
life and make the best use of resources. We
are taking this priority forward by:

•	Transforming community mental health
services

•	Transforming community physical health
services

•	Improving the way that community
physical and mental health services work
together

waiting list management and reporting

•	Using Quality Improvement techniques
to remove unnecessary delays in how we
deliver our services

Case for Change

•	Better service user experience and
outcomes

•	Held focus groups with patients and
carers and seminars on the programme
with staff

•	Undertaken a high level assessment
of each Oxleas community service

•

Meeting national requirements

•	Better use of resources to manage
demand
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Our big priorities
During our first year, we have:

•	Continued to exceed the 80% target for
Urgent Community Response

•	Supported children and young people
who require intravenous medications
to be treated at home

•	Established mental health practitioners in
each primary care network in Bromley

•	With Greenwich and Bexley on course
to do the same

•	Established collaborative working with
stakeholders in the setup of wellbeing hubs

•	Formed a child and adolescent mental
health crisis team, enabling rapid access
and intervention

Next steps?
•	Conference on 20th June to share project
learning and success

•	Mobilisation of projects in adult learning
disability and forensic mental health
services

Making Oxleas a great place
to work
The aim of this priority is to be the best
employer we can be, so that we can attract
and retain committed and talented staff.
We want to achieve this through:

•	Being fair and inclusive in everything
we do

•	Ensuring our staff members have the
support they need to thrive and to deliver
the very best patient care

•	Treating everyone kindly, fairly and with
care so that they feel valued
Case for Change

•	We rely on our staff to deliver excellent
services

•	There are national shortages of people
with key clinical skills

•	There are strong links between staff
satisfaction and patient satisfaction

During our first year, we have:

•	Started our Building a Fairer Oxleas
programme which aims to promote
equity for all and tackle issues that have
a negative effect on some staff groups

•	Launched our new values and framework
to put these into action

•	Created comprehensive leadership
programmes

•	Developed a wide-ranging wellbeing
support offer for colleagues

Next steps?
•	Expanding our Building a Fairer Oxleas
programme

•	Enabling colleagues to take up leadership
development opportunities and
wellbeing support

•	Building on reducing violence and
aggression work to improve staff
experience

•	Introducing new initiatives on workforce
planning to tackle staffing shortages
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Our strategy 2021 - 24
Engaging colleagues about our new strategy and values
Sharing our strategy more widely with colleagues
Once the strategy was agreed, we shared information with
colleagues through stories on the intranet (the Ox) in our One
Oxleas e-newsletter, team briefing sheet and discussions on the staff
broadcast, Oxwide, and through short films and posters.
An overview is available oxleas.nhs.uk/about-us/our-strategy

To raise awareness of the values and encourage discussion within
teams about what they mean for everyday practice, a team discussion
pack and branded items were created. These has been used in teams
to raise understanding through activities and discussion.
175 managers have had training to lead these discussions with
their teams.

Our eight building blocks for change
To help us achieve our three big priorities, we will be taking forward
the following programmes:

1 Delivering quality management

5 Effective partnership working

2 B
 olstering our service user, patient, carer
involvement and co-production

6 R
 educing violence, aggression and abuse
against our staff

3 Creating a safety and learning culture

7	Increasing digital and remote service delivery

4 Increasing our focus on service inequalities

8 Making best use of our resources
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Our eight building blocks for change
1 Delivering quality management

3 Creating a safety and learning culture

During our first year, we have:

During our first year, we have:

 eveloped the infrastructure to support the embedding of the
D
quality management framework, including:

•	Adopted the Safety (Quality) Management Framework

•	Robust quality assurance programme, for example; Improving lives
reviews, quality impact assessments

•	Redesigned the annual quality planning process to ensure we meet
the needs of our population

•

Aligned quality improvement activity to our strategic priorities

•	Making quality control data available to all levels of the organisation
through the implementation of dashboards, so we know how well
we are doing and when things start to slip away

•	Engaged senior leaders and clinical leads in creating a culture of
safety and learning with an emphasis on psychological safety

•	Established a work plan to implementthe NHS Patient Safety Strategy
•	Implemented Levels 1 and 2 e-learning of the NHS Patient Safety
Syllabus

•

Launched a patient safety intranet page

•	Appointed patient safety specialists and made plans for patient
safety partners

2 B
 olstering our service user involvement
and co-production

4 Increasing focus on service inequalities

During our first year, we have:

During our first year, we have:

•	Developed an Involvement infrastructure which brings together

•	Established a service user equality group and become a pilot site for

relevant existing trust functions with newly recruited dedicated
leadership and support roles

•	The Involved Advisory Group has developed an action plan to support
our services to increase the quantity and quality of co-production

the national Patient and Carer Equality Framework.

•	Achieved in two aspects in the NHS Equality System and are taking
forward work in all other areas

57

Our eight building blocks for change
5 Effective partnership working

7	Increasing digital and remote service delivery

During our first year, we have:

During our first year, we have:

•	Worked with local partners in the development of the South East

•	Launched our patient online health record Oxcare which enables

London Integrated System

•	Continued developing the South London Partnership and worked
on establishing wider provider collaborative arrangements

•	Met regularly with Lewisham and Greenwich NHS Trust to take
forward joint projects to improve patient care

patients to see key information such as care plans and letters

•

Defined policies and a toolkit to support teams with agile working

•	Pilot sites have been redesigned to accommodate new ways of
working

•	Undertaken over 53,000 video appointments in the year ended
31st March 2022

6	Reducing violence, aggression and abuse
against staff

8 Making the best use of resources

During our first year, we have:

During our first year, we have:

•	Spread learning from QI projects that have delivered 40%

•	Agreed our Green Plan which is aligned to the wider Integrated

reductions in violence and abuse – ‘Keep Me Safe’ interventions

•

Introduced new directorate leads to drive local support and culture

•

Worked closely with the police, as part of Operation Cavell

•	Created a dedicated senior group to focus on reducing violence
and abuse as a sub-committee of People Committee

•	Arranged a trust-wide conference in July to share best practice and
celebrate progress

Care System approach

•	Met our 2021/22 £10.0m Cost Improvement Programme target
non recurrently

•	Worked with colleagues in South East London Integrated Care
System to deliver a break-even position
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Learning from The Final Ockenden Review of Maternity Services at Shrewsbury
and Telford Hospital NHS Trust – controls, assurance, and gap analysis

Author
Accountable Director
Confidentiality/
FOI status

Jane Wells Director of Nursing
Jane Wells Director of Nursing and Dr Abi Fadipe Medical Director
Unrestricted

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

The report has been brought to the Trust Board to establish if we have any
services where we need to provide more assurance or address gaps in assurance
in respect of safe staffing, a trained workforce, learning from incidents and
listening to families as well as other key learning and reflections.

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

The findings of the Ockenden Report highlight the need to listen to families and
staff and learn from incidents. A gap analysis of controls and assurances in
respect of the learning from Shrewsbury and Telford Hospital NHS Trust has
highlighted potential risks:
•
•
•
•
•
•
•
•
•
•
•
•
•

Where has this report
been previously
discussed? Where will
this report go next?

Variation in rostering
Gaps in submission of acuity and dependency data for safe staffing
reviews
Staffing vacancies and caseload sizes in CMHTs, DN and CAMHS.
CMHT access to training due to workload
Variation in learning from incidents across prisons
Inclusion of families in care
Evidence of historic NICE guidance adherence
Variation in complaints management
Gaps in quality control data in prisons and physical health services
Waiting times
Risks of a potential prison republic
Evidence basis of community mental health care versus inpatient
outcomes, safety and experience
Focus on inequalities

The key risks are known, and mitigation plans are in progress. Key risks in
relation to staffing, demand and capacity are on the Board Assurance
Framework.
The report has been discussed at the:
● Executive Committee June 2022
● Performance and Quality Assurance Committee June 2022
● Mortality Surveillance Committee May 2022
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Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used in
the report

Link to trust strategy

Link to Board Assurance
Framework

Please summarise
implications for:
Quality

Finances
Equality analysis

Service users/
carers/staff

The report contains information about deaths of babies and mothers in
maternity services and may be upsetting for some.
SaTH - Shrewsbury and Telford Hospital NHS Trust
BAF – Board Assurance Framework
CMHT – Community Mental Health Team
DN – District Nursing
CAMHS – Child and Adolescent Mental Health Service
Creating a safety and learning culture
Delivering quality management
Bolstering service user, patient, carer and family involvement and coproduction
1213 Vacancy and recruitment pressures
1844 Demand on community mental health teams
1913 Pressure on district nursing
1921 Responding to delivery concerns

The Ockenden Report provides a clear, comprehensive, and well thought
through plan to improve the quality of care and patient safety across maternity
services nationally. In particular, the focus on addressing widespread workforce
shortages, improving trust board governance and oversight of maternity
services, improving training for team working, learning from safety incidents and
the promotion of a culture based on learning and continuous improvement.
There is learning for all services.
Workforce shortages in maternity care are significant and the impact of these on
the quality and safety of care cannot be underestimated and played a key role in
the events investigated by this report.
The report found on numerous occasions that the concerns of mothers were not
listened to or taken seriously and draws attention to pregnancy as being a
catalyst for increasing maternal vulnerability and inequalities. It also highlights
the inequalities and disparities in outcomes faced by Black and ethnic minority
mothers and their infants within maternity care. It is essential that the
vulnerability of women and their children within maternity care is fully
recognised, and inequalities are sensitively and fulsomely addressed.
The mothers and their families who contributed to this report, participated
courageously in the review, providing personal and life changing experiences. It
is notable that a number of staff withdrew their cooperation from the review,
citing a fear of identification. There is still significant work to do across the NHS
to come to terms with the findings of this report and its implications for
maternity services and patient care more broadly. It reinforces the shifting from
a culture of blame to one of learning and listening. This would help the NHS as a
whole move from reactive to proactive approaches to safety, including within
high-risk settings, and encourage open conversations. The range of staffing gaps
and resultant pressures on staff have a detrimental impact on progressing the
cultural changes needed.
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Executive Summary

EXECUTIVE SUMMARY
The final Ockenden Report examined maternity practices at Shrewsbury and
Telford NHS Trust (SaTH) over 20 years. The report found that babies' deaths
were often not investigated and grieving parents were not listened to. The
main findings were that within the Trust:
●
●
●
●
●
●

There was a culture where mistakes were not investigated and a
failure of external scrutiny
Parents were not listened to when they raised concerns about the
care they received
Where cases were examined, responses were described as lacking
"transparency and honesty"
The trust failed to learn from its mistakes, leading to repeated and
almost identical failures
A culture of bullying, anxiety and fear of speaking out among staff at
the trust "that persisted to the current time"
Caesarean sections were discouraged, often leading to poor
outcomes

Lessons for all Trusts
In the NHSE Chief Executive letter dated 1 April 2022 to all Trusts, the key
areas that Boards are requested to take action to mitigate any risks identified
and develop robust plans against areas where services need to make changes
were highlighted, paying particular attention to the report’s four key pillars:
●
●
●
●

Safe staffing levels
A well-trained workforce
Learning from incidents
Listening to families

The report illustrates the importance of creating a culture where all staff feel
safe and supported to speak up. Trust boards must have robust Freedom to
Speak Up training for all managers and leaders and a regular series of
listening events.
Controls and assurance - Oxleas
A gap analysis has been conducted against the learning from the Ockenden
Report. The gap analysis has identified controls in place in respect of key
learning and gaps in assurance regarding:
•
•
•
•
•
•
•

Variation in rostering
Gaps in submission of acuity and dependency data for safe staffing
reviews
Staffing vacancies and caseload sizes in CMHT, DN and CAMHS.
CMHT access to training due to workload
Variation in learning from incidents across prisons
Inclusion of families in care
Evidence of historic NICE guidance adherence
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•
•
•
•
•
•

Variation in complaints management
Gaps in quality control data in prisons and physical health services
Waiting times
Risks of a potential prison republic
Evidence basis of community mental health care versus inpatient
outcomes, safety and experience
Focus on inequalities

The gaps are largely contextual, known about and not easily resolvable but
are where these are already being addressed through operational and
governance structures they have been highlighted in the report. Where more
focus is required, these have been highlighted too.
Action required
The committee should review and address gaps in assurances in respect of
the learning from the Ockenden Report which will be monitored through
quarterly operational reviews, performance and quality assurance reviews
and Improving Lives Visits.

The Final Ockenden Review of maternity services at
Shrewsbury and Telford Hospital NHS Trust
On 30 March 2022 the final report from the Ockenden Review of maternity services at Shrewsbury
and Telford Hospital NHS Trust (SaTH) was published.
Ockenden review: summary of findings, conclusions and essential actions - GOV.UK (www.gov.uk)
The Report
Senior midwife Donna Ockenden examined maternity practices at SaTH over 20 years. Her report
found that babies' deaths were often not investigated and grieving parents were not listened to.
The review, which examined almost 1,600 cases, is thought to be largest of its kind in NHS history. It
revealed 201 babies and 9 mothers could have survived had SaTH provided better care, related to 70
neonatal deaths and 131 cases where babies were stillborn. There were also 29 cases where babies
suffered severe brain injuries and 65 incidents of cerebral palsy.
The review owes its origins to the unrelenting commitment of the bereaved parents to ensuring
their babies’ short lives make a difference to the safety of maternity care.
Key findings
●
●
●
●

A culture where mistakes were not investigated and a failure of external scrutiny
Parents were not listened to when they raised concerns about the care they received
Where cases were examined, responses were described as lacking "transparency and
honesty"
The trust failed to learn from its mistakes, leading to repeated and almost identical failures
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●
●

A culture of bullying, anxiety and fear of speaking out among staff at the trust "that
persisted to the current time"
Caesarean sections were discouraged, often leading to poor outcomes

Between 2011 and 2019, 40% of stillbirths and 43% of neonatal deaths did not even have an
investigation. Of those cases that were examined, the reviews were poor in almost half of stillbirths
and over a third of neonatal cases.
There was a failing to follow national clinical guidelines, whether it be for the monitoring of fetal
heart rate, maternal blood pressure, management of gestational diabetes or resuscitation. This,
combined with delays in escalation and failure to work collaboratively across disciplines, resulted in
the many poor outcomes experienced by mothers or their babies, such as sepsis, hypoxic Ischaemic
encephalopathy and, unfortunately, death.
Some of the causes of these delays were due to the culture among the trust’s workforce. There was
a lack of action from senior clinicians following escalation. There was a culture of ‘them and us’
between the midwifery and obstetric staff, which engendered fear among midwives to escalate
concerns to consultants. This demonstrates a lack of psychological safety in the workplace and
limited the ability of the service to make positive changes.
The poor working relationships were also witnessed by families and, in some cases, mothers have
described the additional stress these interactions had on them at one of the most vulnerable
moments in their lives.
There was a lack of compassion expressed by staff – either while they were still receiving care or in
follow-up appointments and during complaints processes. Examples include clinicians being
unprepared for follow-up briefings with families, and response letters to complaints including
inaccurate information, justifying actions or omissions in care, and in some cases even including
explanations that laid blame on the family themselves for the particular outcome.
There were often delays in escalation of care to appropriate clinicians. In part, these delays in care
could be attributed to staffing and training gaps at the trust. The review team found there were
significant staffing and training gaps within both the midwifery and medical workforce that
negatively affected the operational running of the service. It was widely accepted that the labour
ward co-ordinator did not have supernumerary status, often having their own clinical caseload,
preventing them from being readily accessible to junior staff and the wider midwifery team for
clinical advice, care planning and support.
Medical staff rotas have been overstretched. Inadequate support from consultant obstetric and
anaesthetic services caused a consistent lack of clinical expertise to be available. Where locum
doctors filled in rota gaps, there is evidence of them being unsupported and, on occasions, unsafe
clinical practice was not addressed or challenged. Staff also cited suboptimal staffing levels and
unsafe inpatient-to-staffing ratios to the review team, and said they often felt fearful and stressed at
work due to poor staffing levels.
The review has found the trust leadership team up to board level to be in a constant state of churn
and change. It failed to foster a positive environment to support and encourage service
improvement at all levels. In addition, the trust board did not have oversight or a full understanding
of issues and concerns within the maternity service, resulting in neither strategic direction and
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effective change, nor the development of accountable implementation plans. However, due to
concerns around other clinical areas within the trust and also due to the significant turnover at
executive and board level, issues within maternity services remained largely unseen.
Where investigations took place, there was a lack of oversight by the trust board. This meant that
consistently, throughout the review period, lessons were not learned, mistakes in care were
repeated, and the safety of mothers and babies was unnecessarily compromised as a result.
There were a number of external reviews carried out by external bodies, including local clinical
commissioning groups and the Care Quality Commission, during the last decade. The findings from
these reviews gave false reassurance about maternity services at the trust, despite repeated
concerns being raised by families.
Lessons for all Trust
The report outlines a list of more than 60 local actions for learning for SaTH, as well as immediate
and essential actions for maternity services across England in respect of:
●
●
●
●
●
●
●
●
●

Workforce planning and sustainability
Safe staffing
Escalation and accountability
Clinical governance – leadership
Clinical governance – incident investigations and complaints
Multi-disciplinary training
Maternity care - Complex anti-natal care, Labour and birth, postnatal care, neonatal care
Bereavement Care
Supporting families

In the NHSE Chief Executive letter sated 1 April 2022 to all Trusts, the key areas that Boards are
requested to take action to mitigate any risks identified and develop robust plans against areas
where services need to make changes were highlighted, paying particular attention to the report’s
four key pillars:
●
●
●
●

Safe staffing levels
A well-trained workforce
Learning from incidents
Listening to families

The report illustrates the importance of creating a culture where all staff feel safe and supported to
speak up. Trust boards must have robust Freedom to Speak Up training for all managers and leaders
and a regular series of listening events.
In light of the Ockenden Report we must reflect upon the findings and consider:
1. Could this happen in any service in our Trust?
2. Are there any services where there is a risk that it would take families need to draw our
attention to their concerns?
3. Do we have any services that we may have false assurances about how good they are?
4. Do incidents get identified and investigated appropriately?
5. What are we doing day to day to improve culture in our services (ward to board)?
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To explore this a review of controls and assurance and gaps has been undertaken and the findings
are summarised below.
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Learning from the Ockenden report - controls, assurance and gaps
Learning
Safe staffing
levels

Controls
-

-

-

-

-

-

-

Staffing levels are
monitored by teams
daily with rostering
planned in advance.
Staffing issues are
escalated to
managers.
Temporary staffing
provide cover
through bank or
agency staff.
Staffing below
establishment is
reported on Datix.
All teams have
business continuity
plans.
Staffing risks are
monitored by the
Executive through
operational reviews
and deep dives.
A biannual inpatient
safe staffing review
is undertaken using
validated tools and

Assurance Gaps
Whilst we have assurance that measures are
taken to safety roster teams with staff, with the
right skills at the right time, and that staffing
issues are identified and escalated, the recent
biannual safe staffing report was initially not
able to include information about Eltham
Community Beds because due to work
pressures the team were unable to submit their
data.
We also know that there is variation in rostering
best practice. Therefore, they cannot be
deemed as a robust control for all inpatient
areas.
The report also sighted delays in escalation. In
part, these delays in care could be attributed to
staffing and training gaps at the trust - we have
services that have significant gaps in staffing
CMHTs, DNs, CAMHS (now in BCP for Bromley
and Bexley) previously ECB, HMP Wandsworth
as well as Swaleside and Elmley.
The report also mentioned medical staff rotas
being overstretched. Our caseload sizes are
extremely high especially in CMHT, DNs and
CAMHs.

Responsible group for improvement and
assurance of gaps
Service directorate management teams have
created plans to improve recruitment, retention
and rostering supported by corporate teams;
HR, nursing, medical and therapies and also
shared at operational performance
The Workforce Committee receives workforce
reports.
Oxleas Strategic priorities: Making Oxleas a
Great Place to Work, Great Out of Hospital Care
and Zero Delays.
Building block 5: Reducing violence, aggression
and abuse against our staff.
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-

-

-

reported to the
Board.
Clinical directors
and heads of
professions
regularly review
skill mix in clinical
services.
We have introduced
Professional Nurse
Advocates to
provide restorative
supervision to
support and help
supporting moral
distress.
Social prescribing is
available (although
could be expanded)
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A well-trained
workforce

-

-

-

-

Established
training and
development
plans and
provision
throughout the
workforce.
Training records.
Training needs
assessments by
heads of
professions.
Systems for
professional
revalidation.
200 applicants to
our Ox-lead
early leaders
program so that
staff from all
professions
undertaking
leadership roles
will be equipped
in listening,
learning and coproduction
approaches.

Whilst we have robust controls there
is a risk that the funding cap for
nurse training may limit the ability of
nurses to undertake course.
Alternative funding arrangements
are being explored.
Where teams have higher vacancies,
it is harder for staff to be released
for training. Community teams have
voiced that they have difficulty being
released for training due to heavy
workloads.

The learning and development group
is a sub-committee of the Workforce
Committee monitors training and
development uptake. The group is
reviewing allocation for professional
development to enable funding to
be optimised.
The Community Mental Health
Directorate is developing innovative
approaches to increase capacity and
capability including introducing new
roles for graduates and a care team.
These are reported and discussed at
Operational and Performance
Reviews.
The Workforce Committee receives
reports. The Performance and
Quality Assurance (PQAC)
Committee receives updates from
each directorate.
Building Block 1: Delivering quality
management.
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Learning from
incidents

-

-

-

-

Well-established
governance
structure,
including a
revised end to
end SI process
and the
introduction of
flash alerts.
Dedicated
serious incident
team who triage
all incidents and
ensure that
these are
robustly
investigated.
All deaths are
reviewed and
reported
monthly to the
Mortality
Surveillance
Committee and
reported
quarterly to the
Board.
Creating a
culture of safety
and learning is a
building block in
the Oxleas
Strategy and our

We have seen improvements in
learning from incidents since the
restructure to service line. However,
several directorates have this as a
quality priority for this year
indicating that more local work is in
progress.
The Prison structure is not as robust
and there is variation across the
prison clusters.
Embedded learning events are now
being restarted following the
pandemic.

Each directorate has devised a
governance structure for learning
from incidents and they share how
they are taking learning forward at
the Patient Safety Group.
The prisons have developed a quality
domains template to share learning
across all prisons.
Building Block 3: Creating a safety
and learning culture.

69

-

Listening to
families

-

-

-

implementation
of the NHS
Patient Safety
Strategy.
We are
recruiting
Schwartz round
facilitators
Families are
included in
complaints and
incident
investigations
and encouraged
to report any
concerns.
The use of the
support network
engagement tool
(SNET) is
monitored in
services.
We are
recruiting to a
new families,
carers and
support network
lead role, which
will be
embedded

We regularly see in complaints and
incident investigations that families
have not felt included in care and
treatment.
We are consistently overachieving
the SNET target month on month
however there are still concerns
regarding the quality of the
information recorded. This is due to
be audited.

This is a key quality priority for
2022/23 and will be reviewed
through PQAC.
Building block 2: Bolstering our
service user, patient, carer
involvement and co-production.
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within our newly
established
Involved
infrastructure to
ensure listening,
and learning is
spread through
services.
Freedom to
Speak Up

-

-

-

The Guardian
Freedom to
Speak Up service
is in place and
provides a
regular report to
the Board.
Non-Executive
Directors check
with staff that
they are aware
of it in monthly
Board visits.
We will be
initiating
Schwartz rounds
for our clinical
teams. Schwartz
rounds has a
good evidence
base for
improving
communication.

We need to continue to raise
awareness of the service.

Board visits ask teams about the
Freedom to Speak Up Service and
Process.
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Failure to
follow national
clinical
guidelines

-

-

-

Them and us
culture
-

NICE Guidance
process has
been reviewed
and policy
updated and
ratified. It now
has an
organisational
review at the
Clinical Senate
and then
relevant
guidance
disseminated to
the relevant
directorate NICE
panel
Compliance is
reported via the
Clinical
Effectiveness
Group.
Guidance is
reviewed and
audited by
clinical experts.
Building block 3
aims to create a
culture of
learning and
safety.
Compassionate
leadership is

A moderate risk has been added to
the CEG risk register regarding the
lack of assurance that historical NICE
guidance reviews have been
undertaken and that we are
providing evidenced based practice.

The clinical senate and clinical
effectiveness groups have an
established process in place for
reviewing the guidance.
Positive Practice Prompts and the
Nice guidance cabinet make the
guidelines accessible to staff.
This is reported through PQAC.
Building block 1: Delivering quality
management.

The Improving Lives Visits have
identified some closed cultures and
cultures of them and us cliques (e.g.
ECB, HMP Rochester) and a
programme is in place now to help
identify this.

Where there have been unhelpful
and closed cultures identified the
service directors have put in place
cultural re-sets which are monitored
through operational and
performance review groups.
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-

-

Lack of
compassion
expressed by
staff in the
complaints
process and in
care

-

-

Churn in
leadership

-

-

being supported
through action
learning sets.
Ox-leadership
training aims to
empower
managers and
teams
Improving Lives
Visits explore
the culture in
teams.
A review of the
complaints
process is in
progress.
Training in
complaints
investigation.
Complaints team
interface with
complainants.
Good balance
between
stability of Trust
leadership and
those newer to
the Trust.
Succession
planning is in
place.

Fresh eyes are often needed to
recognise cultures hiding in dark
corners or plain site or complacency
to best practice.

Building block 3: creating a culture of
learning and safety.

There is no swift mechanism for
dealing with unhelpful cultures.

There is evidence that some services
are still not managing complaints
well and there continue to be a
reluctant to contact them asap.
Failure to meet complaints response
targets.

The process of complaints
management is being reviewed and
is reported to the executive and
PQAC.
Building block 2: Bolstering our
service user, patient, carer
involvement and co-production.

There is a strong focus on developing The Workforce Committee receives
and empowering compassionate
workforce reports.
leaders.
Oxleas Strategic priorities: Making
Oxleas a Great Place to Work, Great
Out of Hospital Care and Zero
Delays.
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Board
oversight and
a full
understanding
of issues and
concerns or
accepting false
assurance from
external
reviews.

-

-

-

-

Oxleadership
programmes.
Quality
management
process
established.
Quality
improvement
supported and
encouraged.
Board visits and
NED
involvement in
operational and
performance
reviews.
Improving Lives
reviews.
NED led reviews
implemented to
provide an
independent
assurance
function. First
one has been
commissioned
by PQAC and is
being completed
in May re
psychological
waiting times

Our current quality control
processes are not as robust as they
need to be. This is most prevalent in
our Prison services but also we have
a lack of data going up to Board
regarding our physical health
services (Adult and CYP) The current
IBR doesn’t have many SMART
measures for these services. Our
waiting times data is also needs
improving. These are all being
rectified through the dashboard and
zero delays work.
We have been subjected to the new
focused inspection regime from the
CQC. We also now have the
Improving Lives Programme which is
identifying and rating services. The
exercise also provides further
assurances and development of
improvement plans. The
improvements are now linked to our
directorate specific quality goals and
priorities.

The operational performance and
review groups and reports to PQAC
enable the mitigation plans to be
shared. The IBR is being redesigned
and new dashboards are in
development.
Building block 1: Delivering quality
management.
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Unrecognised
Republics

-

Services are
arranged in
service lines.
Each service line
directorate
reports bimonthly through
a service
operational and
performance
review and to
PQAC.

We have rapidly expanding prison
services with a wide geographical
spread. They are encountering
staffing challenges and we have
inherited some staff who have
training and development needs for
them to practice competently.
Whilst mitigations are in place and
there are regular updates to the
Board and ILP and assurance visits
carried out by senior executives, and
the governance processes are being
reviewed to ensure some
standardisation across the clusters.
What more can we do to ensure that
we are confident that these services
are well supported, especially as the
service users and families may not
be able raise their concern.

Board visits are carried out to every
team to explore the team climate,
challenges and opportunities and
identify risks of a republic emerging
early to support and integrate.
Schwartz rounds, led by the director
of therapies, are being introduced
and will focus on topics with open
invitations to teams. It will allow
people from all levels to come
together and talk about work in a
human way and will help to mitigate
republics.
Oxleas strategic priority: Making
Oxleas a Great Place to Work.

Previously we have experienced a
similar concept in smaller teams
which have gone under the radar
(Oaktree Lodge).
Paradigms
Caesarean
sections were
discouraged,

-

Evidence based
practice.

We monitor informal and formal
detentions. Do we have a robust
enough evidence base of clinical
outcomes, safety and experience to

The transformation group challenges
assumptions on service design and
models. National guidance is
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often leading
to poor
outcomes

-

Inequalities in
outcomes

-

-

-

Clinically led
system
leadership.

justify the assumption that informal
admissions are required less than
formal or that community mental
health care is more appropriate the
inpatient care?

followed and audited and reported
to the Clinical effectiveness group.

Learning from
the Covid 19
pandemic on the
impact of
inequalities.
Inequalities and
Human Rights
Group and lead.
Focus on service
equalities,
inclusion and
human rights
through the
Oxleas Strategy
and coproduction.
Inclusion of
inequalities in
terms of
reference of
board inquiries
into serious
incidents.

We need to rapidly progress the
focus on service inequalities in all
areas.

An equalities workstream led by the
Chief Operating Officer has been
established.

Building block 1: Delivering quality
management

Building block 4: increasing our
focus on service inequalities.
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Board of Directors
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Accountable Director
Confidentiality/
FOI status

Patient Safety Annual Report 2021-22
Lynda Longhurst, Head of Patient Experience & Patient Safety
Jane Wells, Director of Nursing
Unrestricted

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

The report is provided for the Board’s information. It also provides
assurance on various aspects of patient safety:
• Patient Safety Priorities, together with Duty of Candour in relation to
moderate harm and action taken in response to CAS Alerts

What risks/issues in the Patient Safety Priorities –
report need to be
noted or acted upon?
Priority 1: The target for prone restraint was achieved for the year,
although the target for overall restraint was just above target for the year.
Priority 2: The target of 95% was met overall during the year, with 95.3%
of patients having their physical health monitoring completed following
an RT.
Priority 3: The overall target of 100% of completed NEWS2 was not met
with completion at 72% for the year.
Priority 4: The overall target was 91% compliance against a target of 70%.
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

Patient Safety Group (PSG)
Performance and Assurance Committee (PQAC)

Link to trust strategy

Building Block 3 – Creating a Culture of Safety and Learning

Link to Board
Assurance Framework

Patient Safety

Please summarise
implications for:

The report contains references to death and suicide.
NEWS2 - National Early Warning Score
CAS - Central Alerting System
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Quality

Finances
Equality analysis
Service users/
carers/staff

Executive Summary

The Patient Safety Priorities annual report highlights areas where
improvements need to be made to ensure targets are achieved. Ensuring
actions are completed following a serious incident investigation will also
improve practice and therefore quality of services.
None
The annual report supports the delivery of an open and fair culture, as the
Duty of Candour underpins all our work within patient safety.
Areas of improvement and learning are highlighted in the report and
implementation of these should improve the experience of people using
our services.

EXECUTIVE SUMMARY (High-level / strategic summary)
The annual report provides information on the Patient Safety Priorities for
the year, together with ongoing priorities. It also includes information on
the Trust’s performance for Duty of Candour and CAS Alerts. Serious
Incident data is also shown, together with Learning from Deaths
information.
Key Highlights, Issues and Exceptions
1) Patient Safety Priorities
a) Priority i - Reduction in restrictive practice – The baseline for restraint
was agreed as 50 and for Prone Restraint, 5.
1. the total number of restraints for the year was 629, with an
average for restraints in 2021/22 being 52.4. The baseline was
50 meaning that the Trust were 4% above the baseline for total
restraints.
2. the total number of prone restraints for the year was 53, with
an average for prone restraints in 2021/22 being 4.4. The
baseline was 5 meaning that the Trust were 12% below the
baseline.
3. A great deal of work has been completed around the use of
restraint over the past year. This includes:
i. A weekly audit of recording of Rapid Tranquilisation data
with information sent to the Wards for investigation and
update.
ii. Desktop reviews of all prone restraints that occur to ensure
learning.
iii. Visits to the wards to spread awareness and provide
training for staff to help them to feel confident to complete
the necessary forms correctly.

78

b) Priority ii – Physical health monitoring after RT - There were 318
incidents of Rapid Tranquilisation (RT) recorded in the year. Of these,
only 17 (4.7%)
did not have any physical health monitoring documented in the
care records.
Work has continued over the last year to improve the quality of
the NEWS2 reporting post Rapid Tranquilisation. Patient Safety
drop-in sessions were organised on the wards and virtual sessions
organised so staff could ask questions and work through examples.
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. Heads of Nursing have
been asked to review the Matrons Rapid Tranquillisation action
plans and agree a governance structure for these to be overseen
by the directorate management team, going forward.
c) Priority iii - Prevention, early identification and management of
physical deterioration and sepsis - Compliance for 2021/22 was 72%
and whilst this does not meet the 100% criteria of priority 3, it has
increased from 49% in 2020/21.
d) Priority iv – Clinical risk assessments/screening on Intermediate Care
wards - The results for the MUST, FAT and Waterlow across
Meadowview and Eltham Community beds were greatly improved in
2021/22. The total percentage across all three areas was 91%.
2) Serious Incidents
The report provides information on the number of Serious Incidents
during the year, together with previous years’ data. This includes data
relating to:
•
•
•
•

Number of incidents, including separate data on incidents relating
to falls and pressure ulcers
Compliance with Duty of Candour
Outstanding actions
Key learning from incidents

There were 44 level 4 incidents (excluding falls and pressure ulcers)
compared to 54 in 2020/21, and 3 level 5 harm incidents, compared to 8
in 2020/21.
3) 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
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includes the identification of themes, trends and where indicated the
development of key work streams to support learning to enhance patient
safety.
During 2021/22, 1,156 of Oxleas patients died. This comprised the
following number of deaths which occurred in each quarter of that
reporting period:
•
292 in the first quarter
•
290 in the second quarter
•
282 in the third quarter
•
292 in the fourth quarter
By 26 April 2022, 1119 case record reviews and 37 investigations have
been carried out in relation to 1156 of the deaths. In 37 cases a death was
subjected to both a case record review and an investigation.
At the time of writing the report we are not able to provide the
percentage of patient deaths during the reporting period that are judged
to be more likely than not to have been due to problems in the care
provided to the patient (Those scoring 3 and above using the Structured
Judgement Review/Royal College of Physicians method). Once the
remaining reports are completed, we will be able to finalise this data.
Action required
The Board is asked to note the contents of the report and the actions
being taken to address any areas of improvement. Further information is
available from the Patient Safety Team.

80

Annual Patient Safety Report
1 April 2021 to 31 March 2022

1

81

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 – 2021/22
a) The 2021/22 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 2021/22 data, average for
Total Restraint is 50 and the average for Prone Restraint is 5.

Total Restraints 2021/22
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Prone Restraints 2021/22
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2
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2

1

2

0

Analysis demonstrates that:
• the total number of restraints for the year was 629, with an average for restraints in
2021/22 being 52.4. The baseline was 50 meaning that the Trust were 4% above the
baseline for total restraints.
• the total number of prone restraints for the year was 53, with an average for prone
restraints in 2021/22 being 4.4. The baseline was 5 meaning that the Trust were
12% below the baseline.
Overall, the Trust did not meet the target for Priority 1 during 2021/22.
3

83

Despite this, the Trust has made improvements from 2020/21 to 2021/22.
Total restraints in 2020/21 were 647 meaning that there was a reduction in total restraints
of 18, this equates to a reduction between 2020/21 to 2021/22 of 2.78%.
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.

PRIORITY 2 - Ensure 95% physical health monitoring is recorded in the care records
following rapid tranquilisation
During 2021/22 there were a total of 318 Rapid Tranquilisations (RT) in the Trust.

Rapid Tranquilisation - 2021/22
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Of the 318 incidents of RT, 15 (4.7%) did not have physical health monitoring documented in
the care records.
Work has continued over the last year to improve the quality of the NEWS2 reporting post
Rapid Tranquilisation. Patient Safety drop-in sessions were organised on the wards and
virtual sessions organised so staff could ask questions and work through examples. 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.
The Trust is compliant with Priority 2 as 95.3% of patients had physical health monitoring
completed following an RT.

4

84

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, together with 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 visits have been completed to help the staff to understand the purpose of completing
a NEWS2 form and how to complete the form. Virtual Patient Safety drop-in sessions were
also organised.
Compliance for 2021/22 was 72% and whilst this does not meet the 100% criteria of priority
3, it has increased from 49% in 2020/21.
Ward
Atlas House - Greenwich
Avery - Greenwich
Betts - Bromley
Birchwood - Bracton
Burgess - Bracton
Crofton - Bracton
Eltham Community Beds
Goddington - Bromley
Greenwood - CB
Memorial
Hazelwood - CB
Memorial
Heath - CB Bracton
Holbrook - Bexley
Joydens - Bracton
Lesney - Bexley
Meadow View
Millbrook - Bexley
Oaktree Lodge Greenwich
Scadbury - Bromley
Shepherdleas Greenwich
Shrewsbury - Greenwich
The Tarn - Greenwich
Maryon - Greenwich
Barefoot Lodge
Norman - Bromley
Grand Total

Admissions
5
201
188
1
17
15
287
155

6+ NEWS2
72Hrs
0
136
141
1
9
4
217
46

% 6+ NEWS2 72Hrs
0%
68%
75%
100%
53%
27%
76%
30%

5

3

60%

7
5
29
4
257
374
259

1
0
14
3
223
359
208

14%
0%
48%
75%
87%
96%
80%

3
89

3
55

100%
62%

69
157
52
1
6
47
2233

52
86
22
0
4
29
1616

75%
55%
42%
0%
67%
62%
72%

The Trust is not compliant with Priority 3.
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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 (Waterlow)
The results for the MUST, FAT and Waterlow across Meadowview and Eltham Community
beds were greatly improved in 2021/22. The total percentage across all three areas was
91%.

Month Year

Admissions

% MUST

% FAT

% Waterlow

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

59
55
60
62
41
59
51
62
51
53
46
7
606

90%
96%
90%
87%
88%
95%
100%
97%
90%
92%
93%
100%
93%

83%
95%
88%
77%
93%
90%
94%
87%
94%
89%
83%
100%
88%

92%
91%
83%
90%
90%
93%
98%
100%
92%
92%
93%
100%
92%

The Trust was compliant with Priority 4.
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Duty of Candour
The CQC states in Regulation 20 that:
Regulation 20 defines what constitutes a notifiable safety incident for health service bodies
and other providers. It includes incidents that, in the reasonable opinion of a healthcare
professional, could result in, or appear to have resulted in, the death of the person using the
service or severe harm, moderate harm, or prolonged psychological harm.
Any level 4 or 5 incident that triggers Regulation 20 is managed by the Serious Incident
Team and a Duty of Candour letter is sent.
The Trust is monitoring compliance with Regulation 20.
The chart below only includes Duty of Candour letters sent for level 3, moderate harm,
incidents.

Duty of Candour Completion 2021/22
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The overall average for compliance for the year is 44% but the level of compliance has
increased towards the end of 2021/22 with 83% completion in March 2022.
Work continues in this area to improve compliance.
CAS Alerts
The Trust has a legal requirement to respond to National Patient Safety Alerts sent out by
NHS England. These are captured on the Central Alerting System (CAS).
In 2021/22, the Trust had 11 alerts that were sent for review.
These can be broken down into:
• Assessing relevance – 0
The alert has not yet reached the completion date
7
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•

Action completed – 7
One or more of the Teams / units within the Trust felt some level of action was needed
and this has been completed.

•

Action not required – 4
None of the Teams / units felt this was relevant to their service once it had been
checked.

9 out of the 11 alerts were closed within the allotted timeframe. The remaining 2 were
closed after the end date as responses from Services had not been submitted.
Work for 2022/23
The CAS alerts are sent to all CAS Leads in the Trust; there are 24 in total, who are supposed
to review and respond to the alerts. Not all leads respond. The focus for 2022/23 is to find
out what the CAS Leads know about their role and responsibilities, provide training on the
CAS system and ensure that all leads are aware of their responsibly to respond and how to
use Datix to do this.
The aim is that all CAS alerts will be responded to, within the allotted time frame, in
2022/23.
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Ongoing Patient Safety Priorities
Falls
There was a total of 556 falls in the Trust from 1st April 2021 to 31st March 2022, with a total
of four Level 4 Falls in this period. This has stayed the same as in 2020/21 when there were
also four level 4 falls.

Trust Falls - 2021/22
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Three of these falls were deemed to be avoidable at Falls Panel. One is still being
investigated and the report has not had senior level sign off or been taken to Falls Panel.
The Falls training programme for the Trust is in its final stages. It has been agreed at Trust
PSG and in the Trust Falls Meeting. It should be “live” in May 2022 for all staff to access via
the Oxleas Learning Centre.

Violence and Aggression
The baseline for 2021/22 for violence and aggression is the April 2021 figure – 69 for
violence and aggression, patient to patient, and 98 for violence and agression, patient to
staff.
Patient to Patient
The total number of incidents that involved aggression from one patient to another for
2021/22 was 605. This is a significant reduction from the total of 914 in 2020/21.
The average number of incidents of violence and aggression Patient to Patient for 2021/22
was 50.4, 27% below the baseline.
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Violence and Aggression - Patient to Patient
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Patient to staff
The total number of incidents that involved agression from patient to staff for 2021/22 was
968. This has shown an increase from the 2020/21 data, when the total was 914.
The average number of incidents of violence and aggression Patient to staff for 2021/22 was
80.6. Despite the total number of incidents being higher that the previous year, the average
is still 18% below the baseline set for 2021/22.

Violence and Aggression - Patient to Staff
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Ethnicity of Restrained Patients
The Trust began collecting ethnicity of restrained patients in September 2020. There have
been some issues with data collection as the ability to collect the information via a
dashboard has not been possible.
The ethnicity of restrained patients continues to be collected manually by the Patient Safety
Team. Due to the confusion around data collection, the data for 2021/22 starts in May 2021.

Ethnicity of Restrained Patients - 2021/22
Percentage
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Ethnicity broken down by month for 2021/22 is:
Black 39%
White35%
Mixed 5%
Asian 4%
Other 3%
Not stated 14%
The plans to make this information live on a dashboard are still a work in progress with the
Informatics Team.
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Serious Incidents
Trend Chart level 4 incidents (excluding falls and pressure ulcers)

Number of incidents
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Trend Chart level 5 harm incidents
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Trends in learning themes:
Learning point 1: A comprehensive assessment of patient’s family circumstances must be
completed in line with the ‘Think Family’ approach.
Action taken: The Safeguarding Children’s team have been carrying out team-based
awareness sessions. The team based awareness sessions contain information on
safeguarding, the principles of the Think Family approach, record keeping and information
sharing. At the same time, promoting the new 7 minute briefing on Think Family
12
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Safeguarding and demonstrating to staff how to document 'children in adult network'
details on RiO. (The form is used to document details of children of service users in a
consistent way).
Assessment of impact of actions: To date, 23 teams across the two directorates have been
trained, demonstrating a consistent increase in completion of the Children in adult network
form on RiO, therefore evidencing the use of the Think Family approach to assessment and
risk assessment through the service user's journey through AMH services.
Acute and Inpatient
09/11/2021 % Children in Adult Network Form Completed 24.1%
09/02/2022 % Children in Adult Network Form Completed 29.9%
26/04/2022 % Children in Adult Network Form Completed 36.6%
Adult Mental Health Community
09/11/2021 % Children in Adult Network Form Completed 17.6%
09/02/2022 % Children in Adult Network Form Completed 22%
26/04/2022 % Children in Adult Network Form Completed 25.9%
Learning point 2: Waits for initial screening, and Outpatient Appointments within the
ADAPT pathway.
Action taken: Review of service users on current ADAPT wait list with a view to signposting
appropriate cases to MIND and One Bexley, recruit assistant psychologist to increase
availability of the Psychological therapies group programme. ADAPT workforce plan to
include actions to recruit to current vacancies in order to deliver interventions required.
Interventions available in ADAPT to be reviewed and agreed and added to operational
policy. Waiting list protocol to be implemented and detailed in operational policy. There is
currently a piece of work underway within the Oxleas strategy in relation to ‘zero delays’.
Assessment of impact of actions: Impact of actions to be reviewed.
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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 2021/22, 1,156 of Oxleas patients died. This comprised the following number of
deaths which occurred in each quarter of that reporting period:
•
•
•
•

292 in the first quarter
290 in the second quarter
282 in the third quarter
292 in the fourth quarter

By 26 April 2022, 1119 case record reviews and 37 investigations have been carried out in
relation to 1156 of the deaths. In 37 cases a death was subjected to both a case record
review and an investigation
At the time of writing the report we are not able to provide the percentage of patient
deaths during the reporting period that are judged to be more likely than not to have been
due to problems in the care provided to the patient (Those scoring 3 and above using the
Structured Judgement Review/Royal College of Physicians method). Once the remaining
reports are completed we will be able to finalise this data.
In relation to each quarter, this consisted of:
• 1 representing 0.3% for the first quarter;
• Nil representing 0% for the second quarter;
• 3 representing 1.1% for the third quarter;
• Quarter four data is not available at the time of the report, as 3 investigations are
due for completion in July 2022.

Trust-wide actions arising from learning from deaths
1) Assessments - A comprehensive assessment of patient’s family circumstances must be
completed in line with the ‘Think Family’ approach.
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Appendix 1 – Learning grid
Falls
Driver for improvement

What have we done
What are we going to do in
2022/2023
Support we need

Falls and fractures are a common and serious health issue faced by older people in England. People aged 65 and older
have the highest risk of falling; around a third of people aged 65 and over, and around half of people aged 80 and
over, fall at least once a year. Falling is a cause of distress, pain, injury, loss of confidence, loss of independence and
mortality. For health services, they are both high volume and costly.
• The number of level 4 harm falls has remained the same between 2020/21 and 2021/22 at 4.
• The Falls e-learning package will be going live in May 2022.
• Communications and promotion of the Falls training to encourage staff to engage.
• Update the Falls page on the Ox to be user friendly and helpful to staff.
• Hold falls simulation “Drop the Dummy” type sessions (once Covid restrictions allow) to help consolidate
learning.
• Support at a Directorate level to release clinical staff for short periods to complete Falls Training.
• Engagement from the Directorates with regards to Falls. There has been some apathy surrounding staff
attending the Trust Falls meeting and this slows progress on project work.

Deteriorating patients
Driver for improvement
What have we done
What are we going to do in
2022/2023
Support we need

Improving the identification and management of deteriorating patients is a major patient safety priority for the NHS.
Changes to vital signs, behaviour and mental state often occur before a serious event, such as cardiac arrest or sepsis.
Being able to recognise and act on these changes are essential skills to improving patient safety and outcomes.
• 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.
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•

Engagement from in-patient teams to improve their NEWS2 reporting.

Pressure ulcers
Driver for improvement

What have we done

What are we going to do in
2022/2023
Support we need

Pressure ulcers are caused when an area of skin and the tissues below are damaged as a result of being placed under
pressure sufficient to impair its blood supply. Typically they occur in a person confined to bed or a chair by an illness.
All patients are potentially at risk of developing a pressure ulcer. However, they are more likely to occur in people
who are seriously ill, have a neurological condition, impaired mobility, impaired nutrition, or poor posture or a
deformity.
• We have a well-established pressure ulcer panel reviewing all root cause analysis investigations. The Pressure
Ulcer Prevention Champions (PUPS) have been relaunched due to the high number of new starters in Teams.
• We have started a monthly rolling training package for all staff ensuring that we capture the new starters.
• All staff are fully aware of the Duty of Candour and understand the process: when and how to apologise when
a harm is reported. Weekly reports are run and Trust PSG is updated monthly.
• Continue to implement the PUPS and Pressure Ulcer panel and ensure all staff are trained.
•

Continue to support the training package and understanding of Duty of Candour,

Reducing restrictive practice
Driver for improvement

What have we done
We have welcomed the commencement of the Mental health
Units (MHU) Use of Force Act 2018. We have acted on the
statutory guidance for NHS organisations in England, and police
forces in England and Wales by

The Mental Health Act Code of Practice (2015) called on mental health services
to reduce restrictive interventions. These practices include the use of restraint,
seclusion and rapid tranquilisation. The Mental Health Units Use of Force Act
(2018) sets out the measures needed to both prevent the inappropriate use of
force, and ensure accountability and transparency in mental health units,
ensuring patients are treated with dignity and respect at all times.
What are we going to do in 2022/2023
Separate the Reducing Restrictive Practice policy from the Prevention &
Management of Violence & Aggression policy and update it to include
requirements of section 4 MHU (Use of Force) Act
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a) Completing a gap analysis of our policies and practice at
Oxleas against the relevant requirements set out in the act
b) We have updated policies and practices at Oxleas to meet
the requirements of the Act
c) We are developing information leaflets to address the
requirements of section 4 MHU (Use of Force) Act – the
responsible person for each mental health unit must publish
information for patients about their rights in relation to the
use of force by staff who work in that unit
We have rolled out safety pods to all in-patient mental health,
ALD and forensic wards to reduce floor restraint.
We have retrained nurses working on the wards to administer RT
in the deltoid muscle so that they can safely administer RT to
people in the supine position. This is in a bid to eliminate prone
restraint for RT purposes
We have embedded post Rapid tranquillisation physical health
monitoring on all wards achieving 95.3% compliance.

Develop and introduce annual training updates on reducing the restrictive
practice for all staff
Introduce Trauma Informed Approaches in our practice
We will eliminate use of prone restraint in the Forensic units
Develop and publish the 2022 -2025 Reducing Restrictive Practice Strategy and
work plan
We will scale up and embed the implementation of the See Think Act framework
across all the wards.
We will report on all protected characteristics and on diagnosis of people who
are restrained
We will continue to engage in Health Innovation Network workshops and Quality
Improvement projects
We will complete and share ethnicity and restraint study.

We are consulting on the new RRP strategy
Eleven staff are training relational security training. Three staff
are attending LEAD Programme and seven staff will attend the
STA Facilitator training Programme
We have eliminated the use of Prone restraint in Green Parks
House and we continue to work to reduce prone restraint in
other units.
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QI - Avery ward, Lesney Ward & Goddington wards are
participating in the South London Health Innovation Network
Quality Improvement projects
Oxleas has present their work on Relational security at the South
London Health Innovation Network workshops
We have designed a study to explore ethnicity and restraint. A
literature review has been completed and we will use data and
patient and staff stories to understand & address the key issues
at Oxleas
Support we need:

Continued focus to reduce violence and abuse and to promote and embed
Operation Cavell in partnership with the police.

Reducing violence and aggression
Driver for improvement

What have we done
We have scaled up and spread the Keep Me Safe toolkit to all
acute mental health wards

The 2021 NHS Staff Survey showed that 14.3% of NHS staff have experienced at
least one incident of physical violence from patients, service users, relatives or
other members of the public in the last 12 months. The impact on staff is
significant, with violent attacks contributing to 46.8% of staff feeling unwell as a
result of work-related stress in the last 12 months, with 31.1% said thinking about
leaving the organisation.
The links to Building Block 6 of the Oxleas Strategy: Reducing violence, aggression
and abuse against our staff.
What are we going to do in 2022/2023?
We will embed the 4 interventions on each ward and measure success

We have introduced Body Worn Cameras to all forensic ward

We will ensure that all teams use the footage captured by the body worn cameras
is used to improve practice and patient experience.

We have worked with a new sub-Committee of the People
Committee – the Violence and Abuse sub-Committee to

We will separate the PMVA policy from the RRP policy and review it so that it is
user friendly, inclusive and relevant to all directorates.
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implement Oxleas’ new approach to reducing violence and
aggression – the ‘4Ps’ focused on People, Prediction, Prevention,
Prosecution and restorative justice.
Support we need

We will strengthen the link between Health and Safety risk assessment of Violence
and Aggression to clinical practice to prevent & manage violence and aggression
Continued high level engagement in reducing restrictive practice from ward to
board.

Prevention of suicide and self-harm
Driver for improvement
What have we done

The effects of suicide reach into every community, and can have a devastating
impact on families, friends, neighbours, colleagues and others. Each one of these
deaths is a tragedy. Suicide prevention remains a national priority
What are we going to do in 2022/2023?

We have embedded consistent ligature minimisation
approaches across all mental health and Forensic bedded units

We will commission more STORRM 2 Days Skills Training in Suicide Prevention
and self-harm mitigation Level 2 (Adults – V4) training.

We have completed Ligature audits in two prisons and rolled
out ACT training to prison staff

Suicide Prevention training will be commissioned for Prisons, Learning Disability
services and CAMHs

We have completed ligature audits in all community Mental
Health bases

We will launch the new Clinical Risk policy. The launch will be supported by a
series of workshops to introduce the concepts of safety management and trauma
informed approaches.

We have commissioned 14 STORM2 Days Skills training in
Suicide prevention and self harm mitigation Level 2 (Adults –
V4).
Five of these sessions have been specifically tailored to meet
the needs of professionals working with older people.
We delivered a workshop that looked at current evidence in
clinical risk management.

19

99

We are using current evidence to update the Clinical Risk Policy
in line with current evidence on safety planning and trauma
informed approaches.
Support we need

Continued engagement and attendance at training from services

Infection prevention and control
Driver for improvement
What have we done

The Health and Social Care Act 2008: Code of Practice on the prevention and control of infections (IPC) and related
guidance (Department of Health, 2015) requires that all organisations which provide health and adult social care to
have in place policies, procedures and protocols which minimise the risk of infection.
• Supported the Trust Incident Command Centre throughout the Covid-19 Pandemic
• Prioritised specific actions on the annual IPC work plan in relation to audits in higher risk areas

What are we going to do in
2022/2023

•

Prioritise the IPC work plan actions and work streams that have been carried over to the coming year due to
our focus on the Covid-19 Pandemic

Support we need

•

Additional IPC resource to support the FFP3 face mask resilience workstream and capacity in IPC team.

Incident reporting and learning
Driver for improvement

What have we done

The NHS Patient Safety Strategy (2019) focuses on improving learning and safety culture. The links to Building Block 3
of the Oxleas Strategy: Creating a culture of safety and learning.
The key ingredients for healthcare organisations that want to be safe are: staff who feel psychologically safe; valuing
and respecting diversity; a compelling vision; good leadership at all levels; a sense of teamwork; openness and
support for learning. To develop a culture of learning, the system must focus on what needs to change rather than
punitive actions. An organisation that identifies, contains and recovers from errors as quickly as possible will be alert
to the possibilities of learning and continuous improvement
• There is ongoing work to ensure a smooth transition from the National Learning and Reporting System (NRLS)
to the Learning from Patient Safety Events (LFPSE) in line with the Patient Safety Strategy.
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•
•
•
•
•
What are we going to do in
2022/2023
Support we need

•
•
•
•
•

Duty of Candour (DOC) is being updated on Datix, to include if a DoC letter has been sent and allow reports to
be run.
There is now an e-learning package on the Oxleas Learning Centre helping staff to understand how to
complete a Datix.
The Serious Incident (SI) Team complete an incident summary with main points to help share learning and we
are working on these being added to the Patient Safety and Serious Incidents page on the Ox.
The SI team meet with Directorates on a two weekly basis to discuss and update on incidents.
The SI Team have completed the Healthcare SafetyInvestigation Branch systems training on System
Engineering Improvement for Patient Safety (SEIPS).
Training for new Doctors joining the Trust on Patient Safety and Serious Incidents.
Adopting the new Patient Safety Incident Response Framework once National Guidance dictates (September
2022)
Timely and accurate reporting of incidents
Proactive sharing of learning from incidents
To make improvements following incidents
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Board of Directors
7 July 2022

Item
Enclosure

10
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

Biannual safe Staffing report
Christine Kapopo Associate Director of Nursing
Jane Wells Director of Nursing
No Restrictions

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

This report aims to provides the Board with information and assurance on the
key areas of Safer Staffing in the bedded units.
The paper also provides an update on the actions from the January 2021 to June
2021 biannual safer staffing report.

What risks/issues in the Most of the wards were operating with less than the recommended numbers of
staff due to sickness absence on wards that already have high vacancy rates due
report need to be
recruitment challenges.
noted or acted upon?
Where has this report
been previously
discussed? Where will
this report go next?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

The report was discussed at the Nursing Executive Council, Executive Committee
and the People Committee.

Link to trust strategy

Making Oxleas a great place to work

Link to Board
Assurance Framework

1213 Vacancies and recruitment pressures

Please summarise
implications for:
Quality
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No sensitive information is included.

MHOST - Mental Health Optimal Staffing Tool
FTE - Full Time Equivalent

If we do not have right staff, with the right skills in the right place at the
right time there may be an impact on patient and staff experience,
safety and clinical effectiveness outcomes
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Finances
Equality analysis
Service users/
carers/staff

Executive Summary

If we do not plan and review staffing establishments regularly, we may
not be optimally using resources and incur higher costs associated with
agency cover and increasing risks.
There are no disparities across protected characteristics but if we do
not have safe staffing in place we may further widen existing
inequalities and experiences of patients and staff.
If we do not have right staff, with the right skills in the right place at the
right time there may be an impact on user, carer and staff safety and
wellbeing.
EXECUTIVE SUMMARY (High-level / strategic summary)
Key Highlights, Issues and Exceptions

This report covers the period of 1st July 2021 to 31st December 2021.
The Safe Staffing policy has been reviewed so that staff can have clarity on the
processes for monitoring and ensuring that staffing levels are safe so that patient
safety and care quality is maintained. The revised policy includes revised staffing
principles to guide safe staffing process.
Additional staff training on the use of the MHOST tools has improved the validity
of the data collected on the wards. Further scrutiny of the process followed on
Avery ward is required to understand the discrepancies acuity/dependency rating.
Scadbury ward and the Low Secure Rehabilitation units reported low acuity and
low occupancy levels. When this issue is encountered, professional judgement and
not the MHOST is used to determine staffing levels.
All the wards faced staffing challenges during the data collection period and
notably the mental health acute wards were operating with less than the
recommended numbers of staff. The deficits were due to higher sickness absence
during census period, on wards that already have over 20% vacancy rates due
recruitment challenges.
Actions have identified to review workforce models and to review ward
establishments. A focus to improve recruitment and retention is also indicated
including international recruitment and introduction of new roles on the wards.

Additional information/analysis

There are examples of ongoing workforce planning and workforce development,
across the organisation, designed to address these staffing challenges.

Action required
The Board is asked to note the report.
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1. Introduction
Appropriate staffing is fundamental to the delivery of safe and effective care. Safe staffing
must be matched to patients' needs and is about skill-mix as well as numbers. The purpose
of the report is to advise the Board of a 6 monthly review (1st July 2021 to 31st December
2021) in relation to nurse staffing (inpatients) as required to meet the commitments of the
‘Hard Truths’ response to the Public Inquiry into Mid-Staffordshire Foundation Trust (Francis
Review, 2014) and in line with the NQB Guidance (NHS, 2016) and compliance with
Developing Workforce Safeguards (NHSI, 2018).
This report aims to provides the Board with information and assurance on the key areas of
Safer Staffing in the bedded units. The paper also provides an update on the actions from the
January 2021 to June 2021 biannual safer staffing report. Triangulation with quality metrics
is used where appropriate, to alert the Board of areas that require further review and focus.
2. Updates on actions from the January to June 2021 Biannual Safe Staffing
report
2.1
Policy Update
The Safe Staffing policy has been updated and separated from the Rostering (Trust-wide);
Temporary Staffing (Trust-wide); and Safer Staffing (bedded services only) Policy.
Furthermore, the heads of profession have review the Safe Staffing principles which are now
appended to the Safe Staffing policy for ease of reference Staff have given positive feedback
on this separation has made the policy clearer and easier to follow.
2.2

No

Quality Improvement initiatives

Description

Timeframe Lead

Updates

1 Improving E Rostering – Back to March

AD HR
Operations

See footnote

2 Staff Well being

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

Nursing

Completed

4 Safe Staffing in Prisons

HR
Nursing

Basics project

•
•

International Recruitment
Improving retention

2022 1

June 2022

AD Nursing Report shared
and JA Safe with Community
Staffing
care – PH
Fellow
& New senior roles
introduced to
improve career

1
Timeframe threatened by lack of capacity within the e-rostering team and difficulties in employing
project workers to support this work.
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5 SLP Nursing Development

Ongoing
DoN
Programme
Recurrent
3 work streams
funding has
secured
• Advancing Nursing Careers
• Apprenticeships
• Developing
skills
in
our
community Mental Health nursing
workforce,

pathways within
the prisons
Ongoing –
Reporting to
SLP delivery
board.

3. Mental Health Optimal Staffing Tool (MHOST) establishment reviews
To comply with Developing Workforce Safeguards (NHSI, 2018), evidence-based tools have
been utilised to guide decisions about staffing levels. Data from the tools has been
triangulated with professional judgement and service quality indicators to determine staffing
levels.
3.1
Methodology
• Refresher training was delivered to all data collectors preceding the safe staffing data
collection. Training was key to improving the reliability and validity of the data collected
using the MHOST. The training included speciality specific scenarios to help staff better
understand how to determine acuity/dependency levels in their speciality. Interrater
reliability was improved by limiting the data collection exercise to a maximum of 3 trained
data collectors per ward. In addition, random quality assurance spot checks were
undertaken by ward managers. On some wards the rating was discussed in the ward
safety huddles.
• Each ward collected dependency data for 21 consecutive days between December 2021
and January 2022. The period was extended due to workload pressures associated with
the COVID-19 Omicron peak.
• The headroom is set at 24%, as advised by the Senior Finance Manager in 2020, this will
be reviewed at the next establishment review. A minimum of 22% is advised by the
Shelford group, but this tends to be greater in mental health setting due to the extra
mandatory training required i.e., Prevention and Management of Violence and Aggression
(PMVA)
• The ready for action (RfA) time is set at the national benchmark for the particular ward
type, which ranges between 8.6%-9.1% depending on the type of ward being analysed.
RfA time is the percentage of time allocated to a staff member for their breaks.
• The Registered Practitioner (RT) proportion (registered to unregistered staff) has been set
at Oxleas at 42%, which is the agreed registered vs unregistered nursing staffing ratios.
• Findings were discussed with Heads of Nursing, matrons and ward managers to sense
check the accuracy of the data and to discuss implications of the findings.
3.2

Findings

Ward dependency data is benchmarked against the national database average for their
respective category. The national average is based on data from quality assured wards that
contributed to the dataset used in creating the MHOST tool.
a.

Acute Admission Wards dependency census data
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Acute Admissions Wards
Bed numbers

25
20
15
10
5
0

Database
Average
(143
wards)

Betts
Ward

Lesney
Ward

Goddingto
n Ward

Avery
Ward

Dependency 5

1

1.4

0.0

0.2

0.0

0.2

0.3

Dependency 4

1.1

4.1

0.4

0.1

0.1

2.3

0.5

Dependency 3

5.5

7.9

4.7

1.4

0.1

4.8

3.8

Dependency 2

7.7

1.7

7.1

6.3

2.6

7.9

13.4

Dependency 1

4.1

0.5

5.4

7.0

15.9

3.0

1.4

Millbrook Shrewsbur
Ward
y Ward

Betts ward acuity continues to be higher dependency levels than the national average, whilst,
Millbrook, Lesney levels were in line with national average. Avery and Shrewsbury wards
reported lower dependency levels for this census period. Avery ward’s data suggests that 89%
of the patients on the ward over the 3-week census period were rated dependency level 1,
suggesting that these patients were ready for discharge. This cast doubt on the accuracy of
the data. The Head of Nursing will arrange further training on dependency rating using MHOST
tool for the team.
b.

Actual vs Recommended FTE staff for Acute Admission Wards

Acute Admissions Ward FTE
FTE numbers

40
35
30
25
20
15
10
5
0

Database
Average
(143
wards)

Betts
Ward

Recommended FTE

23.2

Actual FTE

33.4

Lesney
Ward

Goddingt
on Ward

Avery
Ward

Millbrook Shrewsbu
Ward
ry Ward

32.6

24

19.3

22.3

27

26.4

28.7

23.4

24.1

19.2

25

19.6

All the wards except Goddington ward were operating with lower that recommended full time
equivalent staff during this period. The ward manager explained that the ward was unable to
staff off due to illness. Ward manager and duty senior nurse undertook clinical duties to fill
the gaps
c.

The Psychiatric Intensive Care Unit (PICU) dependency levels
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PICU
Bed numbers

14
12
10
8
6
4
2
0

Database Average (24 wards)

The Tarn

Dependency 5

0.23

0.00

Dependency 4

1.38

0.68

Dependency 3

4.69

9.81

Dependency 2

4.47

1.52

Dependency 1

0.61

0.00

The patient dependency levels on the Tarn were higher during this reporting period than
previous census periods, and notably higher than the database average. This is due to the
higher acuity/dependency levels of the patients admitted onto the ward. Notably, no patients
were considered ready for stepping down unlike previous periods when about 50% of the
patients were waiting to be stepped down.
d.

Actual vs Recommended FTE staff for The Psychiatric Intensive Care Unit (PICU)

PICU FTE
FTE numbers

50
45
40
35
30
25
20
15
10
5
0

Database Average (24 wards)

The Tarn

Recommended FTE

28.9

30.7

Actual FTE

46.6

26

Tarn ward staffing levels during the census period was lower than the recommended staffing
levels. The national database shows that most PICUs operate on a third more staff than
suggested by the MHOST tool. The staffing levels on the Tarn were affected by sickness
absence and recruitment challenges.
e.

Older Adult Mental Health services acuity and dependency levels
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Older Adults wards
Bed numbers

25
20
15
10
5
0

Database
Average (88
wards)

Holbrook

Oaktree Lodge

Scadbury

Shepherdleas

Dependency 5

0.73

3.05

1.62

0.00

1.00

Dependency 4

2.21

10.43

8.05

0.19

7.14

Dependency 3

8.15

2.67

3.95

4.71

3.62

Dependency 2

7.05

0.00

3.00

6.86

1

Dependency 1

1.15

0.00

0.00

2.00

1

The dependency levels on all the older adult wards, except Scadbury ward are higher than
the national average, with a marked increase in dependency levels on Oaktree and
Shepherdleas wards. Scadbury ward had low occupancy and low dependency levels during
the census period.
f.

Actual vs Recommended FTE staff for Older Adult Mental Health services

Older Adult Wards FTE
FTE numbers

45
40
35
30
25
20
15
10
5
0

Database
Average (88
wards)

Holbrook

Oaktree
Lodge

Scadbury

Shepherdleas

Recommended FTE

30.3

37.1

29.8

13.4

23.4

Actual FTE

32.2

40.3

22.8

25.6

23.3

Oaktree ward staffing levels were lower than the recommended levels for the increased
dependency levels. Based on this data and discussions with ward manager and her team a
review of the service model is recommended due to increased acuity/dependency of patients
admitted to the ward. Oaktree staff have suggested an increase medical input to respond to
the changes in patient need.
Scadbury ward had double the recommended staff working during the census period. The
staffing recommendations may have been skewed by the low dependency and occupancy
Page | 7

108

levels also known as ‘Small ward problem’. In such cases, it is advised to use professional
judgement to determine staffing levels. The high staffing levels on Scadbury ward may also
have been because, additional staff had been deployed to the ward to provide additional
supervision to patients using bathroom areas with ligature anchor point risk. Removal of these
ligature points is planned to start in the new year if not earlier.
g.

Medium Secure wards acuity and dependency levels

Medium secure wards
Bed numbers

20
18
16
14
12
10
8
6
4
2
0

Database
Average (70
wards)

Burgess

Danson

Crofton

Heath Clinic

Dependency 5

1.1

0

0.05

0.00

0.10

Dependency 4

1.34

2.55

1.33

0.57

1.43

Dependency 3

4.72

5.62

12.81

0.38

4.62

Dependency 2

5.9

5.29

2.67

5.95

5.71

Dependency 1

4.68

2.05

0.10

7.10

0.10

The medium secure units’ dependency levels are a mixed picture, with increased dependency
levels reported on Danson ward. No change on Crofton and Burgess wards, Heath ward is
reporting for first time. The dependency levels on Heath are higher than the national average.
h.
Actual vs Recommended FTE staff for Medium Secure mental rehabilitation
ward

Medium Secure Wards FTE
FTE numbers

50
40
30
20
10
0

Database
Average (70
wards)

Burgess

Danson

Crofton

Heath Clinic

31.2

25.5

25.5

18

20.9

44

27.6

23

26

23

Recommended CHPPD
Actual CHPPD
Recommended FTE
Actual FTE

The staffing levels for the wards are within the recommended levels, but do not reflect the
database pattern, where FTEs are about 25% higher than MHOST recommendations. A
further review is recommended.
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i.

Low Secure wards acuity and dependency levels

Low Secure and Mental Health Rehab Wards
Bed numbers

20
18
16
14
12
10
8
6
4
2
0

Database
Average (99
wards)

Joydens

Birchwood
predischarge

Hazelwood

Greenwood

Barefoot
Lodge

Dependency 5

0.66

0

0.00

0.09

0.00

Dependency 4

1.18

0

0.00

0.91

0.19

Dependency 3

4.17

1.27

0.00

0.09

1.19

Dependency 2

8.69

9.77

2.67

4.00

3.05

Dependency 1

4.28

0

9.86

8.91

6.95

Actual vs Recommended FTE staff for Low Secure mental rehabilitation ward

CHPPD & FTE numbers

Low Secure and Mental Health Rehab Wards
FTE
40
35
30
25
20
15
10
5
0

Database
Average
(99 wards)

Joydens

Birchwood
Greenwoo
preHazelwood
d
discharge

Barefoot
Lodge

Recommended CHPPD
Actual CHPPD
Recommended FTE

23.2

11.5

11.3

14.3

10.9

Actual FTE

33.4

£13.70

22.9

23.8

25.9

Dependency and occupancy levels across all wards reported are lower than the database
average resulting in the ‘small ward problem’, where inadequate staffing levels are
recommended. When this issue is encountered, professional judgement is used to determine
staffing levels.
To ensure safe staffing levels the Head of Nursing will monitor enhanced observation activity
on these wards over three months and apply professional judgement to take a view on staffing
levels.
J.

Intermediate Care Beds
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Meadowview
Two weeks data was submitted by Meadowview Intermediate care unit and the data was
analysed using the Elderly Long Stay optimal staffing tool, which has been recommended for
safe staffing reviews for intermediate care settings. The patients on the ward at the time of
census fell into higher levels of dependency 2 than is typical of an intermediate care unit, where
people are typically of lower acuity and dependency.
Dep.1

Dep.2

Dep.3

Dep.4

Dep.5 Total

0.0

5.8

13.7

5.0

0.0

24.5

As expected, the actual staffing on the ward for the census is higher than recommended FTE
staff, reflecting the patients’ higher than national average dependency levels. Matron on the
ward confirmed that Meadowview was safely staffed during this period, but only because the
ward manager and matron worked within the numbers to cover sickness absence.
Eltham Community Beds
Data collection on Eltham community beds was delay due staff sickness. Retrospective data
was provided by new matron. The dependency levels on the ward were higher, with more
patients scoring a dependency level 3. Level 3 patients have higher needs. According to the
Elderly Long Stay optimal staffing tool these patients are
“ Ill and heavily reliant on staff for her his/her treatment and care. It’s likely that s/he is
acutely ill, or is in the immediate post-operative period. Significant technical care is
usually required.”
Dep.1

Dep.2

Dep.3

Dep.4

Dep.5 Total

5

6

9

0.0

0.0

20.0

The actual staffing on the ward for the census period is higher than recommended FTE staff,
reflecting the patients’ higher than national average dependency levels. The ward has four
band 5 nursing vacancies that has resulted in a higher use of bank and agency workers. There
is an on going recruitment campaign to address the vacancies. The matron explained that
there have been a few disappointments with recruitment, where candidates have withdrawn
at the last minute.

2

Dep. 2: More dependent on staff for care.

Dep. 3: Ill and heavily reliant on staff for treatment and care.
Dep. 4: Desperately ill and dependent on staff for his/her care, safety and welfare.
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Intermediate Care Wards
50
45
Full Time Equilavent

40
35
30
25

National Recommended FTE

20

Actual FTE

15
10
5
0

Meadowview

Eltham Community Beds

4. Care Hours per Patient Day (CHPPD) – Comparison with peers
This metric tracks the total number of direct care hours compared to the number of patients
as a count at midnight. The average number of actual registered nursing care staff and Allied
Health Professional (AHP) hours spent with each patient per day.
.
4.1
Benchmarking Nursing and AHP Care Hours Per Patient Day (CHPPD)
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When compared with recommended peers 3, Oxleas NHS Foundation Trust, fairs poorly with
regards the Nursing & AHP Care Hours per patient day metric. CHPPD is 8.5, which is below
median in the first quartile and the trust occupies a lower position when compared to peers
and this indicates that Oxleas ward staffing levels are low and a potential patient safety risk.
This is a deterioration from the previous reporting period, when Oxleas fell in the second
quartile and held middle position compared to recommended peers. The data will be reviewed
over the next 12 months to ensure data reported is accurate.
5. Safe staffing quality Metrics June 2021 – Dec 2021

Ward Name

L4
Serious
Incidents

Levels 1 -3
harm clinical
incidents

Staffing
Incidents

100

6

Betts

1

52

0

Lesney

1

115

0

141

4

117

0

Shrewsbury

144

9

The Tarn

97

1

Scadbury

77

2

Avery

Goddington
Millbrook

1

Shepherleas

1

59

1

Oaktree

1

59

7

Holbrook

176

28

Burgess

39

6

Danson

21

1

Crofton

57

1

Heath

78

5

111

2

18

1

Joydens
Birchwood

1

Agency use in
hours
1,028.00
36.50
651.50
0

413.00
17.50
11.50
112.50
180.62
0

1,245.62
0
0
0
0

14.00
0

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

3
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Hazelwood

64

1

Greenwood

65

0

Barefoot Lodge

43

0

Atlas House

58

0

Meadowview

241

0

149

3

Eltham CB

2

Total

0
0
0
0

527.25
3,876.25

The nine Serious Incidents reported on the wards did not identify lack of staffing as contributing
factor to the incident. However, it is important to continuously monitor number of level 1-3
harm clinical incidents for emerging patterns, that may be rooted in increased use of temporary
staffing or staff shortages
138 safe staffing incidents were raised across the organisation (Appendix1) during this review
period. The incidents reported difficulties finding cover for increased patient
acuity/dependency and to cover unplanned staff absences Anecdotal evidence on staffing
suggests that staffing incidents are under reported across the organisation as team leaders
and ward managers often take on clinical roles to keep services safe. This approach to
addressing staff shortages is unsustainable as it increases the managers’ workload and
makes them more susceptible to increased stress and burnout.
Avery, Holbrook and Eltham Community Beds used over a thousand hours of agency staff
over the 6 months. This is due to both vacancies and unplanned sickness absence. The
Nursing directorate will support the Head of Nursing to review the workforce model on
Holbrook ward and other units that have difficulties to recruit and retain staff.
6. Nursing Vacancy Rates (Model Hospital, Jan 2022)
Registered nurses
Oxleas
Peer Median
National Median

18.7%
18.0%
9.8%

Healthcare Assistants
Oxleas
20.9%
Peer Median
11.1%
National Median
10.3%
Oxleas nursing vacancy rates are higher than national and peer medians. A higher vacancy
rate means there are more unfilled posts and shifts which may require to be filled by temporary
workers (see agency use in hours at table 1). Unfilled posts put additional pressure on
substantive team members and reduce staff morale.
Recruitment remains a challenge in line with the national experience. The Forensic wards
have reported improved results from recruitment since they adopted a centralised recruitment
and introduce an improved onboarding process. The Practice Development Nurse has
revitalised the induction of new staff to include conversations about career development
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opportunities within the directorate. Staff have been encouraged and supported to attend
OxLead leadership programme and to train as professional nurse advocates (PNAs), who can
then provide restorative supervision
The Trust continues to take actions across the five areas highlighted in the Figure 1 to grow
the workforce. The discussions in this paper some insight into nurse led activities across three
approaches identified in the diagram: International recruitment, the training pipeline and
creating compassionate and inclusive organisation.
7.0

Figure 1 - Growing the nursing workforce

Service
Redesign

Introducing
New roles

International
Recruitment
Training
Pipeline

Creating a
compassionate
and inclusive
organisation

7.1
Training Pipeline
Direct-entry, fee-paying student nurses from University of Greenwich (UoG) and other
universities.
Oxleas are the host Trust for 166 pre-registration nursing students who are fee-paying
students from the University of Greenwich. These are mostly mental health students, but also
include 13 learning disability students and 13 adult student nurses undertaking a community
route pathway.
We also provide placements for Return to Practice students from the UoG (Adult, Mental
Health & Learning Disability branches) for nurses wishing to return to the NMC register.
Numbers are small, ranging from 2-8 per year depending on number of applicants and Trust
capacity to place.
In addition, Oxleas provide district nursing and child service placements to local non-host
acute Trusts for the adult and child branch students via the UoG. Oxleas also accepts requests
from students / other London HEIs for assessed and elective placements – ability to place will
depend on placement capacity. We try to support as this exposes non-host students to Oxleas
service and promotes us an employer.
Apprenticeship learners
Oxleas directly employs and supports nursing learners via the following routes:• Apprentice Nursing Associate (ANA) - 17 currently in training; 5 qualify July 2022 & 12
qualify July 2023. Aim to recruit 10 per year.
• Registered Nurse Degree Apprenticeship (RNDA) – pilot: 7 staff currently in training (due
to qualify August 2022; 1 adult and 6 MH nurses). No further cohorts currently planned at
this current time.
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•

•

Top-up to Nurse Degree apprenticeship – 6 staff in training; 3 MH and 3 adult RNs due to
qualify December 2022. Advert due out this / next week, awaiting financial approval, for
next cohort.
Training for HCSW using an external provider, Lifetime, via the apprenticeship levy.
Oxleas are part of two partnership agreements with local Trusts / organisations for the
provision of MH & LD placements for ANAs from acute hospital Trust, GP surgeries and
private and voluntary organisations.

7.2
International recruitment
Reliance on growing the workforce via the training pipeline presents with challenges as
demand outweighs the supply. Oxleas is exploring whether it can address the shortage of
nursing staff in the through international recruitment. The Trust has embarked on a pilot to
recruit five trained Mental Health Nurses via the Capital Nurse consortium. The recruitment,
onboarding and ongoing support of the internationally recruited nurses will be provided
collaboratively with colleagues from South London Partnership (SLP).
7.3

Creating compassionate and inclusive organisation

a.
Professional Nurse Advocate (PNA) role
The Professional Nurse Advocate is a new professional clinical leadership and advocacy role
introduced in November 2020, to provide restorative supervision using the A-EQUIP
(Advocating and Educating for Quality Improvement model) for registered nurses. The
evidence from midwifery shows, that the training and use of the A-EQUIP model has a positive
impact on staff wellbeing and retention, supports professional resilience and improves patient
outcomes (NHSE/I, 2021). Please click on this link Professional Nurse Advocate - YouTube
for more information about the role
Oxleas has trained over 20 registered Professional Nurse Advocates. The course consists of
a 10-day virtual programme, which is accredited at Level 7. The training provides the
participants with the skills to facilitate restorative supervision to colleagues and teams within
services they work. PNAs also deliver quality improvement initiatives in response to service
demands and changing patient requirements.
The CNO for England has an ambition to have a PNA for every 20 nurses. The roll out of the
PNA at Oxleas is progressing well; There is an established PNA group that meets monthly to
oversee and govern PNA activity. The group has developed a standard Operating Procedure
in line with the NHSE/I implementation guide. The standard operating procedure provides
more information about the role and the trust’s reporting requirements.
b.
Action Learning Sets for ward managers
The last report identified Action Learning as a quality initiative that would be implemented to
support ward managers in their role. Definition would be helpful to help set the scene: An
Action Learning set is a group of people who work together with a facilitator over a period of
time and who learn from each other and support each other.
A pilot Action Learning based Ward Managers Development Programme was evaluated very
favourably by the first cohort of eight Ward Managers and extended to a further two cohorts.
The programme comprised of six sessions that combined content to support understanding of
people development issues, team leadership and developing self-awareness.
The core objective was to build the confidence and compassionate leadership capability of
Ward Managers to lead their teams effectively, acknowledging the challenges of the pandemic
and the particular pressures for Black Asian and Minority Ethnic staff and managers.
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The facilitated virtual learning space, away from the ward, provided a safe place to share
vulnerabilities, show emotion and talk honestly about the considerable challenges of leading
teams on acute mental health wards, through Covid. The key issues that continue to impact
Ward Managers are workload, not always being consulted or involved in changes that must
be delivered or implemented at the front line and the levels of abuse; verbal, racial and
physical, that they and their teams face
Action learning is particularly powerful as it provides a place and space for people to share
their feelings and in the informal feedback at the end of each meeting, where participants were
asked what they had found helpful, ‘non-judgemental listening’ was often cited. The
programme has been rated as very effective in building confidence both for the individuals
involved and increased confidence to work together sharing challenges and supporting each
other
8.0
Conclusions
The Safe Staffing policy has been reviewed so that staff can have clarity on the processes in
place to monitor and ensure that staffing levels are safe so that patient safety and care quality
is maintained. The revised policy includes revised staffing principles to guide safe staffing
process.
Extra staff training on the use of the MHOST tools has improved the validity of the data
collected on the wards. Further scrutiny of the process followed on Avery ward is required to
understand why the discrepancies acuity/dependency rating.
Low acuity and low occupancy levels were noted on Scadbury and the Low secure
rehabilitation units. Professional judgement will be used in future determination of staffing
levels on these units.
Most of the wards were operating with less the recommended numbers of staff due to sickness
absence on wards that already have high vacancy rates due recruitment challenges. There is
evidence of on-going workforce planning and workforce development and engagement with
national programmes such as introduction of the Professional Nurse Advocate role and Chief
Nursing Officer’s priority to build a workforce fit for the future.
9.0

Recommendations

1. Ward managers to offer fixed term contracts to temporary staff to improve continuity of
care
2. Head of Nursing to meet with each ward management, finance team and rostering team
to revise workforce model and ward establishments on each ward over the next 6 months
3. Matrons to ensure to ensure there is an ongoing live advertisement for nursing staff
4. Associate Director of Nursing to support workforce redesign to include new roles within
the in-patient workforce, Focus should be on introduction of Practice Nurse Educators,
Advanced Clinical Practitioners and Band 2 apprentices
5. Associate Director of nurses to further progress the training and deployment of
professional Nurse Advocates and provide an evaluation of the role.
6. Head of nursing for Development and Education will lead on international recruitment of
Mental Health Nurses with a view to scale up to other specialities e.g. prison nursing
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Short staffing by Unit/Team and Severity 01.06.2021 - 31.12.2021 @
03.03.2022
Bexley, Woodlands Unit, Older Adult, Holbrook Ward
Greenwich, Oxleas House, Shrewsbury Ward
CAMHS, Crisis & DBT
Forensic, Prison Services, Healthcare, HMP Thameside
Greenwich, Older Adults, Oaktree Lodge
Forensic, Bracton Centre, Burgess Clinic
Greenwich, Oxleas House, Avery Ward
Greenwich, Eltham Community Beds (old GICU)
Greenwich, Oxleas House
Bromley, Green Parks House
Bromley, Green Parks House, Goddington Ward
Forensic, Prison Services, Healthcare, HMP Belmarsh
Forensic, Prison Services, Mental Health, HMP Belmarsh
Bexley, Woodlands Unit, In Patient Psychology
Forensic, Bracton Centre, Heath Clinic
Forensic, Prison Services, Healthcare, HMP Wandsworth
Greenwich, Atlas House, Adult Learning Disability
Greenwich, DN Woolwich Network Team
Greenwich, Oxleas House, HBPoS
Bromley, Green Parks House, Older Adults, Scadbury Ward
Forensic, Bracton Centre, Joydens Clinic
Greenwich, Home Treatment Team
Bexley, DN Erith Team
Bexley, DN Twilight Team
Bexley, Older Adults, Intensive Home Treatment Team (IHTT)
Bromley, Green Parks House, InPatient Psychology
Forensic, Bracton Centre, Birchwood Clinic
Forensic, Bracton Centre, Crofton Clinic
Forensic, Bracton Centre, Danson Clinic
Forensic, Memorial Site, Hazelwood House
Forensic, Prison Services, Healthcare, HMP Maidstone
Forensic, Prison Services, Healthcare, HMP/YOI Isis
Greenwich, Community Adults, Learning Disability Team
Greenwich, DN Twilight Team
Greenwich, Mental Health Liaison Team
Greenwich, Older Adults, Intensive Home Treatment Team (IHTT)
Greenwich, Oxleas House, Older Adult, Shepherdleas
Greenwich, Oxleas House, The Tarn (PICU)
Total
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Total
28
9
8
8
7
6
6
5
5
4
4
4
4
3
3
3
3
3
3
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
138

Appendix 1
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Board of Directors
7th July 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

11
11a&b

WRES and WDES Reports 2022
Karen Edmunds, Head of Equality and Human Rights
Rachel C Evans, Director of Strategy and People
Not confidential

Oxleas has made progress in some areas of the WRES but must continue to ensure
that cultural change and team support leads to improvements, particularly in
relation to the number of formal disciplinary cases and the experience of Black,
Asian and minority ethnic staff as reported in the Staff Survey.
Our data shows that in 2021-22 there has been an increase in the number of Black,
Asian and minority ethnic staff in all bands above Band 6 apart from Band 8b,
however due to overall numbers increasing, the percentage of Black, Asian and
minority ethnic staff in a band may reduce.
The number of formal disciplinary cases represents 0.75% of our workforce. The
overall number of cases has reduced significantly – by 39% compared to the
previous year. The number of formal cases resulting in no further action was 1
out of 30. This is an improvement on previous years. All cases went through a Just
Culture panel where they arose from incidents, as opposed to grievances or
whistleblowing cases that follow a formal investigation process in line with the
trust’s policies. We are undertaking a detailed review and deep-dive with People
Committee Non-Executive Directors to ensure that all possible improvements have
been identified for the future.
Oxleas has made progress in some areas of the WDES. Year on year we’ve
improved the information we hold on the disability status of staff, however the
percentage of staff who are recorded on ESR as having a disability (5%) has
changed very little. We know from our staff survey that 22.6% of respondents in
2021 said they have a long-term condition or disability.
Disabled staff report higher levels of bullying, harassment and abuse from service
users, colleagues, managers than non-disabled staff. Anecdotally we’ve heard that
during Covid that staff who were clinically extremely vulnerable and had to shield
were not always been well supported by managers or colleagues. Concerns remain
amongst these staff in spite of Covid restrictions being removed.
The percentage of staff who say the trust has made adequate reasonable
adjustments has reduced significantly. Staff in roles where agile working is possible
have fed back that this is of significant benefit. However agile working varies
depending on service need and sometimes on the seniority of staff. A new central
budget and process for reasonable adjustments was launched on 4th July 2022
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which will help address some of the issues staff experience in getting timely
reasonable adjustments.
The Trust is continuing its focus on the experience of staff for 2022/2023 and has
an ambitious cultural change programme and action plan, overseen by the Building
a Fairer Oxleas Assurance Group. There is also a Steering Group involving staff
network representatives and staff from across Oxleas, chaired by the Director of
Strategy and People.
The current WRES and WDES action plans have been reviewed and updated with
input from key stakeholders, including Black, Asian and minority ethnic staff,
disabled staff and the BAMEx and Disability staff networks. The detailed action
plans will go to the July People Committee and the September Board. However,
the key areas for action are:
WRES:
• Identify services / Directorates where there is significant underrepresentation of Black, Asian and minority ethnic staff to raise awareness
and provide targeted support
• Band 8a and above posts: analysis of data on each stage of the recruitment
(panel, shortlisting, appointment, service) to identify any evidence of
inequalities.
• Continue progress against Model Employer Aspirational Goals (increase in
representation of Black, Asian and minority ethnic staff at Bands 6 and
above)
• Early interventions in issues related to poor team culture and behaviours:
targeted values sessions in teams / wards where disciplinary cases have
happened; training for team leaders in conflict resolution; development
support for HCAs and information about how to use the Guardian Service
• Ethnicity Pay Gap report: identity themes and actions based on data
• Patient compact / agreement related to behaviours
• Bitesize sessions on dealing with microaggressions and gaslighting and not
being a bystander
• BAFO Accredited teams to support regular team discussions on race,
equalities and inclusion
WDES:
• Promotion of the Disability Confident Scheme, including clearer
understanding of Guaranteed interview scheme in practice and the range
of reasonable adjustments for candidates.
• Promote flexible working options (as these roles may be more attractive to
some candidates due to disability or caring responsibilities)
• Promotion of the Mindful Employer Charter 10 Steps Toolkit to managers
and staff
• Review of internal promotions to identify positive trends related to
disabled staff and areas for improvement and provide support to teams
where improvement is needed
• Promotion of the Health and Wellbeing Passport to staff and managers,
and raise awareness of Disability Leave to support staff to better selfmanage their health condition and improve wellbeing
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•
•
•
•

Regular sessions for Directorate management teams on Reasonable
Adjustments and the central budget for reasonable adjustments so they
can cascade this information out to teams.
Continue to support the Disability Network, Neurodiversity sub-group and
Mental Health Staff Network, to be a voice for staff at Oxleas and to
support on-going improvement in engagement.
Ensure Disabled staff are involved in the BAFO Steering Group, Shadow
Executive and other key groups.
Promote awareness of the definition of who is considered a disabled
person under the Equality Act + promote ESR self-service, so that staff at
all levels can add / update their disability status (in April 2022 we knew the
disability status of 87% of staff).

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

The Board are asked to review the WRES and WDES results.

Link to trust strategy

Making Oxleas a great place to work

The Board are asked to note the reports.

Link to Board
Assurance Framework
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.
Additional resources to support inclusion for staff and service users have
been agreed and a new post of Inclusion Manager (Workforce) was
recruited to in June 2022 (starting September) and a new post of Lead for
PCREF and Service User Health Inequalities will be recruited to in July 2022.
The WRES and WDES are intended to help NHS organisations focus on areas
where Black, Asian and minority ethnic staff and 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 and
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 Equality Standard (WRES) Report 2022
Introduction
The Workforce Race Equality Standard (WRES) was introduced in April 2015. The WRES aims to
measure whether employees from Black, Asian and minority ethnic backgrounds compared to
White employees 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
Oxleas has made progress in some areas of the WRES but must continue to ensure that cultural
change and team support leads to improvements in relation to the number of formal disciplinary
cases and the experience of Black, Asian and minority ethnic staff as reported in the Staff Survey.
Our data shows that in 2021-22 there has been an increase in the number of Black, Asian and
minority ethnic staff in all bands above Band 6 apart from Band 8b, however due to overall
numbers increasing, the percentage of Black, Asian and minority ethnic staff in a band may
reduce.
The number of formal disciplinary cases represents 0.75% of our workforce. The overall number
of cases has reduced significantly – by 39% compared to the previous year. The number of
formal cases resulting in no further action was 1 out of 30. This is an improvement on previous
years. All cases went through a Just Culture panel where they arose from incidents, as opposed
to grievances or whistleblowing cases that follow a formal investigation process in line with the
trust’s policies. All cases have also been reviewed by an internal panel including representatives
from the BAMEx network.
The Trust is continuing its focus on the experience of staff for 2022/2023 and has an ambitious
cultural change programme and action plan, overseen by the Building a Fairer Oxleas Assurance
Group. This group is chaired by the Chief Executive and is attended by Non-Executive Directors,
senior managers and Black, Asian and minority ethnic staff volunteers from all Directorates and
disciplines to review our plans and ensure that they are sufficiently ambitious. There is also a
Steering Group involving staff network representatives and staff from across Oxleas, chaired by
the Director of Strategy and People.
The current WRES action plan to respond to these results has been reviewed and updated with
input from key stakeholders, including Black, Asian and minority ethnic staff and the BAMEx
Network. It will go to the July People Committee and then the September Board.
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WRES Indicator

Results 2021/22

1

Percentage of staff in each of the AfC
bands and VSM (including Executive
Board members) compared to the rest
of the workforce (Source: ESR)

Overall numbers of Black, Asian & minority ethnic staff have increased
each year, from 38% in 2017 to 46.7% in 2022.
Our data shows that in 2021-22 there has been an increase in the number
of Black, Asian and minority ethnic staff in all bands above Band 6 apart
from Band 8b.

2

Relative likelihood of White applicants
being appointed from shortlisting
compared with Black, Asian and
minority ethnic staff (Source: ESR)

3

Relative likelihood of Black, Asian or
minority ethnic staff entering
disciplinary processes compared with
White staff (Source: local database)

4

Relative likelihood of White staff versus
Black, Asian or minority ethnic staff
accessing non-mandatory training
(Source: Oxleas learning system)

We are approaching equity, with White candidates only very slightly
(1.09) more likely to be appointed compared to Black, Asian and minority
ethnic candidates. We will continue our focus on fair recruitment.
This is broadly the same as previous years, it compares to 1.07 in
2020/21, and 1.09 in 2019/20.
Black, Asian or minority ethnic staff are 4.3 times more likely to enter a
formal disciplinary process.
This is significantly worse and compares to 2.46 times more likely in
2020/21, 2.07 times more likely in 2019/20 (2.07) and 6.9 times more
likely in 2018/19. The number of cases is a significant reduction from the
previous year and represents 0.75% of the workforce.
Black, Asian or minority ethnic staff were 0.2% more likely to access CPD
than White staff in 2021/22, with 43.6% of Black, Asian or minority ethnic
staff accessing CPD compared to 43.4% of White staff accessing CPD.
This means the likelihood ratio is 0.99.

5

Percentage of Black, Asian or minority
ethnic staff experiencing harassment,
bullying and abuse from patients
relatives or the public in the last 12
months (Source: NHS Staff Survey 2021)
Percentage of Black, Asian or minority
ethnic staff experiencing harassment,
bullying and abuse from staff in the last
12 months (Source: Staff Survey 2021)
Percentage of Black, Asian or minority
ethnic staff believing that their trust
provides equal opportunities for career
development or progression (Source:
NHS Staff Survey 2021)

6

7

8

9

In last 12 months, have you personally
experienced discrimination at work
from a manager or a team colleague
(NHS Staff Survey 2021)
Percentage difference between the
organisation’s board voting
membership and its overall workforce
(Source: ESR)
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Black, Asian and minority ethnic staff are 10.9% more likely to experience
harassment, bullying and abuse from patients etc.
This is worse than 2020/21 when it was 8.1% but better than 2019/20
when this was 15%.
Black, Asian and minority ethnic staff are 6.3% more likely to say they
have experienced harassment, bullying and abuse from staff. This is a
slight improvement on 2020/21 when it was 7.3% higher, but worse than
in 2019/20 when it was 2.7% higher.
Black, Asian and minority ethnic staff are 15.1% less likely to say that
the Trust provides equal opportunities for career progression or
promotion.
This compares with 14% in 2020/21 and 16% less likely in 2019 / 20.
However for staff overall the percentage believing the trust provides
equal opportunities are slightly higher than in previous years.
Black, Asian and minority ethnic staff are 7.4% more likely to say that
they have personally experienced discrimination from a manager or team
colleague.
This compares with 6% in 2020/21 and 11% in 2019/20.
40% of Oxleas Board are Black, Asian or minority ethnic people compared
to 46.7% of the overall workforce (-6.7%). This compares very favourably
with other NHS Trust Boards across both across south east London and
the UK.
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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 2021/212 than it was in the previous years, with 46.7% Black,
Asian and minority ethnic staff and 51.7% White (with 1.5% not known), compared to 44.4%
Black, Asian and minority ethnic staff and 53.1% White (with 2.5% not known) in 2020/21.

Oxleas staff by ethnicity
1%
52%

BME
47%

WHITE
NOT KNOWN

The tables below provide detail for the whole workforce (Table 1), for staff in clinical vs nonclinical roles (Graph 2), for staff by ethnicity and band (Graph 3) and the Medical Workforce by
ethnicity (Graph 4).
Table 1: Table 1 indicates that the diversity of the workforce starts to decline from Band 7
upwards, however there has been an increase in the percentage of Black, Asian and minority
ethnic staff at all senior levels except 8b, where the numbers are very small. Graph 4 shows
Medical Consultants, Medical Non-Consultants and Medical Trainees, of whom 60% are Black,
Asian and minority ethnic people.
Band
Year
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
Percentage of White staff
minority ethnic staff
2022
2021
2021
51.6%
53.6%
46.4%
39.4%
38.1%
61.9%
34.3%
31%
69.0%
64.2%
63.9%
36.1%
56.9%
55.9%
44.1%
39.9%
37.9%
62.1%
35.3%
31%
69.0%
13.0%
21.3%
78.7%
21.1%
19.1%
80.9%
24.0%
23.8%
76.2%
43%
-

2022
43.9%
60.6%
65.7%
35.8%
43.1%
60.1%
64.7%
76.1%
78.9%
76%
57%

*Note: includes Very Senior Managers (VSM) in Executive Director roles who are on Medical Consultant grades.
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Graph 2
Graph 2 indicates a significantly less diverse workforce within the non-clinical staff groups (i.e.,
admin, corporate, estates and ancillary roles) than clinical.

Clinical versus non-clinical staff by ethnicity
51
1389

12

1628

668
228

CLINICAL
Black, Asian and minority ethnic

NON-CLINICAL

White

Not known

Graph 3 Oxleas staff by band and ethnicity

Staff by band and ethnicity
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Graph 4: Medical workforce by ethnicity

Oxleas Medical Workforce by ethnicity
Not known
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Black, Asian and minority ethnic
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Medical & Dental Non-Consultant Career Grade
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Table 2: Black, Asian and minority ethnic staff in post compared to 2022 aspirational
goals for Oxleas NHS Foundation Trust
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. Our data
shows that in 2021-22 there has been an increase in the number of Black, Asian and
minority ethnic staff in all bands apart from Band 8b, however due to overall numbers
increasing, the percentage of Black, Asian and minority ethnic staff may reduce.
2017/18 2018/19 2019/2020
actual
actual
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

2020/21 % of Black,
actual
Asian and
minority
ethnic
staff 2021
434
55.9%
230
37.9%
82
31%
20
21.3%

Band 8c

8

11

13

13

19.1%

15

21.0%

+1.9%

Band 8d

4

4

3

5

23.8%

6

24.0%

+0.2%

65

55%

Not
known

888

35.01%
(average)

+3.3%

Band 9 and
Data not available
VSM and all
Medical
Consultants*
Totals
81
91

104

788

31.71%
(average)

2021/22
actual

Change
since
previous
year

448
242
100
12

% of Black,
Asian and
minority
ethnic
staff 2022
56.9%
39.9%
35.3%
13.0%

* Some of our Executive Directors are on medical consultant grades
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+1%
+2%
+ 4.3%
-9.7%
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3.2 WRES Indicator 2: Relative likelihood of White candidates being appointed from
shortlisting compared to Black, Asian and minority ethnic candidates across all posts
We are approaching equity overall, with White candidates 1.09 times more likely to be
appointed compared to Black, Asian and minority ethnic candidates. In 2021 the the ratio
across NHS trusts in London was 1.62, and in England it was 1.61, therefore Oxleas
compares favourably to many other NHS trusts.
Recruitment 1.4.21 to 31.3.22
WRES 2

Shortlisted

Black, Asian and minority ethnic candidates*
White candidates

Ratio

1102

516

0.47

904

461

0.51

78

43

0.55

2084

1020

Not known
TOTAL

Hired

*An initial deep dive into the figures for September 2021 to February 2022 shows
differential experiences amongst some minority ethnic staff groups.In line with the NHS
England WRES team recommended approach, in future years we should regularly analyse
this data at a more granular level to identify inequity of experience.
Recruitment data 1 September 2021 to 28 February 2022
Ethnic Origin
WHITE - British
WHITE - Irish
WHITE - Any other white background
ASIAN or ASIAN BRITISH - Indian
ASIAN or ASIAN BRITISH - Pakistani
ASIAN or ASIAN BRITISH - Bangladeshi
ASIAN or ASIAN BRITISH - Any other Asian background
BLACK or BLACK BRITISH - Caribbean
BLACK or BLACK BRITISH - African
BLACK or BLACK BRITISH - Any other black background
MIXED - White & Black Caribbean
MIXED - White & Black African
MIXED - White & Asian
MIXED - any other mixed background
OTHER ETHNIC GROUP - Chinese
OTHER ETHNIC GROUP - Any other ethnic group
I do not wish to disclose my ethnic origin
Not stated
Total
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Applied
% Appointed % Variance
2305 24.4
157 41.4
17%
59 0.6
3 0.8
0.2%
630 6.7
26 6.9
0.2%
618 6.5
11 2.9
-3.60%
205 2.2
2 0.5
-1.70%
182 1.9
1 0.3
-1.90%
261 2.8
9 2.4
-0.40%
348 3.7
10 2.6
-1.10%
3674 38.9
113 29.8
-9.10%
149 1.6
3 0.8
-0.80%
106 1.1
4 1.1
0%
168 1.8
2 0.5
-1.30%
42 0.4
3 0.8
0.40%
142 1.5
8 2.1
0.60%
69 0.7
4 1.1
0.40%
242 2.6
8 2.1
0.50%
223 2.4
9 2.4
0%
13 0.1
6 1.6
1.50%
9436 100
379 100

127

3.3 WRES Indicator 3: Relative likelihood of Black, Asian or minority ethnic staff entering a
formal disciplinary processes compared with White staff
Black, Asian or minority ethnic staff are 4.3 times more likely to enter a formal disciplinary
process. This is significantly worse than the previous two years and compares to 2.46 times
more likely in 2020/21, 2.07 times more likely in 2019/20 (2.07) and 6.9 times more likely in
2018/19. However, the number of cases – 30 – is a significant reduction from 49 cases the
previous year and represents 0.75% of the workforce.
The number of formal disciplinary cases represents only 0.75% of our workforce. The
overall number of cases has reduced significantly – by 39% compared to the previous year.
The number of formal cases resulting in no further action was 1 out of 30. This is an
improvement on previous years. All cases went through a Just Culture panel where they
arose from incidents, as opposed to grievances or whistleblowing cases that follow a formal
investigation process in line with the trust’s policies. Each case is reviewed by a challenge
panel involving leads from the BAMEx network and Staff Partnership and they supported
the actions being take in each case. The disciplinary cases by band and ethnicity are below:
Band

2020/21

2020/21 2020/21

Black, Asian and
minority ethnic

2
3
4
5
6
7
8a
8b
Grand Total

White

8
6
3
6
7
3
0
0
33

2021/22

Total

1
3
2
0
6
1
2
1
16

2021/22

Black, Asian and
minority ethnic

9
9
5
6
13
4
2
1
49

2021/22

White

6
10
3
5
0
0
0
24

Total

0
1
0
1
2
1
0
1
6

6
11
3
1
7
1
0
1
30

Disciplinary cases by staff group and ethnicity:
2020/21

Staff Group
Additional Clinical Services
Additional Prof Scientific and
Technical
Admin and Clerical
Nursing
Allied Health Professionals
Estates and Ancillary
Total

21.6.22

2020/21

Black,
Asian and
minority
ethnic

White

1
1
15
0
0
33

16

2020/21

2021/22

2021/22 2021/22

Total

Black, Asian
and
minority
ethnic

White

Total

0

1

1

0

1

6
7
0
0
16

7
22
0
0
49

2
5
0
1
24

2
2
2
0
6

4
7
2
1
30

3

19

15

0

15
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Disciplinaries by Directorate and ethnicity:
2020/21

Directorate
ALD
Bexley
Bromley
Corporate
CYP
Forensics
Greenwich
Prisons
Acute & Crisis
Community Mental Health
Community Physical Health
Grand Total

2020/21

2020/21

2021/22

Black, Asian
and minority
ethnic

White

Total

Black, Asian
and minority
ethnic

1
4
1
0
5
5
5
12
n/a
n/a
n/a
33

0
2
0
1
3
1
0
9
n/a
n/a
n/a
16

1
6
1
1
8
6
5
21
n/a
n/a
n/a
49

1
0
1
1
0
2
3
5
7
2
2
24

2021/22 2021/22

White

Total

1
1
0
0
3
0
0
0
0
0
1
6

The largest staff group involved in disciplinary cases are ‘Additional Clinical Services’. These
are predominately band 2 and 3 staff. The second biggest staff group are nurses, mostly at
band 6. The Acute and Crisis Directorate are looking at team culture and team dynamics.
The importance of early interventions to tackle poor behaviour and improve adherence to
processes are essential to the quality of patient care and staff experience and will help to
reduce the number of incidents and thereby formal disciplinary cases.
Just Culture:
The Just Culture process is used prior to a case entering a formal disciplinary process. In
2021/22, 51 Just Culture panels were held, 28 of which then went on to a formal
disciplinary. There were also 2 cases that went to disciplinary hearings following
whistleblowing investigations.
We carry out quarterly deep dives into these cases involving the Head of Employee
Relations, BAMEx Network representatives and the Head of Equality and Human Rights.
These deep dives provided assurance that the cases going to a formal disciplinary were
appropriate. Where the outcomes vary these can be related to the nature of the incident,
mitigating factors or whether the individual has been involved in a similar case before.
3.4 WRES Indicator 4: Relative likelihood of White staff versus Black, Asian or minority
ethnic staff accessing non-mandatory training
Black, Asian or minority ethnic staff were 0.2% more likely to access non-mandatory training
than White staff in 2021/22, with 43.6% of Black, Asian or minority ethnic staff accessing
training compared to 43.4% of White staff. This compares to 3.06% more likely in 2020/21
and 1.5% more likely in 2019/20.
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2
1
1
1
3
2
3
5
7
2
3
30
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White staff

Black, Asian and minority
ethnic staff

Headcount
Accessed non-mandatory
training / CPD

2059

1872

894

817

Likelihood of access

0.43

0.44

Relative likelihood

0.99

However, the overall figure masks differences in Directorates. Whilst the overall ratio
(relative likelihood) is 0.99, which is near equity, White staff are more likely to have
accessed non-mandatory learning / CPD in some directorates:
•
•
•

Prisons - relative likelihood 1.27
Adult Learning Disabilities - relative likelihood 1.25
Acute & Crisis - relative likelihood 1.12

The opposite holds true elsewhere:
• Forensics - relative likelihood 0.70
• Children and Young People - relative likelihood 0.89
3.5 WRES Indicator 5: Percentage of Black, Asian or minority ethnic staff experiencing
harassment, bullying and abuse from patients, relatives or the public in the last 12 months
compared to White staff
This data is drawn from the NHS Staff Survey and shows that the percentage of staff
experiencing harassment, bullying and abuse from patients, relatives or the public has
reduced for staff overall, Black, Asian and minority ethnic staff continue to have a much
poorer experience compared to White staff.
Percentage of Black, Asian or minority ethnic staff experiencing harassment, bullying and
abuse from patients, relatives or the public in the last 12 months compared to White staff:
WRES 5
White: Oxleas
White: Benchmark median (average)
Black, Asian and minority ethnic staff: Oxleas
Black, Asian and minority ethnic staff: Benchmark
median (average)
Response numbers Oxleas
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2017
29.8%
28.1%
2017
41.2%

2018
27.5%
27.5%
2018
36.7%

2019
25.4%
27.6%
2019
39.3%

2020
26.6%
25.4%
2020
34.5%

2021
26.2%
26.2%
2021
37.1%

33.1%

32.8%

33.5%

32.1%

31.8%

887

1,083

1,154

1,573

1,983
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3.6 WRES Indicator 6: Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months:
This data is drawn from the NHS Staff Survey and indicates that Black, Asian and minority
ethnic staff continue to experience a higher level of bullying or abuse from staff compared
to White staff, with little change in the difference over the last five years.
WRES Indicator 6

2017

2018

2019

2020

2021

White: Oxleas
White: Benchmark median (average)

17.0%
20.2%
2017

22.7%
21.2%
2018

23.7%
21.0%
2019

20.2%
19.6%
2020

20.7%
18.1%
2021

26.5%

29.2%

26.4%

27.5%

27.0%

24.3%

27.1%

24.9%

25%

22.9%

Black, Asian and minority ethnic:
Oxleas
Black, Asian and minority ethnic:
Benchmark median (average)

Oxleas values and behaviour framework sets out what behaviours are expected of staff and
what is unacceptable. The on-going reinforcement of these by both managers and team
colleagues is essential. Where behaviours fall short colleagues need support to raise this
and team leaders and managers need clear guidance and support to take action to address
this. Our behaviours framework, our policies and processes provide support for staff to
challenge poor behaviour, our informal processes – peer facilitation, Guardian Service
support early resolution and our policies, our senior managers and HR team support local
managers to take action where needed. We will be having a targeted focus on bullying in
the Autumn.
3.7 WRES Indicator 7: Percentage of staff believing that the organisation provides equal
opportunities for career progression or promotion:
This data is drawn from the NHS Staff Survey and shows that fewer Black, Asian and
minority ethnic staff feel the trust provides equal opportunities for career progression or
promotion.

WRES Indicator 7
White: Oxleas
White: Benchmark median (average)
Black, Asian and minority ethnic:
Oxleas
Black, Asian and minority ethnic:
Benchmark median (average)
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2017

2018

2019

2020

2021

62.3%
60.4%
2017

58.9%
58.3%
2018

60.8%
59.0%
2019

58.2%
60.9%
2020

61.5%
61.0%
2021

46.7%

46.3%

45.7%

44.0%

46.4%

49.5%

46.3%

45.8%

45.5%

46.8%
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To help understand the data we’ve done an analysis of internal promotions from 1st August
2021 to 31st January 2022.
Between 1 August 2021 and 31 January 2022 there were 222 internal promotions in Oxleas.
Of these 163 were permanent promotions, as opposed to fixed term or secondments. Of
the 163 permanent promotions, 70 were Black staff, 68 were White staff, 10 Asian staff, 5
staff of mixed race, and 5 staff of ‘other’ ethnic group were promoted to permanent roles.
Therefore 55% of promotions to permanent roles were staff who are Black, Asian or
minority ethnic, 42% were White and 3% of staff haven’t stated their ethnicity. This
indicates that for a six-month period for internal permanent promotions Black, Asian and
minority ethnic staff have been more successful than White staff.
Promotions by Band and Ethnicity - permanent roles
0

0

1

5
11

2

2

19

12

0

1
2

0
1
8

1
0

9

2

BAND 3

BAND 4

Asian

0

BAND 5

Black

Mixed

1

2

4

1

1

2

BAND 6

0
2

14

3

0
1

0
1

6

1

0

2

7

3
0

25

0
2

9

0

0

0

0

BAND 7 BAND 8A BAND 8B BAND 8C BAND 8D

Other ethnic

White

Ethnicity not stated

3.8 WRES Indicator 8: Percentage of staff experienced discrimination at work from
manager / team leader or other colleagues:
This data is drawn from the NHS Staff Survey and shows an increase in the percentage of
staff who say they have experienced discrimination, with the gap between White staff and
Black, Asian and minority ethnic staff (7.4%) changing very little, meaning that Black, Asian
and minority ethnic staff are more likely to experience discrimination at work from a
manager than White staff.
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WRES Indicator 8

2017

2018

2019

2020

2021

White: Oxleas

5.3%

7.7%

6.3%

7.6%

8.0%
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White: Benchmark median (average)
Black, Asian and minority ethnic: Oxleas
Black, Asian and minority ethnic:
Benchmark median (average)

6.1%
2017
13.6%

5.9%
2018
14.6%

5.8%
2019
15.3%

5.6%
2020
13.6%

6.0%
2021
15.4%

11.5%

12.6%

13.2%

15.1%

14.4%

3.9 WRES Indicator 9:
The Oxleas’ Board is one the more diverse of NHS trust Boards in England and is 6.7% less
diverse than the rest of the workforce. 40% (6 people) of the Board are Black, Asian and
minority ethnic people compared to 46.7% of the workforce of 31 March 2022.
This is an improvement.
43% (3) of Executive Board members are Black, Asian and minority ethnic people and 37.5%
(3) of Non-Executive Board members are Black, Asian and minority ethnic people, which
gives the overall Board diversity as 40% (6) Black, Asian and minority ethnic people and
60% (9) White people.
This compares to Oxleas’ Board being 11.1% less diverse in 2020/21, 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 progress in some areas of the WRES but must continue to ensure that
cultural change and team support leads to improvements in relation to the number of
formal disciplinary cases and the experience of Black, Asian and minority ethnic staff as
reported in the Staff Survey.
The Trust is continuing its focus on the experience of staff for 2022/2023 and has an
ambitious cultural change programme and action plan, overseen by the Building a Fairer
Oxleas Assurance Group, involving Non-Executive Directors, Executive Directors, Service
Directors, Medical 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 Chief Executive and is attended by Non-Executive
Directors and senior managers. There is also a Steering Group involving staff network
representatives and staff from across Oxleas, chaired by the Director of Strategy and People.
The current WRES action plan has been reviewed and updated with input from key
stakeholders, including Black, Asian and minority ethnic staff and the BAMEx Network. It
will go to the July 2022 People Committee and then to the September Board.
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Oxleas Workforce Disability Equality Standard (WDES) Report 2021/22
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 2021 where 52% of our total
workforce responded, of whom 22.6% (441 people) said they have a long-term condition or
illness or disability.
Information taken from ESR shows that 218 staff (5%) have declared a disability, which is
the same as the previous year. Nationally in 2021, 3.7% of NHS staff declared a disability.
13% of staff have not declared a disability status or the status is unknown, which is an
improvement compared to the previous year when 17.5% was unknown/not declared.
This is the fourth year for WDES 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 several 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.

30.6.2022
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2.

Current Workforce Background Data

Chart 1: Total workforce disability status from ESR

STAFF DISABILITY STATUS MARCH 2022
No

Unknown

13%

Yes

5%

82%

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 or long-term health condition (22.6%).
Across the NHS workforce nationally, the disability declaration rate in 2021 was 3.7% of the
total workforce.
59% of NHS trusts have five or fewer Disabled staff in senior positions (bands 8a and above,
including medical consultants and Board members, 2021). Oxleas has 28 Disabled people at
Bands 8a and above.
Chart 2: Disabled Staff in Non-Clinical Roles vs Clinical Roles
NON-CLINICAL STAFF DISABILITY
STATUS

No

Unknown
5%
12%

No

Unknown

13%

83%

30.6.2022

Yes

CLINICAL STAFF DISABILITY
STATUS

6%

81%

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)

Whilst staff with a disability or long-term condition are
represented at most levels of the organisation, the
percentage varies considerably from 0% to 14%. This is
based on data in ESR, which shows the overall
percentage as 5%. We know from the NHS Staff
Survey the figure is much higher (22.6%). We need to
encourage every person working at Oxleas to
complete their disability status using ESR self-service.
Relative likelihood of non-disabled
Based on the data from 2020/21 disabled applicants
applicants being appointed from
are slightly less likely to be appointed from
shortlisting compared to disabled
short-listing than non-disabled applicants
applicants.
(0.45 vs 0.50 = 1.1)
(Source: ESR)
This compares with 1.02 in 2020/21, 1.0 in 2019/20
and 1.04 in 2018/19.
This is a very small change compared to the previous
year’s result however there is a slight negative trend.
Note: ideal position 1 (i.e. no variance)
Relative likelihood of Disabled staff In 2021/22 no disabled staff or non-disabled staff
entering the formal capability
entered a capability review on grounds of
process on grounds of performance performance. In 2020/21 no disabled staff were
involved in the two capability cases on grounds of
compared to non-disabled staff
(Source: Local ER trackers)
performance. Note: ideal position 1 (i.e. no variance)
(a) Percentage of Disabled staff
32% of Disabled staff say they've experienced
compared to non-disabled staff
harassment, bullying or abuse from patients, their
experiencing harassment, bullying
relatives, and the public, compared to 29% of nonand abuse in the last 12 months
disabled staff (3% difference).
from:
This is an improvement compared to 2020, however
(i) patients, relatives, or the public remains an unacceptable level.
(ii) Managers
Disabled staff report much higher levels of bullying,
(iii) Other colleagues
harassment, and abuse from a manager (14.5%) than
(Source: NHS staff survey 2020)

30.6.2022

non-disabled staff (9.1%).
This figure has reduced by 4.4% for disabled staff and
stayed static for non-disabled staff.
This is an improvement.
Disabled staff report much higher levels of bullying,
harassment, and abuse from colleagues (24.9%) than
non-disabled staff (16.1%).
These figures are a slight increase from 2020/21.
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No WDES Indicator

Result

4

Disabled staff are more likely to report
the harassment, bullying or abuse at
work (62%) compared to non-disabled staff (59%)

5

(b) Percentage of Disabled staff
compared to non-disabled staff
saying they reported their last
experience of harassment,
bullying and abuse at work
(Source: NHS staff survey 2021)
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 2021)

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 2021)

7

Percentage of Disabled staff
compared to non-disabled staff
saying their work is valued by
the organisation
(Source: NHS Staff survey 2021)

This is an improvement compared to 2020/21
53% of Disabled staff compared to 57%
of non-disabled staff felt that the trust provided equal
opportunities for career progression or promotion.
This compares to 49% of Disabled staff in 2020/21 and
52% of Disabled staff in 2019/20
This is an improvement compared to 2020/21.
Note: Ideal position: no variance
23.9% of Disabled staff compared to 12.8% of nondisabled staff felt pressure to come to work despite
feeling unwell.
This compares to 22.8% vs 17.6% in 2020/21, 21.5% vs
14.2% in 2019/20 and 22.9% vs 15.3% in 2018/19.
This is worse than in 2020/21 and the difference
between disabled staff and non-disabled staff is
significantly worse.
Note: Ideal position: no variance
44.2% of Disabled staff feel their work is valued by the
organisation compared to 50.1% of non-disabled staff.
This compares to 44.3% of Disabled staff vs 55.8% of nondisabled staff in 2020/21, 48% of Disabled staff vs 53.7%
of non-disabled staff in 2019/20 and 41.2% of Disabled
staff vs 53.5% of non-disabled staff in 2018/19.
The gap between how valued Disabled staff feel vs nondisabled staff has improved, but this is due to a lower
score for non-disabled staff compared to 2020/21.

8

Percentage of Disabled staff
saying their employer has
made adequate adjustment(s)
to enable them to carry out
their work
(Source: NHS Staff survey 2021)
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Note: Ideal position: no variance
73.9% of staff who declared a disability in the
staff survey expressed satisfaction with the
adjustments made by Oxleas to address their
needs and to enable them to carry out their
work. This compares to 81.9% in 2020/21, 73.2% in 2019/20
and 71.7% in 2018/19.
This is significantly worse than in 2020/21.
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No WDES Indicator

Result

9

(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 6.9,
compared to 7.3 for non-disabled staff,
and the trust average of 7.3.
This is slightly worse that last year when the
score was 7.0 compared to 7.4.

(b) Has your Trust taken action
to facilitate the voices of
disabled staff in your
organisation to be heard

2021/22 saw increased engagement with Disabled staff,
Including a Neurodiversity sub-group of the Disability
Network being established.

10

(Sources a: NHS Staff survey 2021
and b: local action plan)
Percentage difference between
the organisation’s board voting
membership and its overall
workforce
(Source: ESR)

Membership of the staff Disability Network grew.
Two out of 15 voting members of the Board
have declared a disability, compared to one last year. This
means 14% of voting Board members have a disability,
which is 9% more representative than the overall workforce
(based on ESR), but less if the NHS Staff Survey data is used
to compare (22.6% of the workforce).

4. Deeper analysis
4.1 WDES Indicator 1: Percentage of Disabled staff in each of the AfC bands and VSM
(including Executive board members) compared to the rest of the workforce
Disability status of staff Bands 2 to 7
Band 7

514

36

56

Band 6

666

55

71

Band 5

477

36

54

Band 4

26

334

Band 3

24

464

Band 2

11

270
0%

10%

20%

30%

Total - no
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40%

50%

Total - yes

60%

70%

Total unknown

80%

22

94
49
90%

100%
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Disability status of staff Bands 8a to VSM and Medical
VSM

9

1

Medical & Dental Trainee Grades

6
02

32

Medical & Dental Non-Consultant Career Grade

31

Medical & Dental Consultant

3

50

51

4

Band 9

13

6

Band 8d

0

1

21

Band 8c

47

2 0
4

Band 8b

78

Band 8a

246

19
3

12
13 26

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Total - no

Total - yes

Total unknown

ESR data shows that 218 staff, which is 5% of our workforce, reported they have a disability
or long-term condition. However, the 2021 NHS Staff Survey indicates that 22.6% of staff
who responded consider they have a long-term condition or disability.
We still don’t know the disability status of 13% of our workforce, this has steadily improved
over the last 8 years, from 44% unknown in 2014 to 13% unknown in 2022.
Looking at the numbers of clinical versus non-clinical staff with a disability, we can see that
as expected given the overall number of clinical staff there are higher numbers of disabled
staff in clinical roles.
Disability status of clinical vs no-clinical staff

YES

171

47

UNKNOWN

405

107

NO

2493

Clinical staff
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754

Non Clinical staff
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4.2
WDES Indicator 2: Relative likelihood of Disabled candidates compared to nondisabled candidates being appointed from shortlisting across all posts
Whilst Disabled applicants are only very slightly less likely than non-disabled applicants to
be appointed once shortlisted, the number of candidates with a disability is still very low.
Our figures for 2021-22 show that overall, 90.3% of shortlisted candidates are non-disabled
people compared to 6.3% who have a disability. 3.4% of candidate’s disability status is
unknown.
Where a shortlisted candidate’s disability status is unknown, they are more likely to be
appointed compared to Disabled applicants and non-disabled applicants.
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 third year we have reported on this metric. In 2021/22 no Disabled staff or nondisabled staff entered a formal capability process related to performance. In 2020/21 no
Disabled staff entered a formal process; two non-disabled staff did. 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.
32% of Disabled staff say they've experienced harassment, bullying or abuse from patients,
their relatives, and the public, compared to 29% of non-disabled staff. This figure is
improved compared to 2020/21, however remains an unacceptable level.
There is a significant contrast between Disabled and non-disabled staff’s experience of
bullying, harassment, and abuse from a manager – 14.5% of Disabled staff compared to
9.1% of non-disabled staff. This figure has reduced by 4.4% for disabled staff and stayed
static for non-disabled staff. This is an improvement compared to 18.9% versus 9.2% in
2020/21.
Disabled staff are more likely to report the harassment, bullying or abuse at work (62%)
compared to non-disabled staff (59%). This is an improvement compared to 2020.
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The trust provided 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. 89 managers attended the training (as of 31st January).
The trust has also provided Wellbeing conversations training, giving managers practical tools
to support their team member’s mental wellbeing. 156 managers attended the training (as
of 31st January 2022).
4.5
WDES Indicator 5: Percentage of disabled staff believing that the trust provides
equal opportunities for career progression or promotion
53% of Disabled staff compared to 57% of non-disabled staff felt that the trust provided
equal opportunities for career progression or promotion. This compares to 49% of Disabled
staff in 2020/21 and 52% of Disabled staff in 2019/20
This is an improvement compared to 2020.
An analysis of internal promotions found that between 1 August 2021 and 31 January 2022
there were 222 internal promotions in Oxleas. Of these 163 were permanent promotions,
as opposed to fixed term or secondments.
Looking at the data we can see how this relates to disability of staff promoted, of the 163
permanent promotions, 13 (8%) were staff with disabilities, 146 non-disabled staff were
promoted. Four staff did not disclose their disability status. 5% of staff on ESR are recorded
as having a disability, but 13% have no disability status recorded.
Promotions of disabled staff were spread across bands 3 to 7, but with only 1 internal
permanent promotion out of 24 (4%), to band 8a and above.
Band and disability promotions (permanent)
31
3

0

3
19
BAND 3

48

0

1

0

2

14

15

BAND 4

BAND 5

27

0

0

13

No
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BAND 6

Yes

BAND 7

0

13

0

0
6

0

0

1
BAND 8A BAND 8B BAND 8C BAND 8D

Do not wish to disclose
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4.6 WRES Indicator 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
23.9% of Disabled staff compared to 12.8% of non-disabled staff felt pressure from their
manager to come to work despite feeling unwell. This is worse than in 2020/21 and the
difference between disabled staff and non-disabled staff is significantly worse.
The trust has a Disability Leave as part of the Special Leave policy which is there to support
staff with long-term health conditions, enabling them to attend medical appointments
related to keeping well, and to help prevent them becoming unwell. We will do a deep dive
in 2022 to establish whether disabled staff are using disability leave to support their
wellbeing.
The trust has provided mental health aware training for staff and Wellbeing Conversations
(REACT90) workshops to support staff mental wellbeing. These have been attended by a
total of 203 staff (as of 31st January 2022).
4.7 WRES Indicator 8: Percentage of Disabled staff saying their employer has made
adequate adjustment(s) to enable them to carry out their work
73.9% of staff who declared a disability in the staff survey expressed satisfaction with the
adjustments made by Oxleas to address their needs and to enable them to carry out their
work. This compares to 81.9% in 2020/21, 73.2% in 2019/20 and 71.7% in 2018/19.
This is significantly worse than in 2020/21.
In response to feedback from disabled staff, Oxleas has established a central budget to fund
reasonable adjustments and has committed to improving support to staff through one-toone support where needed. This process will be launched on 4th July 2022. In addition, the
Reasonable Adjustments policy has been updated to reflect this and the Health and
Wellbeing passport that was launched in July 2020.
5. Conclusion
Year on year we’ve improved the information we hold on the disability status of staff,
however the percentage of staff who are recorded on ESR as having a disability has changed
very little. We know from our staff survey that 22.6% of respondents in 2021 said they have
a long-term condition or disability.
Our staff Disability Network and Neurodiversity sub-group have urged that we have more
inclusive recording of disability, including ‘neurodiversity’ as a separate category, however
these changes require action by NHS Digital. They have been reviewing this for several
years. ESR will not be updated until the national workforce data set is updated.
Disabled staff report much higher levels of bullying, harassment, and abuse from colleagues
(24.9%) than non-disabled staff (16.1%). Anecdotally we’ve heard that during Covid staff
who were clinically extremely vulnerable have not always been well supported by
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managers. With shielding now ended, some disabled staff remain concerned about the risk
they face due to underlying health conditions. With the relaxation of Covid rules these
concerns have grown. Each new variant potentially brings new risks. Staff in roles where
agile working is possible have fed back that this is of significant benefit. However agile
working varies depending on service need and staff member’s role. There may be varied
interpretations of how this is applied. The Disability Network has worked with the Estates
team and IT to address practicalities around agile working and progress has been made, but
more is needed in terms of managers and teams understanding reasonable adjustments
that could support staff who are at significantly higher risk due to a health condition.
Opportunities for career progression and for employment at Oxleas for Disabled people
need to be improved, in particular for people who have lived experience of mental health
and neurodiverse people.
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 our on-going Building a
Fairer Oxleas programme of work. The WDES action plan has been developed in
consultation with staff network members and will go to the People Committee in July 2022
and the Board in September.
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Annual report on the revalidation of medical doctors (Appraisal year
ended March 2022)
Dr Deborah Brooke – Medical Appraisal Lead
Executive Medical Director & Responsible Officer
Not confidential
For the Board’s information and to assure the Board.

What risks/issues in the This report explains arrangements for the appraisal and revalidation of
report need to be
doctors employed by Oxleas NHSFT and includes appraisal and
revalidation data. It describes the governance systems in place to support
noted or acted upon?
the appraisal of doctors, training of appraisers and quality assurance of
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Formal Executive Team Meeting

Link to trust strategy

Achieving zero delays, delivering great out-of-hospital care, and making
Oxleas a great place to work

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

No
Acronyms are explained in the report

Building a fairer Oxleas

To inform the sign off of the NHS England Statement of Compliance for
the Trust
A culture of high-quality medical appraisals promotes staff retention
and is associated with better outcomes for patients
To ensure all medical staff are treated equally and fairly
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Service users/
carers/staff

Executive Summary

All non-training medical grades, Clinical Directors, Medical Directors,
Medical Staffing and Bank and Agencies

As part of the NHS England Framework of Quality Assurance for
Responsible Officers and Revalidation, responsible officers are asked to
provide an annual revalidation report to the board of the designated
body.
The purpose of this paper is to provide the Board with a Framework of
Quality Assurance so that a Statement of Compliance can be signed and
sent to NHSE.
This report explains arrangements for the appraisal and revalidation of
doctors employed by Oxleas NHSFT and includes appraisal and
revalidation data. It describes the governance systems in place to
support the appraisal of doctors, training of appraisers and quality
assurance of the appraisal process.
On March 31 2022, Oxleas employed 228* doctors, 40 of whom were
doctors in training [excluding GPVT & FY**], 150 were consultants and
non-consultant grade doctors and a further 38 were bank and locum
doctors of various grades.
* 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
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Revalidation Report 2021/22 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, the 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
Medical appraisals were suspended in April 2020. 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 re-commenced medical appraisals in October 2020.
Currently, The Academy of Medical Royal Colleges recommend that the emphasis at
appraisal should be the welfare of the doctor and the requirements for supporting data
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should remain reduced. Opportunities to obtain feedback from patients have dwindled due
to on-line working. Therefore, the quarterly audit of appraisal completeness using the
ASPAT audit tool (see Glossary) remains suspended.
Numbers of doctors employed
On March 31 2022, Oxleas employed 228* doctors, 40 of whom were doctors in training
[excluding GPVT & FY**], 150 were consultants and non-consultant grade doctors and a
further 38 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 (Foundation Year) 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 appraisees, 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.
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 elicited from 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 are available via the revalidation team. Additionally, the team
circulates a six-monthly newsletter to all non-training grade doctors containing national
updates and local developments.
Medical Appraisal 2021/2022
The medical appraisal year runs from April to March. The number of doctors requiring
appraisal by Oxleas (their Designated Body) in the 2021-22 appraisal year was 122. This
table shows the outcomes for each of those 122 appraisals, in terms of the timing of
completion and the RO’s prior consent to any delay. This data is reported to NHSE.
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Description of appraisal

Number

appraisals completed within the window
required by NHSE

107

approved missed (that is, did not meet
criteria for timing of completion for reasons
accepted by the RO)

11

unapproved missed

3

postponed into next appraisal year
(2022 - 23)

1

All three unapproved missed appraisals were ultimately completed within the appraisal
year. There were no doctors in remediation and disciplinary processes.
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 60 trained appraisers in the Trust, 56 of whom are actively appraising.
Appraiser meetings are held twice-yearly to offer appraisers support including peer review
and calibration of professional judgments. At the meetings in April and October 2021, the
topics included: appraisers’ experiences of conducting appraisals on-line; clarification of the
“must-haves” in each appraisal (despite the reduced expectation for supporting data); special
considerations in the appraisal of SAS colleagues; and feedback from appraisees.
Oxleas encourages Consultants and SAS colleagues to become appraisers. The Trust pays for
new appraiser training, and they 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
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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
doctors for 2021 - 22 is very positive. The report combines the feedback from 107 feedback
forms on the performance of 53 appraisers, who conducted 129 on-line appraisals between
31/3/20 and 1/4/21. There were high levels of satisfaction with the conduct of appraisals.
Any areas for development arising in the feedback are discussed at the appraisers’
meetings.
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 (comprising the head of medical
staffing, a non-executive director and the medical appraisal lead) to confirm that the number
and quality of appraisals is satisfactory, that the doctor attends a peer group 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.
External links
Members of the appraisal and revalidation team attend the quarterly pan-London mental
health trusts appraisal leads and RO meetings. These are helpful in benchmarking, sharing
best practice and discussing conundrums. All of us in in this network are undertaking
informal peer reviews of the appraisal and revalidation arrangements in neighbouring
London mental health & community trusts later this year.
Security and Confidentiality
All patient identifiable data is removed before documents are uploaded to appraisal
portfolios. This is emphasized to all users of SARD. The appraisal lead checks for any patientidentifiable information when reviewing appraisals and liaises with the appraisee if
necessary.
Revalidation recommendations to the General Medical Council, April 2020 - March 2021
The GMC criteria for revalidation are that the doctor should have five appraisals during the
five-year revalidation cycle, undertake case-based discussions with their peer group and
complete multisource feedback, discussed at their annual appraisal. This can be difficult
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within a five-year cycle because collecting sufficient patient feedback might be delayed with
some patient groups – for example, those who are only in the service for a very short time.
If a doctor needs more time to collect feedback or discuss it at their appraisal, a request to
the GMC for deferral for a maximum of one year can be made. Deferral is a neutral act.
Number of doctors due for recommendation
In the 2021-2022 appraisal year, twenty doctors were under notice (see Glossary) for
revalidation.
Recommended for revalidation without delay:
Ten doctors were recommended for revalidation.
Revalidation deferred:
Ten doctors had their revalidation recommendation deferred because they had insufficient
information/evidence for a recommendation to be made. Eight 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 reduced face
to face contact with patients. The need to start this process in good time has been
highlighted in the April 2022 appraisers’ meeting, and in the May 2022 newsletter to all
appraisees.
In future, the revalidation support officer will send an email reminder to doctors who are
due to start collecting their feedback.
Two doctors were deferred because they had insufficient evidence overall. Both had been
on sickness absence for a long period; they have now left Oxleas.

GLOSSARY

Approved incomplete or missed
appraisal
ASPAT
Completed appraisal

DB, Designated Body

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.
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.
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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 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, i.e., 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.
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Health & Safety Annual Report
Julian Moss, Head of Safety & Compliance
Rachel Evans, Director of Estates & Facilities

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

To provide information and assurance.

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

•

13
13

Annual health and safety audit scores significantly improved from an
overall average score of 67.68% in 2020/21 to 87.22% in 2021/2.
There remain areas where further improvement is required e.g.,
quality of risk assessment, and the management of sharps.
There has been an increase in incidents of violence and aggression
although this appears to reflect improved reporting of level 1
incidents. Violence and aggression accounts for 57.6% of all H&S
incidents, and the report documents the various initiatives underway
to manage this.
The year 4 action plan is attached at appendix 3

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

This report has been to the Strategic Executive Committee and will go to
the Health & Safety Oversight Committee later this month.

Link to trust strategy

Big Priority 3: Great Place to Work
Building Block 3: Building a safety and learning culture
Building Block 6: Reducing Violence, aggression and abuse against our
staff
BAF 1471 Staff experiencing violence, aggression and discrimination at
work

Link to Board
Assurance Framework
Please summarise
implications for:

No
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Quality

Service users/
carers/staff

Processes identified within the paper help achieve positive proactive
management of Trust health and safety.
Increased use of Peoplesafe will have a cost
Processes identified within the paper help ensure equality of safety and
health for all staff and patients.
The paper discusses issues associated with ensuring safety for staff,
services users and carers

Executive Summary

EXECUTIVE SUMMARY

Finances
Equality analysis

•
•

•
•

•

•
•

•

Good progress is being made in implementing the 5-year strategy and
there is positive evidence of greater engagement across all
directorates.
Health and Safety audit scores have increased significantly compared
to 2020/21, (Trust average score 87.22%) and there is clear evidence
of directorates using the information derived from the audits to drive
improvement. 56% of teams scored 90% or more.
There has been focused work on lone working and compliance figures
are steadily improving.
Training and knowledge gaps are being addressed through an
improved training offer. Training has been delivered to Directors and
Directorate safety leads, and training for team managers has been
developed and is being rolled out. The H&S e-learning has been
updated and will be rolled out shortly.
There remain areas for improvement that will be a focus in the new
workplan including management of kitchen sharps, arrangements for
first aid, and quality of risk assessment, in particularly in relation to
violence and aggression.
Given the overwhelming prevalence of violence and aggression in the
health and safety incident data, the report details the range of
initiatives in place to drive improvement.
The year 4 workplan is included at appendix 3 with the main focus
being:
 Continuing to enhance knowledge, confidence and
engagement amongst staff and team managers to embed
positive health and safety practice in their area.
 Improving the quality of risk assessments
A climate assessment is being carried out to give a clearer
understanding of the trust health and safety culture and where
further action is needed. The work plan will be modified, if necessary,
based on the findings.

Key Highlights, Issues and Exceptions
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As per front sheet
Additional information/analysis
Full data on all audits and on incident statistics is available on request.
Action required
To note content of the report.
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Oxleas NHS Foundation Trust
Annual Health and Safety Report
1st April 2021 - 31st March 2022
1.0

INTRODUCTION

This report summarises the health and safety performance and activities within Oxleas NHS
Foundation Trust for the period 1st April 2021 to 31st March 2022. The report includes fire and
security but does not cover clinically controlled aspects of the health and safety of patients.
The Trust's broad approach to health and safety governance remains aligned to the HSE's guidance
document ‘Managing for health and safety’ (HSG65). This takes a Plan, Do, Check, Act cyclical
methodology which facilitates continuous improvement and treats health and safety management as
an integral part of good management generally, rather than as a stand-alone system.
This is supported via the Trust's Health and Safety five-year strategy and is underpinned by the health
and safety auditing system, which provides the Trust with a detailed comprehensive analysis of health
and safety performance.
2.0

HEALTH AND SAFETY TEAM

The role of the Trust's Health and Safety Team is to audit, monitor, advise, educate, train and review
in relation to health and safety matters. The team produce the necessary health and safety related
policies and guidance documents and monitor compliance by all departments/teams with health and
safety requirements. The team also produce reports for Directorates, the Executive Team and the
Board to highlight compliance and provide assurance. Undertaking health and safety tasks within the
context of Trust policies and guidance, such as risk assessments, is primarily the responsibility of
department managers, matrons and service leads, but with technical support and guidance available.
Whilst we have continued to assist with the Trust's response to the Covid-19 pandemic, the Health
and Safety Team has made sustained progress on the five-year strategy, including completing all H&S
audits, and providing new training courses for Directors and for team managers.
We have enhanced our fire safety by moving from an external advisor service to appointing a new fulltime directly employed fire safety advisor. This will improve accountability, training and support on
fire safety matters.
We are currently recruiting to a vacant Health & Safety Advisor Post.
In common with all teams, the Health and Safety team have frequently had to work remotely for much
of the past year to minimise Covid related risks; however, we have continued to visit sites where
necessary. Moving into the new year we are planning greater face to face contact for efficacy reasons
but will continue to utilise the benefits of technology introduced during the pandemic where
appropriate.
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3.0

HEALTH & SAFETY GOVERNANCE STRUCTURE

3.1. Governance Structure
Board of Directors

Health & Safety Oversight Committee

Executive Team

Staff Partnership Forum

Health & Safety Committee

Directorate Governance
Committees

3.2. Operational Management
Board of Directors

Executive Team

Director of
Estates & Facilities

Chief Operating Officer &
Service Directors

(Strategic lead for
Health & Safety)

Fire Safety
Advisor

Head of Safety &
Compliance

(Accountable for performance
within service directorates)

Health & Safety
Committee

Directorate Safety Leads

(Chair – Director of
E&F)

Local Security
Management
Specialist

Managers & Supervisors

Health & Safety
Manager

Food
Safety
Health & Safety
Advisors
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4.0

STRATEGY

4.1. Health and Safety Strategy Overview
The Trust's Health and Safety Strategy covers the five-year period 2019 to 2024. The strategy was
formulated after a detailed review of the Trust's current performance, gap analysis and input received
from external regulators, including HSE, following their investigation into the 2016 Bracton incident.
The gap analysis was undertaken against the objectives set out by the Institute of Directors and the
Health and Safety Executive's publication 'Leadership Actions for Directors and Board Members'.
We distilled our strategic ambitions into four principal goals:
1. For local teams to actively manage health and safety; with the aim to develop the
organisational culture so that positive pro-active health and safety practice is an intrinsic part
of day to day working.
2. Staff feel competent to discharge health and safety responsibilities; with the aim to ensure
all staff have the health and safety information and training they require for their role.
3. Consistently high-quality health and safety risk assessments; with the aim to enable easy
completion of risk assessments so that they are timely, realistic, relevant, proportionate and
consistent.
4. Improving safety by learning from, and responding to, incidents and near misses; with the
aim to provide accurate Health and Safety reports that enable trend analysis, inform decisions
and facilitates learning.
These are further refined into sets of specific objectives which are progressed through the
development of annual work plans linked to the goals. Many of the actions in our work plan contribute
towards delivery of a number of the goals, such as the i-Auditor audits.
4.2. Structure
Health and safety is everybody's responsibility; however a well-structured governance system is
essential to ensure the Trust secures safety and health for staff, patients and visitors. To be successful
it must be well led from the top and have effective two-way communication through the structure to
individual staff. This needs to be supported by expert advice and forums for exchanging information
and views.
The structural charts at 3.1 and 3.2 above illustrate the existing principal information/governance
arrangements in the Trust. The new time limited Health & Safety Oversight Committee has replaced
Workforce (now People) Committee as the Board level governance meeting this year. In addition, the
Service Directors’ monthly meeting is used as a forum to regularly discuss Health and Safety issues
that require attention. Any issues that require escalation are taken to the Executive Team either by
the Chief Operating Officer or the Director of Estates and Facilities.
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4.3. Policy
The Health and Safety Policy was revised in January 2019; it has now been revised to reflect the change
in Chief Executive and other minor revisions to roles and responsibilities.
The Fire Safety Policy and the Fire Safety Management Plan have been fully revised this year and have
incorporated the information previously held separately within the old fire safety protocols document.
The Lockdown Policy has also been updated; this assists in preparing for adverse incidents that disrupt
premises, by helping control the movement of people.
The Management of Contractors Policy has been fully revised to meet current Trust arrangements and
best practices.
The Window Restrictors Policy has been reviewed and marginally updated.
The Portable Appliance Testing Policy has been fully revised, and better accounts for the use and
management of laptops and similar equipment. It also clarifies the management of a patient's own
portable appliances.
4.4. Improving Engagement
If we are to create and maintain a proactive health and safety culture and solid health and safety
governance, we need all staff to be engaged and committed to health and safety. The initial gap
analysis identified there was insufficient discussion of health and safety at most levels of the Trust.
Managers are encouraged to discuss safety at each team meeting and at Directorate governance
meetings; this is monitored by the annual health and safety audit.
There has over the past year been a substantial improvement in engagement. Health and Safety is
routinely discussed at Directorate Senior Manager meetings, Directorate Governance meetings,
Operational Review meetings, and Service Directors meetings and regular reports continue to be
presented to the Executive Team. Many of the discussions focus on the outcomes of audits and the
themes identified from the Trust wide audit results with evidence that directorates are carefully
analysing the outcomes and doing focused work with teams to address any issues.
Regular health and safety reports have been provided to the Executive Team and the Workforce
Committee for several years. To enhance the usefulness of these reports, new KPIs have been
provided which allow at-a-glance changes in performance trends.
The Trust has created a time limited Health and Safety Oversight Committee; this is a board level
committee chaired by a non-executive director. It is not intended to replace the Trust's Health and
Safety Committee, which has a more operationally focussed agenda. The new committee focuses on
strategic objectives, oversight, seeking assurance and assisting in identifying areas of concern that
may require new work streams. Service directorates present to the committee which provides an
opportunity for committee members to hear how health and safety is embedded at an operational
level and understand any challenges.
The next challenge will be to more fully embed health and safety discussions in team meetings and as
part of routine work planning. The Health and Safety team have attended Directorate meetings to
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provide advice and support and would welcome the opportunity to meet teams where this would be
helpful.
A new Health & Safety Newsletter has been launched to provide staff and managers with news on
safety matters in the Trust which it is hoped will help create a focus for discussion in team meetings
alongside individual team audit results and local issues.
A fully updated and revised mandatory e-learning package is being released during June, with an
emphasis on trying to get staff to integrate health and safety into their everyday working.
Knowledge Gaps
Our training needs analysis identified a number of training and knowledge gaps at all levels in the
Trust. Ensuring everyone has the necessary knowledge and skills is a fundamental part of achieving
our strategy objectives. Addressing our training needs gaps has formed a significant part of our work
plan this year. See section 6 on training for further information.
4.5. Risk Assessment
The new risk assessment template was published in 2020, with step-by-step guidance on how to
complete each section. It was supplemented during 2021 by the additional detailed guidance on
violence and aggression risk assessments.
Whilst learning between teams and joint working is encouraged, team managers are strongly
encouraged to avoid purely copying examples or assessments from other teams. To be of value risk
assessments must genuinely address the specific risks in each team. The risk assessment module in
the new Essential Health & Safety Training for Managers course will further assist in improving risk
assessment quality.
4.6. Monitoring Information
The Trust's Health and Safety Auditing system monitors every team’s performance and identifies
subject areas at both team and Trust levels which require attention; the auditing is discussed in detail
in section 5.0 below.
The use of Peoplesafe MySoS lone working devices is monitored by the Health & Safety team every
month and reported to the manager of teams using the system and to the service directors. Team
managers are also able to monitor their staff's use of the devices themselves by accessing the webbased portal at any time.
Statistics derived from the Datix incident reporting system are monitored to identify trends, inform
initiatives and work plans. The data is used to inform four of the Key Performance Indicators (KPIs)
that are provided for various reports; the other six are derived from the Health & Safety Auditing
system.
Additional work has been done to improve information derived from Datix, including new questions
on racist or sexist verbal/physical aggression. Currently revisions are being considered to reduce the
number of questions asked in some categories and ensure they are relevant.
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5.0

HEALTH AND SAFETY AUDITING

The auditing system monitors each team’s health and safety management performance, based upon
a bespoke set of questions requiring evidence-based answers. It covers all main relevant topics of the
management of health and safety in the Trust; the question set is amended each year in response to
evidence from previous years and any new areas of interest identified. The audits facilitate informed
continuous improvement and is key to our governance of health and safety.
The 2021/2022 year was the second year of our software-based system (i-Auditor). The system has
radically improved the quality of data and our ability to analyse it and provide reports. This year we
will be able to show the changes in scores across each category.
The evidence each team manager provides must illustrate compliance. The auditors are looking to
see genuine assessment of the actual risks with meaningful mitigation actions. Auditing is not an
exact science however and judgement is necessary to determine compliance exhibited by the
evidence provided.
This year our internal auditors (KPMG) looked at the auditing system and gave a score of green - amber
demonstrating significant assurance with minor improvement opportunities. This was particularly
pleasing given the system had only been in place for one full audit cycle and had been introduced
during the pandemic. There were three medium and one low priority recommendations. The principal
improvement related to communication and follow up of remedial actions. This has been addressed
for the next auditing cycle by ensuring every question scoring below 100% has an assigned action and
a copy of every audit is supplied to the manager of the team audited and to their Directorate Safety
Lead (DSL), or Single Point of Contact (SPC) if there is no DSL. Directorates are now expected to ensure
actions arising from the audits are completed by the team managers.
KPMG also suggested more is done to identify and share good practice within teams. To address this,
good quality risk assessments will be shared to support managers. Within directorates teams who
have performed well will be encouraged to mentor those who are struggling and connections will be
made across directorates where this is helpful. Examples of good practice will be shared in the
newsletter, along with near misses and learning from incidents.
The audits were initially intended to be conducted face to face as this gives the best opportunity to
examine safety systems in action. This has not always been possible over the last 2 years however,
audits will take place face to face in 2022/2023.
5.1. Audit Results
The audit system allows detailed analysis of each team’s health and safety management performance.
It also provides an overview of each directorate performance and the Trust's overall performance
against each question and the subject categories, thereby helping to identify areas of good practice
and where improvements are necessary.
The scoring algorithms used in the audit allow each question’s score to be weighted to ensure
appropriate account is taken of the significance of the subject under consideration. It ensures each
team's final scores reflect the true level of overall compliance risk. Due to the varying nature of teams,
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not all questions are applicable to all teams; however, the scoring algorithms also account for this,
thus enabling all teams to potentially score 100%.
Reports are drawn off each month to identify trends and facilitate the early identification of areas of
concern. 2021-2022 was the second year of these audits, therefore comparisons can be made with
the previous year 2020-2021. Whilst there was a major reorganisation of service directorates this
year, most teams remained broadly as before; therefore, year on year performance comparisons were
still viable for most teams and the Trust overall, but not the directorates. The full set of results for the
year 2021-2022 is appended to this report.
The lessons learnt from the audits provide sound evidence-based information to inform our next
steps, both regarding the auditing plan and our strategy workplan. Scores overall were anticipated to
generally increase this year given increasing familiarity and the focus and support within directorates
and through pre-audit interviews; this proved correct.
Pre-audit support sessions were offered to all managers prior to the audits; they proved very popular
and helped managers understand what was expected and what evidence would be requested. They
were introduced as an interim measure until the Essential Health and Safety for Managers training
course became available which will now better support our strategy by ensuring managers are
equipped with the appropriate skills, knowledge and information to confidently discharge their health
and safety responsibilities.
Audit analysis allows identification of health and safety themes that need to improve across all areas
of the Trust. During the year it was identified that kitchen sharps management required improvement
and Trust wide support. This has led to all kitchens being audited to assess their compliance with the
Trust's policy on kitchen sharps and revised risk assessments being undertaken with associated action
plans.
The action plans will be monitored by the Health and Safety Team to ensure the actions are completed
within the set timescales and a regular report is being provided to Service Directors and the Health
and Safety Oversight committee to ensure remedial actions are completed by August. A new
monitoring system is being devised to ensure continued adherence to the policy and the Kitchen
Sharps Policy is being reviewed to ensure it captures the learning from the audits.

5.2. Health and Safety Audit Key Results
Overall Compliance Scores
•

•
•
•
•

Trust overall average score improved from 67.68% in 2020/21 to 87.22% compliance in 2021/22.
This is a 19.54 percentage point improvement. Teams that scored less than 50% in the audit year
2020/21 were audited again to ensure they took the remedial action required; four teams initially
scored below 50%. They were re-audited later after working on the required remedial actions and
all scored in the range of 73% - 83%.
The total number of audits conducted therefore in 2021/22 was 176.
Seven teams scored 100% compliance and a further fifteen scored 99% compliance.
Over half the teams (56%) scored 90% compliance or more.
Only 22 teams (12.5%) scored less than 75% compliance.
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Subject Category Compliance Average Scores

A detailed breakdown of all audit question scores and category scores with graphs is provided in the
appendices to this report. Also separately provided are the statistics refined to directorate level to
each directorate to assist them in managing their safety performance.
Subject category scores overall this year are more consistent than last year, with only 16% variance
between the lowest (Health & Safety Culture 79%) and the highest (Business Continuity Plans 94%).
In the previous year there was a 46% variance between the lowest (Health & Safety Culture 51%) and
the highest (New and Expectant Mothers 96%). This improvement may potentially be due to better
understanding of the requirements and the greater focus and support given to teams.
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Health and safety culture remained as the subject category with the lowest level of compliance (79%),
although it had improved by 28%. Whilst it is acknowledged that this is a subjective area, the evidence
indicates there is still some way to go in ensuring all teams have active regular meaningful discussions
and engagement on safety issues. It is one of the objectives in the five-year strategy and it is
recognised it will take several years using a wide variety of measures to fully embed this cultural
change. To support this at director level the Trust has provided training in the form of the NEBOSH
HSE Certificate in Health and Safety Leadership Excellence.
Management of violence and aggression (V&A) was the second lowest scoring area (80%). V&A is
also acknowledged to be the largest risk to our staff; therefore we should be managing it diligently.
We have issued specialist advice on conducting V&A risk assessments and are working as part of the
Violence and Aggression subgroup to embed the risk assessment process into the clinical approach to
managing violence and aggression.
The quality of risk assessments generally remains an area of focus as the evidence demonstrates
variable quality and lack of bespoke local assessment. The new risk assessment template is intended
to support full examination of the risks and all teams are strongly encouraged to move to the new
template. It is recognised that some risk assessments can be complex and managers need support
and training to facilitate an improvement in the quality. This will be a focus for the coming year.

5.3. Category Averages by Directorate
Category
Average scores

Medical

Forensic
&
Prisons

CYP

Corporate

Community
Physical
Health

Community
Mental
Health

ALD

Acute &
Crisis

Health and Safety
Management

100%

84%

91%

86%

92%

93%

83%

85%

Risk Assessments

100%

81%

97%

89%

89%

81%

64%

69%

100%

87%

94%

94%

96%

95%

87%

83%

100%

86%

94%

94%

97%

94%

83%

92%

-

70%

97%

-

100%

84%

100%

79%

83%

74%

94%

93%

97%

94%

75%

84%

100%

80%

98%

94%

89%

74%

42%

70%

94%

73%

93%

71%

93%

78%

48%

59%

100%

97%

96%

100%

99%

87%

100%

88%

92%

82%

88%

94%

91%

88%

83%

92%

100%

100%

93%

100%

85%

98%

88%

95%

100%

77%

90%

100%

80%

77%

88%

64%

First Aid /
Welfare / COSHH
Display Screen
Equipment
Ligature
Fire Safety
Slips, Trips and
Falls & Security
Violence and
Aggression
Business
Continuity Plans
Incidents and
Accidents
New/ Expectant
Mothers
Health and Safety
Culture
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Due to the reorganisation of service directorates, it is not possible to compare last year's directorate
level compliance with this year. Forensic and Prisons Directorate have however shown a marked
improvement on last year.
This coming audit year, each directorate will receive a copy of the health and safety audit report for
each of their teams, sent to their Directorate Safety Leads (or other nominated person). They will
then be better placed to ensure the required remedial actions are completed by the team managers;
this will help in addressing the action agreed with KPMG following their audit of the system in 2021.
Each directorate also receives a regular end of month report so they can track overall progress of their
directorate and see progress in others, plus identify any emerging patterns.
The audits and the information derived from them is intended to support directorates to manage
health and safety effectively, supporting teams that need it and identifying issues within the
directorate that require a focus. We have begun to see evidence of Directorates really analysing the
audit outcomes and taking focused remedial action which is very pleasing.
5.4. Identified issues
First-aid
Whilst the First-aid risk assessments question scored an average of 79%, the question 'Are trained first
aiders appointed and in date?' scored only 20%; this was the lowest scoring question by a considerable
margin. The question regarding using clinical staff as first-aiders and their confidence in undertaking
that role also scored only 40%. It is acknowledged these low scores are in part driven by agile working
and the reductions in attendance on sites. Whilst these scores are low, the level of risk is not
considered to be high due to high levels of clinical staff in most environments.
A generic first-aid template assessment is currently being developed which will classify types of teams
requiring certain levels of first-aid provision. It will still be necessary for team managers to determine
which classification their team is in and how many first aiders etc. are required, to ensure they
maintain adequate cover at all relevant times. They will then need to identify and record the
nominated individuals and ensure they have the required training.
The pandemic restrictions meant many first aiders were often not on the premises for which they
were appointed as first-aider. The move to 'agile working' may also mean that many non-ward based
teams may potentially have gaps in their first-aid cover plans. Whilst there is no universal or easy
solution, managers will need to work together to ensure adequate first-aid cover is provided at all
times a premises is occupied as this is a legal requirement. The Health and Safety team will support
teams to develop these plans.
Sharps
The questions around the control of sharps also scored poorly (kitchen sharps 55% and medical sharps
68%). The Health and Safety team has subsequently undertaken an in-depth audit on kitchen sharps
in all relevant areas, to ensure they are appropriately managed in line with the Trust policy.
Revised risk assessments and associated action plans have been produced in conjunction with the
Health and Safety team; the actions are required to be completed by the end of July. A regular report
will be provided to Service Directors to ensure improvement in compliance. The action plans will be
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monitored by the Health and Safety team to ensure the remedial actions are completed within the set
timescales.
The Kitchen Sharps Policy is being reviewed to ensure it captures the learning from the audits. A new
monitoring system is being devised to ensure adherence to the policy. Both will be completed by the
end of August 2022.
The Infection Prevention and Control team have been advised of the scores in relation to medical
sharps and will be taking appropriate action.
Ligature
The question asking if staff have studied their ligature audit plan scored only 74%. This question is
only asked of those teams where ligature risks exist and it means that some staff may not be aware of
the additional actions they may need to be undertaking to ensure vulnerable patients are kept safe
from self-harm. This is reported to the Ligature Management Group which is chaired by the Associate
Director of Nursing and oversees Ligature Management, to ensure the progress made continues and
is embedded within ward teams.
An audit tool has been developed to check that Ligature Management is well embedded within the
Trust. This was used in Forensic and Prison Directorate to identify where improvements were needed
and a re-audit demonstrated these actions were taken. The tool is also to be used in the Acute and
Crisis Directorate.
Lone Working
The two questions regarding lone working scored 71% and 76%. This is a high-risk area and has been
the focus of significant attention and the subject of a detailed report to the Health and Safety
Oversight Committee. The Trust is legally required to have effective lone working systems in place to
protect lone workers 'so far as is reasonably practicable'; this includes appropriate monitoring systems
to gain assurance. For staff using the system for higher risk activity, (Peoplesafe MySoS) this includes
monthly performance monitoring reports which are sent each team manager and an over-arching
report which is sent to the Service Directors.
A full framework of guidance documents and templates for developing robust and succinct Lone
Working safe systems of work are available on The Ox and all directorates have reviewed lone working
within their directorates since reconfiguration.
There has been a review of lone working arrangements for all teams in each of the newly configured
directorates to ensure an appropriate safe system of work for lone working has been selected. A
number of additional teams have now opted to use Peoplesafe.
The annual audit scores demonstrate progress and the central and directorate monitoring of
Peoplesafe is well embedded. Evidence from the monthly Peoplesafe report shows month on month
improvement in use of the devices for the past 4 months which is encouraging.
A system for on-going local monitoring of compliance with systems would add an additional layer of
assurance.
All of the above are being addressed and will feature in the next year’s work plan and be monitored
via this coming year's audits.
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6.0

TRAINING

Improvements in training are an important element in the implementation of our five-year strategy.
This year training was a major part of the annual work plan; the gap analysis had previously identified
the need to ensure staff and management were equipped to perform their role by improving training
specific to their responsibilities. With this in mind three targeted areas of training have been
developed:
•
•
•

Staff training
Team manager training
Director/Leadership training

Staff Training
The Trust's mandatory Health and Safety e-Learning has been in place for many years; however, it was
in need of modernising and updating to enhance relevance to Trust specific health and safety needs
and ensure staff fully understand what is required of them. Whilst compliance with completing the
training was high, it was not fully achieving our objectives of ensuring staff engagement in health and
safety as part of the way they work every day.
Engaging with a specialist e-Learning development company to fully update and revise the training
package, a new impactful format with better targeted information has been developed, designed to
draw staff in to integrating health and safety as part of their everyday way of working. The new
package will be released in June.
Mandatory Training as of 31st March 2022
Health & Safety
96.32%
Fire Safety Awareness
96.12%
Food Safety Level 2
77.83%
Personal Safety: Breakaway
80.27%
Personal Safety: Conflict Resolution
93.65%
Personal Safety: PMVA
84.56%
Completion of all mandatory training remains good, other than food safety which has slipped slightly
this year by around 5%. Almost all meals are now provided by ISS, our contractor, who have their own
training and are not included in the above figures. The remaining food activities provided by Oxleas
staff are lower risk tasks, such as handing out pre-packaged sandwiches or provision of drinks. It is
therefore considered that whilst the drop in training compliance is disappointing, it is unlikely to result
in significant risk.
Now our new in-house Fire Safety Advisor is in post, we will be reviewing all fire safety training over
the next eighteen months, to ensure staff are fully able to meet their fire responsibilities.
Team manager training
The Trust requires managers to manage health and safety within their domain, as they are best placed
to do it effectively, having knowledge of the specific tasks and environment that staff and patients
may be affected by. We have however not previously provided specific training on how to manage
this successfully. To address this a bespoke training package for Oxleas managers has been developed
to ensure they have the necessary knowledge and skills to effectively manage the safety of their team.
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The new one-day course will be offered to all team managers prior to their audits this year. Being
aware of the pressures managers are under, and the value of their time, the length of the training is
limited to one day; this means the day is intense but rewarding. Numbers on each course are
restricted to ensure the course remains interactive and everyone can fully participate.
Directors and Directorate Safety Leads
To ensure the Trust's directors had the necessary understanding of their role and the importance of
leadership in ensuring good safety governance a specialist course was required The NEBOSH HSE
Certificate in Health and Safety Leadership Excellence was chosen as the most appropriate course, as
HSE co-wrote it, and it could be adapted to ensure maximum relevance to NHS Trusts. Three courses
were delivered by a leading specialist trainer in the first months of 2022. Directorate Safety Leads
were also invited to attend the third course so they were equipped to understand their role in ensuring
effective communication at all levels within a directorate.
To further advance director level governance understanding, a facilitated discussion was held at the
June 2022 Annual Planning/Board Development Awayday. This focussed on understanding
responsibilities and risk appetite. There was good engagement and further discussion is planned to
consider risk profiles and risk appetite.
7.0

ACCIDENTS AND INCIDENTS

7.1. Accidents and Incidents
The full detailed figures for incidents are in the attached Excel spreadsheet appendices by category.
The total number of incidents was 3155. This is marginally higher than the previous year but is against
the general year on year downwards trend. These overall totals and the level analysis include
categories such as unwitnessed falls patient falls in the community; these are not considered a 'health
and safety incident' for other parts of this report as they are primarily clinical incidents.

2017/18
4472

All Incidents
2018/19 2019/20 2020/21
4265
3538
3034

2021/22
3155

Level 1 - No Harm were 1822 (57.73%)
Level 2 - Minor Harm were 609 (19.29%)
Level 3 - Moderate harm were 712 (22.56%)
Level 4 - Severe Harm were 12 (0.38%)
Level 5 - Serious Incident was 1 (patient violence to a 3rd party in the community)
Level 4 incidents are subject to directorate level investigation. Of the twelve Level 4 incidents,
• Four were Slips, Trips and Falls
• One was Abuse and Aggression by patient to Oxleas staff
• Two were Abuse and Aggression by patient to patient
• Two were Abuse and Aggression by patient 3rd party
• One was inappropriate sexual behaviour by patient to patient
• One was inappropriate sexual behaviour by staff to patient
• One was inappropriate sexual by 3rd party to patient
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Violence and Aggression of all types accounts for 1818 incidents - 57.6% of all health & safety
incidents.
The top ten incident statistics for the past four years are shown in the graph over-page. It is dominated
once again by incidents of violence and aggression to staff and for the first time in over five years this
has increased rather than decreased.
Further detail and analysis is set out in the following sections. The continued significant impact of the
Covid-19 pandemic on working practices means a degree of caution must be taken in interpreting
changes in statistics over the past two years from previous years.
Whilst there was in still a general downward trend in incidents of many types, there was an overall
increase of 3.98%. How many of these incident statistical changes can be attributed to the pandemic
is not easily determined but it is certain to have had an impact.

7.2. Violence, Aggression and Abuse
For the first time in over five years, we see an increase (7.6%) in reported incidents of violence,
aggression and abuse. The figures in the table below also show the total of all other incidents,
compared to incidents of violence and aggression (V&A).
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Despite the increase in incidents, the figure is still significantly below the historical highs.
Staff remain the principal victim of patient V&A, up 4.7% to 956 from 913 in 2020/21 but patient on
patient V&A increased even more by 15% from 491 to 565 in 2021/22. To keep these numbers in
perspective, there was an even greater increase in non-V&A related incidents from 608 to 788 (29.6%).
So whilst there has been an increase in reported V&A incidents, it is in proportion to the overall
increase in incident reports of all types.
The largest percentage increase was in V&A from 3rd Parties such as relatives to staff - up 38% to 47
from 34 in 2020/21.
The reported staff-on-staff V&A reduced by 70% down to 6 from 20 in 2020/21, though it is noted that
several incidents in previous years were incorrectly categorised by the reporters.
The vast majority of reported V&A incidents fall within severity levels 1-3, as shown in the table below,
with most in level 1.
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All Abuse and Aggression in Trust by severity and category 01.04.2021 31.03.2022 @ 21.04.2022

600
500
400
300
200
100
0

Level 1

Level 2

Abuse & Aggression by patient to Oxleas staff

Level 3

Level 4

Level 5

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

The increase in reporting of incidents of violence, aggression and abuse may be attributable to the
increased focus on Building Block 6 of the Oxleas Strategy, which aims to reduce violence, aggression
and abuse against our staff. It could also reflect the increased acuity and complexity of inpatient
admissions and pressures of the pandemic.
The table below shows a comparison of incidents of violence and aggression in one category - by
patients to staff over the last 2 years. This shows that the vast majority of incidents are level 1- 3, with
a significant increase in reporting at level 1, which is positive and encouraged.
Abuse & Aggression by patient to Oxleas staff
2021/2
Level 1

549

2020/1
496

Level 2

151

180

Level 3

255

242

Level 4

1

1

Level 5

0

0

Totals

956

919

When considered in comparison with other Mental Health trusts in 2020/21 (the last year for which
data is currently available) the number of incidents reports we receive involving actual physical
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violence to staff per occupied bed days, represents the median amongst our peers. The table below
is from the 2020/21 NHS Benchmarking MH toolkit exercise, with Oxleas shown as Trust

M035, and Q36 being our Trust peer group (other London MH providers).

Adult Acute - Number of incidents involving actual physical
violence to staff in 2020/21 per 10,000 occupied bed days
180
160
140
120
100
80
60
40

All Organisations

Q36

MH035

Lower Quartile

Median

Upper Quartile

MH058

MH061

MH043

MH005

MH016

MH056

MH036

MH070

MH050

MH097

MH072

MH006

MH032

MH011

MH004

MH023

MH035

MH017

MH001

MH010

MH052

MH040

MH098

MH059

MH092

MH033

MH042

MH015

MH027

MH028

MH019

0

MH018

20

Mean

The Staff Survey also provides important metrics relating to incidence of violence and abuse and
reporting levels. The survey asked how many times staff experienced physical violence from patients
or carers - 14% of Oxleas staff reported they had. This was a slight increase on the previous year but
in line with comparator trusts. Nevertheless this is an unacceptable level and action is being taken.
What are we doing about it?
Several initiatives have been implemented to proactively tackle violence, aggression and abuse:
4 Ps Framework
The Trust is committed to reducing violence and aggression and a co-produced ‘4Ps’ approach to
reduction – People, Prediction, Prevention, Prosecution and restorative justice – has been adopted.
Violence and Abuse Group
To drive forward the ‘4Ps’ approach, a Violence and Abuse group has been established as a subcommittee of People Committee. It is chaired by the Director of Strategy and People and attended by
the Director of Nursing, Chief Operating Officer and Director of Estates and Facilities, along with
directorate representatives. The group meets every six weeks to share learning and improvements.
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The police are invited to contribute to the group as part of the Trust participation in the Metropolitan
Police 'Operation Cavell' and collaborative working with Kent Police. Operation Cavell is a joint
initiative between the Metropolitan Police, Crown Prosecution Service and various London NHS Trusts.
The group has produced a violence and abuse flow chart documenting how we respond to incidents
and violence, aggression and abuse leads for each Directorate have been established. This group of
leaders drive improvements at local level and report into the Violence and Abuse Group. The Violence
and Abuse group will be working with the Directorate Leads to agree the metrics for progress with the
‘4Ps’ approach and to ensure local measures supplement policy and strategy.
The Health and Safety team have revised the violence and aggression risk assessment tool and
guidance and are working with clinical teams to ensure it meets their needs and is seen as a
meaningful and helpful tool to identify risks and plan and document the mitigations.
‘Keep Me Safe’ Toolkit Scale up and Spread
The Keep Me Safe toolkit was co-created to help scale up and spread, across the organisation, the
learning from a QI initiative that saw a 40% reduction in violence and aggression across eight wards.
In August 2021 a decision was made to spread the implementation of the four interventions in
all mental health wards as follows:
•
•
•

•

Introduction of an evidence-based violence predictor tool (such as the Broset Violence
Checklist or other).
Introduction of a safety huddle where risk of violence and aggression identified by the
predictor tool is discussed.
Where there is a risk of violence and aggression, the patient and clinical team to formulate a
plan to manage this risk. This could be a Crisis Plan, Positive Behaviour Support plan or care
plan.
On wards where admissions are not planned, principles of the Pre-Admission Conference to
be applied. All information about patients should be shared with staff on the admitting ward
and information about the ward should be shared with the patient.

The implementation is underway across all wards has been carried out and has been audited; wards
are at varying points in terms of implementation. Pre-admission conferences is the main area which
currently require further work but may need adaptation in acute wards as it is better suited to forensic
environments.
Trauma Informed Care
The NHS Long Term Plan and the NHS Mental Health Implementation plan all promote the adoption
of a trauma informed approach in mental health care. A trauma informed approach embeds a culture
of safety in all its forms, contributing to reducing the risk of violence and aggression. To be trauma
informed the organisation must:
•
•
•
•

Recognise and acknowledge that adverse childhood events and trauma in adults causes or
contributes to the development of mental health issues.
Develop its policies and practices to reflect this awareness; ‘what has happened to you‘, rather
than ‘what is wrong’ with this person is fundamental.
Seek to create conditions that reduce harm and promote healing; single sex inpatient wards,
safer spaces, positive diverse images in all areas, staff support and wellbeing.
Have guiding principles and values that include the following recognised domains: Safety,
Empowerment, Collaboration, Choice and Trustworthiness.
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•
•
•

Recognise that safety is one component of trauma informed models and cannot be seen in a
vacuum. They all interrelate, safety, collaboration, trust, empowerment and choice.
Recognise that interpersonal trauma understandably impacts on one’s ability to feel safe or
trust others, those who should have loved us and kept us safe have caused harm by abuse or
neglect.
Our focus must be on trauma informed care and relational security.

Community of practice
A Safety in Mental Health Community of Practice was launched on 8 March 2022 to share learning and
experiences from across London in developing trauma informed approaches within acute care and
PICU and within mental health organisations through appreciative inquiry. Involvement and
engagement of key stakeholders across London in shaping our key purpose and our priorities for the
community of practice.
The London Safety in Mental Health Settings
This is a shared learning collaborative involving all London’s mental health trusts, focused on
addressing issues of violence and aggression within acute care and PICU. It aims to strengthen safety
culture within wards, to support staff skills development and to improve staff recruitment and
retention. It is sponsored by the Cavendish Square Group of all London mental health trusts and
funded by NHS England/Improvement and Health Education England.
The aims are:
•

To review current initiatives and approaches towards safety and security, to share learning
and to recommend safety improvement interventions.

•

To explore the issue of violence and aggression on adult acute care wards and PICU across
London, examining quantitative and qualitative incident data.

•

To standardise and improve best practice and make services safer for all who work in these
services and use these services.

See Think Act Relational Security
The See Think Act (STA) Framework Training and Development Programme aims to enable individuals
to acquire knowledge, understanding and skills related to the See Think Act Framework for relational
security. The programme facilitates learning and practice change within acute care and PICU services
which will support adoption of the framework and safety improvement for everyone concerned within
these services. It now also includes training for facilitators.
Lead Safely
The aim of Lead Safely is to provide a leadership development programme focused on safety
improvement. It launched on 5 April 2022 and will provide a ‘safe and brave space’ for participants to
share challenges and share learning, to build their confidence as leaders, to reflect on their leadership
styles and behaviours and to put experts by experience at the heart of delivery. It aims to:
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•

•

•
•

Develop leaders whose values, attitudes and behaviours create a safety culture where ward
staff, service users and their carers feel confident to escalate concerns, speak up and to ask
for support, knowing what is communicated will be listened to and acted on.
Develop leaders who are inclusive and who actively seek to address inequalities, striving to
ensure all service users and staff are treated fairly and with respect, compassion, civility and
transparency.
Develop leaders who apply systems thinking, human factors, quality improvement and codesign approaches to continuously improve safety.
Develop leaders who role model leadership behaviours that reflect Trauma Informed Values
and understand how to lead the implementation of the See Think Act Framework in adult
acute wards and in PICUs.

Body worn cameras
Body worn cameras have been used in acute inpatient wards since 2019 and this has been extended
to forensic wards. The effectiveness of their use will be subject to evaluation at an appropriate time.

What are the next steps?
Patient and Staff Compact
We will be developing a co-produced Patient and Staff Compact that sets out what patients can expect
from staff and what staff can expect from patients, in terms of day-to-day civility and behaviours. This
is being led by the Director of Therapies, the Chief Operating Officer and the interim Head of
Organisational Development. These will build on the principles in our Trust values around kindness,
caring and listening.
Workshops to raise awareness
Two Tackling Violence, Aggression and Abuse workshops for staff are being scheduled for July 2022 to
highlight the work being undertaken and to share learning and support. There will be a focus on the
importance of reporting together with spreading learning and good practice.
See Think Act Relational Security
Our first five fully licensed See Think Act Relational Security (STA RS) facilitators/Consultants qualified
in May 2022 and are ready to start their work within Acute and Crisis directorate. We will have
another 6 to join (3 in June and 3 in September 2022). The first five are:
•
•
•
•
•

Yenny Villarroel Suarez (Charge Nurse Avery Ward - Oxleas House)
Elleanor Spence-Cameron (Charge Nurse Shrewsbury Ward - Oxleas House)
Tongesayi Zhuwarara (Charge Nurse Lesney Ward - Woodlands Unit)
Emma Hopkins (Ward Manager Millbrook Ward - Green Parks House)
Chris Oojageer (Ward Manager - Barefoot Lodge)

STA RS Consultants will offer:
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•
•
•
•
•
•
•
•

Formal See Think Act induction training for teams and new staff.
Periodic multidisciplinary team development sessions based on one or more segments of the
model.
Supporting reflective practice sessions.
Supporting case conferences for a patient with complex/challenging needs.
Assisting in the transition planning of a patient.
Investigating an incident or supporting a debrief using the STA Framework.
Contributing a wider relational perspective to an incident investigation.
Supporting 1-1 personal development using the development workbook.

STA RS Consultants will need support with Protected Time (to be negotiated but ideally 1 day a week
for 3 months and support and engagement from Directorate and Unit leadership teams.
7.3. Lone Working
Lone working with patients was reduced for part of this past year as more community patient contact
was carried out than normal by telephone or video. At the same time, more staff worked from home.
The use of lone working devices fell during the various periods of lockdown; however this has picked
up again and we are now back to pre-pandemic levels. The change in service directorate structures
has resulted in a re-evaluation by some teams as to their chosen lone working system, especially if
similar teams were using dissimilar systems. Several new teams have recently adopted Peoplesafe
MySoS devices as their basis for their lone-working system.
In addition to the standard month end usage report to assist teams and their directorates in managing
the devices, a list of staff who have not used their device for over three months or more is issued This
assists in identifying staff who need retraining in the requirement to routinely use their device, or
highlights that a staff member has left the Trust and not been removed from the system; this in turn
ensures figures are a better reflection of use of the system.
Usage of Peoplesafe MySoS devices in the Trust over the past year is shown in the table below. There
is a pleasing general upward trend as we emerged from the Omicron lockdown and we aim to ensure
this continues.

Peoplesafe MySoS Device Usage by Staff Allocated a Device April 2021 to March 2022
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7.4. Security Incident
'Security Incident Other' still accounts for around 4.5 percent of all incidents (139). This category
captures a wide variety of incident types, from premises being left unlocked through to deliberate
alarm activation, fraud and loss of smart cards.

7.5. Smoking
The very notable downward trend of Incidents of Smoking Against Trust Policy continues. The trend
roughly equates to a 20% year on year drop over the past five years. Other smoking related incidents
such as contraband lighters/matches also continue to fall, though by a less dramatic amount.
Cessation therapy, including provision of e-cigarettes continue to impact positively upon helping
individuals break their smoking habit. Smoking is less prevalent in wider society, however the drop
within Oxleas is still a laudable achievement and no doubt both a benefit to patients’ health and
reduces fire risks.
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7.6. Slip, Trips and Falls
Slip, Trips and Falls have risen slightly in 2021/22, back to a similar level to 2019/20; however, the
difference is too small to draw significant conclusions from. In the national workplace, reported Slip,
Trips and Falls account for 33% of all non-fatal injuries and Acts of Violence 8%; this puts Oxleas figures
into perspective as there are few Slips, Trips and Falls which are not down to human error such as misstepping etc.
Whilst there are relatively few Slip, Trips and Falls, they account for four out of the nineteen RIDDOR
incidents last year, illustrating the potential severity of this type of accident. Oxleas staff are around
twenty times as likely to experience violence or aggression than they are to have a slip trip or fall.

7.7. Road Traffic Accidents
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The graph above also illustrates the figures for road traffic accidents. Whist the figures have increased,
they are likely to reflect the increased number of visits being undertaken as we emerge from the
pandemic; they remain well below pre-pandemic levels.
7.8. Manual Handling Injuries
‘Handling injury to patients’ have fallen over a five-year period from thirteen to three and the
‘Handling injury to staff’ have fallen from six to three. The general trends give rise to a cautious
optimism that practices and training are resulting in fewer such injuries but the numbers of these
incidents is too small to draw definitive conclusions from in the shorter term.

Fire Incidents
Fire incidents remain relatively rare, however the potential for extreme consequences mean they
must be carefully investigated.
The number of deliberate fire incidents recorded decreased from six to two, the only known factor to
explain this is possibly less availability of smoking materials. Accidental fire incidents increased from
four to five, but this is not thought to be statistically significant.
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Whilst fire incidents account for a small fraction of total incidents, diligent management of fire risks is
required. The Trust controlled estate is well managed, but deliberate and accidental damage to
installations mean prompt action is required to maintain safe premises.
The fire officer role has now successfully been brought in-house. A full review of the Fire Policy and
associated documentation has been undertaken to ensure it is fully up-to-date and accurately reflects
the duties of the named posts. Improvements are gradually being made in record availability and the
format of fire safety risk assessments.
Improvements are being made to the fire safety in premises we occupy but do not control, in order to
ensure staff and patient safety is maintained. We have identified a risk at Green Parks House where
various estates improvement and maintenance is not being adequately progressed by the responsible
parties. We are working with our landlord and its contractors to resolve the risks as a matter of
urgency.
7.9. Theft and Damage
Another notable reduction in recorded deliberate damage occurred, however the reasons are unclear.
Some of the reduction could be attributable to recording incidents under other categories such as
V&A or only reporting to the 'Help Desk' for repair rather than on Datix.
Accidental damage figures have also fallen but remain broadly within historical range.
Reported theft also fell marginally from eleven to nine, however this is a very large reduction below
the historical averages which were roughly four times higher.
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7.10.

RIDDOR

Setting aside incidents reportable due to Covid-19, the number of reportable incidents under the
Reporting of Incidents, Diseases and Dangerous Occurrences Regulations 2013 (RIDDOR), was low
over the prior four years, at between six and nine; however, in 2021/22 figures have increased to
fourteen.
Ten of these incidents were caused by violence and aggression by patients to staff. The other four
RIDDOR incidents were caused by slips, trips and falls, though none were attributed to defects in the
estate; they were all believed to be due to miss-footing, and in one case a staff personal medical cause
(incorrectly submitted as a RIDDOR due to incorrect information at the time).
The increase in violence and aggression RIDDORs is broadly in line with the general increase in violence
and aggression incidents seen this year.
RIDDOR reports are sent when an incident meets certain set criteria; this does not necessarily indicate
a failure by the Trust but that the criteria to report it has been met. When reviewing Datix, some
incidents give rise to concerns and require further investigation, yet they are not RIDDOR reportable;
conversely many RIDDOR incidents do not reflect underlying problems, although all RIDDOR incidents
must still be investigated.
To ensure improved timely investigations of RIDDOR incidents are carried out, a '72 hour Accident
Investigation Form' has been introduced along with an associated flow chart. This process is still being
embedded but is intended to ensure investigations are appropriate and learning is better captured.
8.0

CONCLUSION

The unique challenges that the Covid-19 pandemic has presented mean it is sometimes difficult to
draw firm conclusions from incident data this year. However, the intelligence derived from Health
and Safety audits provides sound evidence-based information to inform next steps.
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The Trust is making good progress in delivering the five-year strategy, with many key initiatives already
implemented. These initiatives such as i-Auditor and our improved training offering will support
further improvements in the coming years. The focus in this coming year's work plan will be rolling
out the various training, improving the quality of risk assessments and addressing the areas
highlighted in the Health and Safety audits.
A Health and Safety Climate assessment is currently being undertaken to provide insight into the
health and safety culture across the Trust which will help us understand the extent to which the
actions being taken are embedding at team level and leading to genuine improvements for staff.

APPENDICES
•

Appendix 1 – Health & Safety Incidents by category

•

Appendix 2 - Health and Safety Audit Question Scores

•

Appendix 3: Health and Safety workplan year 4

Annual Health & Safety Report 2021/2022

Page 27 of 33

181

Appendix 1

Health and Safety Incidents by category 2017 - 2022

Datix Incidents Five Year Overview by Category 2017 - 2018 2018 - 2019 2019 - 2020 2020 - 2021 2021 - 2022
Accident of some other type or cause
Accidental fire incident
Breach of security
Contact with hazard
Controlled Stationary
Cuts, grazes and scratches
Damage - accidental
Deliberate Damage
Deliberate fire incident
Environmental Hazard
Exposed to Hazard
Falls, Slips and Trips
Fire incident - other
Found in possession of banned items
Handling Injury to patient
Handling injury to staff
Hit by/against object
Road Traffic accident
Security incident - other
Smoking against Trust policy
Staff illness
Theft
zzTrapped
Abuse & Aggression by Oxleas staff to Oxleas staff
Abuse & Aggression - to the staff from a 3rd Party
(e.g relative, carer)
Abuse & Aggression - to 3rd party (e.g relative,
carer) by Oxleas Staff
Total of Incidents not Abuse & Aggression by
patient to Oxleas staff
Abuse & Aggression by patient to Oxleas staff
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55
15
37
23
0
16
5
89
8
12
12
77
17
151
13
0
23
13
147
249
14
38
1

51
8
24
12
2
15
20
113
6
17
10
67
23
142
11
1
21
14
288
195
15
43
2

38
12
20
8
0
9
13
110
2
8
5
55
25
98
3
9
13
13
232
133
11
35
0

24
4
20
5
2
6
15
65
6
5
7
51
18
66
0
6
12
5
133
84
9
11
0

44
5
13
2
0
3
10
40
2
13
16
55
11
47
3
3
14
9
139
47
2
9
0

10

20

7

20

6

93

104

55

34

47

4

5

2

0

5

1122

1229

916

608

545

1393

1301

1078

913

955
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Appendix 2

i-Auditor Health and Safety Audit Questions and Average Scores

i-Auditor Health and Safety Audit Questions and Average Scores
Q1
Q2
Q3
Q4
Q5
Q6
Q7
Q8
Q9
Q10
Q11

Q12

Are staff and managers aware of their duties as set out in the Trust’s Health and Safety
policy?
Does the team hold regular team meetings where health and safety, fire and security
matters are discussed as an agenda item?
Is the current Health and Safety Law Poster (April 2014 version) on display in a
prominent location where all staff can readily see it? Are the current contact details
correctly inserted?
Is the Health and Safety folder properly organised and indexed and all staff know where
it is located?
Do you know who your Directorate H&S Lead (DSL) is?
Category Risk Assessments
Does the department have a file of appropriate risk assessments which address all the
relevant hazards within their department and operations?
Within the suite of assessments, are all significant risk covered?
Are the quality of the risk assessments acceptable, and are they on the new Trust
template?
Do the risk assessments identify who is required to act on the findings and by when
(sensible timescales)
Are all staff aware of the risk assessments and how to access them?
Are risk assessments reviewed periodically and updates made where necessary,
including after Datix Incidents. (There can be a signed hard copy in your departments
H&S folder if some staff do not have IT access.)
Do risk assessments identify any relevant safe systems of work including for
emergencies, action plans and/or training needs required to adequately control the
risks?

2021/22
Average
score
84%
89%
89%
98%
86%
84%
83%
87%
74%
73%
97%
91%

94%

Q13

Have action points in the risk assessments been properly implemented?
Where the department does not have the ability to implement significant findings e.g.
due to budget restrictions, is there evidence the risk assessment has been escalated to
the Directorate Risk Register and evidence there has been feedback?

76%

Q14

Are Kitchen/Food preparation areas and Therapeutic Activities involving the use of
sharps instruments (knives, cutlery & sharp kitchen equipment) properly controlled and
appropriately risk assessed? This must be in conjunction with the Mental Health,
Learning Disabilities and Forensic Services’ Kitchen Sharps Policy.
NB: This question only applies to Mental Health, Forensics and Learning Disability
Teams.

55%
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Q15

Q16
Q17
Q18
Q19
Q20

Q21

Q22
Q23

Q24

Q25
Q26
Q27

Q28
Q29

Q30
Q31

Are Medical Sharps, involving the use of needles and clinical sharps instruments
properly controlled and adequately risk assessed? Where appropriate in conjunction
with Infection, Prevention and Control Policies, including The Safe Handling and
Disposal of Sharps Policy.
Category First Aid / Welfare / COSHH
Has the department carried out a first aid at work risk assessment to determine first aid
provision?
If the department risk assessment has identified the need for trained first aid provision
are these staff properly trained and in date?
Have the clinical staff been identified as potential first aiders and are they confident to
undertake the role?
Are trained first aiders appointed and in date?
Does the department have available first aid boxes/kits that are appropriately stocked
in accordance with the risk assessment and are the contents remain in date? Are First
Aid Notices appropriately displayed?
Do all staff have appropriate access to proper safe and hygienic facilities to make
drinks, store and consume their food and take their rest breaks without unnecessary
disturbance? Need to ensure such facilities are safe. Kettles and microwaves on filing
cabinets might not be safe?
Do staff have suitable facilities available for securely storing outside clothing and
personal valuables during their shift?
Are any chemicals held in the department (including cleaning chemicals)? If so are there
appropriate COSHH assessments including emergency procedures available? Are all
chemicals kept securely locked away at all times to prevent patient access?
Does the department have any waste other than normal domestic waste – eg sharps,
dressings, incontinence pads etc? If so, does the team have an appropriate waste risk
assessment?
Category Display Screen Equipment
Have all DSE users have been identified and their workstations assessed using the DSE
self-assessment form? (please note the self-assessment questionnaire must be
completed and reviewed periodically, including home working)
Is all DSE related equipment appropriate and in good working condition?
Are all DSE users permitted to take regular breaks from the DSE activity and are all
users made aware of how to claim for eye tests and corrective eyewear for DSE
purposes?
Category Ligature
Has a ligature risk assessment been carried out in accordance with the Ligature
Management Policy (applies only to specific teams), including an action plan with time
scales and mitigation where appropriate?
Has the ligature audit action plan been studied by staff, and have they signed to
confirm this?
Category Fire Safety
Does the department have an up to date local fire procedure and evacuation plan,
which staff have been trained on?
Have fire drills been conducted within the last twelve months on each shift?
Are the fire drill reports available and have any remedial actions been completed?
Can staff identify the location of the nearest fire assembly point?
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68%
91%
79%
97%
40%
20%
99%

91%

97%
94%

86%
93%
85%
94%
99%
83%
93%
74%
89%
94%
82%
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Q32

Q33
Q34
Q35
Q36
Q37

Q38

Has the current fire safety risk assessment been read by the department manager/s? Is
a copy available onsite for staff/visitors etc.?
Have any actions for the site management/staff been completed?
Are Personal Emergency Evacuation Plans (PEEPs) in place for any patients and staff
members who cannot leave the department unaided?
Is there an effective system in place to ensure all corridors and fire exits are regularly
inspected and kept clear?
Category Slips, Trips and Falls & Security
Has the team completed a Slips, Trips & Falls RA and is the reviewed annually?
Have any issues arising from the Slips, Trips & Falls RA been properly addressed?
Does the department have a security risk assessment which assesses the security of the
premises? (including, both internal and external with access and egress; service users;
trespassers; physical systems; procedures and protocols; lockdown and emergency
processes).
Category Violence and Aggression inc Lone Working
Does the department have a violence and aggression risk assessment, which addresses
the likely situations staff and patients may be exposed to?

82%

96%
96%
83%
83%
86%
79%
80%
81%

Q39

Does the violence and aggression risk assessment identify appropriate control
measures such as staff training needs, and what actions they should undertake if they
experience verbal or physical abuse / violence from any person?

87%

Q40

If the V&A risk assessment identifies that lone working occurs, the department must
assess the associated risks and produce a suitable Safe System of Work (SSoW) for the
risks identified. If a SSoW is required, is it of an appropriate type and quality? Note that
the Trust has several generic SSoWs for Lone Working which can be used as a basis.

71%

Q41

Has a suitable lone working system been implemented, and equipment been purchased
where required?
Have arrangements been made for training and monitoring of the systems and
equipment for lone working purposes? (PeopleSafe, whiteboards, Apps etc.)

76%

Q42
Q43
Q44
Q45
Q46
Q47

Q48

Category Business Continuity Plans
Does the team have or is included in an appropriate Business Continuity Plan (BCP) on
the correct template and is it up-to-date and reviewed on an annual basis?
Does the Business Continuity Plan contain adequate hot and cold weather
considerations specific to the team?
Category Incidents and Accidents
Do all team members report Incidents and Accidents directly onto Datix?
Who in the team carries out Incident and Accident Investigation and updates Datix with
the investigation outcomes and proposed action plans?
Can management demonstrate correct process when reporting RIDDOR Incidents?
Category New and Expectant Mothers
Is the manager able to explain the Trust process with regards to Risk Assessments for
New and Expectant Mothers?
Category Health and Safety Culture
Can the team manager demonstrate that there is a strong and pro-active health and
safety culture within their team?
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94%
93%
97%
88%
94%
98%
72%
94%
94%
79%
79%
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Appendix 3

HEALTH & SAFETY: YEAR 4 WORKPLAN

This work plan has been developed to progress the five-year health and safety strategy and
take account of the learning from audits.
The principal focus of the Year 4 work plan will be:
•

Continuing to enhance knowledge, confidence and engagement amongst staff and
team managers to embed positive health and safety practice in their area

•

Improving the quality of risk assessments
Year 4 actions:

•

Initiate a climate assessment survey amongst staff to understand how they perceive
health and safety within the Trust and develop targeted actions.

•

Increase engagement between clinical teams and the H&S team through Safety
Clinics,' walk arounds and toolbox talks.

•

Offer risk assessment workshops for team managers to support broad consideration
of risks and support development of high-quality risk assessments.

•

Determine the Trust's risk tolerance, taking account of risk conflicts and considering
the differing approaches between the CQC and HSE.

•

Monitor compliance with Trust's Kitchen Sharps Policy, including completion of highquality risk assessments and implementation of control measures.

•

Work with the Violence and Abuse Sub-group and Nursing Directorate to ensure the
work of the health and safety team dovetails with and meaningfully supports the
workplan to reduce violence, aggression and abuse in the Trust

•

Work with service directorates to devise robust monitoring systems for non
Peoplesafe lone working safe systems of work.

•

Roll out revised e-learning on Health and Safety to staff; ensuring the training is
engaging and is focused on the specific issues and risks which our staff face.
Year 3 Actions Carried Forward

•

First aid:
• Provide a generic first-aid risk assessment to enable team managers to support
teams developing their own.
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•

Support Service Directorates to ensure competent and trained first aiders are
available across all Trust locations, particularly taking account of the impact of
agile working.

•

Review the implications of New Ways of Working and amend policies and practice
accordingly. Implications have been reviewed and policies will require updating
during 2022/23.

•

Review and update health & safety, fire safety and security information on the Ox
Note that this work will span several years to fully complete, with a target date of
February 2024.
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Board of Directors
7 July 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

14
14a&b

Performance and Quality Assurance Committee (PQAC) report (minutes from 18
May and 15 June 2022)
Yemisi Gibbons, Non-Executive Director (PQAC Chair)
Iain Dimond, Chief Operating Officer
Iain Dimond, Chief Operating Officer
N/A

What is the purpose of
bringing this report to the
Board meeting?
What risks/issues in the
report need to be noted
or acted upon?

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

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

All papers are reviewed by the Executive committee, and/or the relevant
subgroups e.g., Patient safety etc, prior to discussion at PQAC including Shadow
executive.
The Ockenden report contains information about deaths of babies and mothers
in maternity services and may be upsetting for some.

The following risk / issues require noting:
• Integrated Board report exception report – non achievement of 15 key
metrics
• HMP Wandsworth recovery progress
• Approval of Oxleas Annual Quality Account and annual audit programme
• Gap analysis for the Ockenden report and end of life care
• Annual research report – significant improvements noted
• Changes to the PQAC risks

ACD Acute and Crisis Directorate
ACS - Adult Community Services
AHP – Allied Health Professional
ALD – Adult Learning Disability
ACMH – Adult Community Mental Health
CAS- Central Alerting System
CEG – Clinical Effectiveness Group
CQC – Care Quality Commission
CYP - Children and young people
FFT – Friends and Family Test
IBR – Integrated Board Report
PICU – Psychiatric Intensive Care Unit
RTT – referral to treatment time
SLAM – South London and Maudsley NHS Foundation Trust
SNET - Support Network Engagement Tool
MHLOG- Mental health legislation oversight group
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Link to trust strategy

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

Link to Board Assurance
Framework

1844: Demand on adult and children’s community mental health teams
1912: Pressure on district nursing teams
1913: Reducing wait times in community services
1921: Responding to service delivery concerns
1905: Prone restraint
1939: Ligature risk assessment

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

Executive The Performance and Quality Assurance Committee (PQAC) convened on the minutes from 18
Summary May and 15 June 2022. The approved minutes for the May’s committee and draft minutes for
June’s committee are available for information.

Key highlights
Integrated Board Report (IBR)
Both committees were presented and noted the IBR exception report. The exception report
presented at the June committee is attached including the front sheet. The presentation of the
material is now structured around the reasons for why there is an exception, the actions being
taken and the anticipated timescale, allowing for easier tracking of the changes.
Key Exceptions –
Since the last Board update three additional exceptions have been added,
• 10335 4 must do items – enough information received about care and treatment, - this is
not improving as hoped and further improvement activity is being directed within the
complaints workstream to address this.
• 10915 Early Intervention in Psychosis (EIP) - 2 Week Waiting Times (Waiting) this has
been affected due to a high number of vacancies. This is due to be improved within 3-6
months however, temporary staffing is being sort in the short term.
• 11520 72 Hour Post Discharge Follow Up (Self Harm) - a small number of breaches;
assurance was provided to the committee that where a breach occurred that the person
was followed up and a narrative will be included for subsequent committees.
•

11699/11703 - Patient experience (friends and family test) is not improving as
anticipated however is representative of the national post pandemic picture. Local
"learning" functions are needed to support specific change programs based on Patient
Experience feedback such as the FFT.
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•

10338 Helped as a result of the care and treatment they have received This is currently
just below the 80% target at 79.3%.

•

A few Waiting time exceptions relates to underperformance of the CYP directorate
(11268 – RTT- Allied Health professionals, 10024 RTT Psychological therapies, 10248 RTT
incomplete pathways) The committee were informed this relates to a combination of
issues including workforce, data quality and historical underfunding of the services.
Discussions are ongoing with the commissioners regarding this.

•

10024 RTT Psychological therapies, Non-Executive Director led review - In April the
committee commissioned a NED led review in relation to this metric. The deep dive was
conducted by 2 of the PQAC NEDs in May and the report and recommendations
presented to the June Committee. The recommendations were agreed by the executive
team and committee, this included the development of an additional metric, that
measures the new models of care being delivered effectively and the development of a
standardised approach to ensuring people are safe whilst they are waiting.

Health Based Place of Safety (HBPoS)
April and May’s data indicates a reduction in the number of breaches (4 and 5 respectively)
compared to February and March (7 and 8 respectively) where the trust saw the highest
number of breaches since August 2021.The main reason for the breaches is bed availability
which fluctuates without any apparent trend. The committee are being presented with a
breach summary at each committee, this provides the narrative and length of each breach.

HMP Wandsworth recovery plan and mobilisation
The May committee noted the significant improvements and robust assurance processes
implemented at HMP Wandsworth following the transfer of the mental health services on the 1
April 2022. It was agreed that this would no longer be a separate agenda item and updates would
be provided via the regulatory update report and via the directorate feedback. HMIP/CQC
conducted an independent review of progress on the week beginning 20 June 2022.

Directorate feedback
The Adult Learning Disability directorate presentation was noted by the committee in May and
the Prisons directorate in June. The committee acknowledged the challenges and plans for
improvement presented. Following the discussion at the committee regarding the Ockenden
Report findings and the directoate feedback the committee would like to conduct a deeper dive
into the culture and governance processes within prisons.

Trust Annual Quality Account 2021/22
In May, the committee was presented with the draft annual quality account for consultation. In
June the final draft account was approved by the committee. It was noted that due to the
changes in the statutory requirements owing to the pandemic, that this year the annual quality
report would be referred to as an account to reflect that the document has been completed
based on the statutory requirements only (pre-mandated format). It was proposed to the
committee that in future years a revised format will be implemented to ensure meets the needs
of the population and easily understood by the lay person.
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Ockenden Report review
In June, the committee noted the gap analysis that has been conducted against the learning from
the Ockenden Report. The gap analysis has identified controls in place in respect of key learning
and gaps in assurance. This is being presented at the Trust Board in July.

Patient safety
The following reports were noted by the committee
• Patient safety annual report was noted in May. The key highlights, the target was met
for reducing prone restraints (achieving the lowest number of prone restraint ever
recorded in the trust); however the target for restraints overall was not met. Pressure
ulcers documentation in District Nursing has improved. Duty of candour is better
embedded for moderate harm pressure ulcers.
• Deep dive on Violence and Aggression (patient to patient) The May committee
requested a deep dive into violence and aggression which was presented and noted at
the June committee. It was noted by the committee the high number of patient-topatient incidents particularly on female wards. A regular report will be provided to PQAC
going forward.
• Serious Incidents - There were 6 incidents declared as Serious Incidents in April (4) and
May (2). The committee note the key learning from these incidents
• Duty of Candour – Noted at both the May and June Committee
• CAS Alert – Full compliance has not been achieved and work is being conducted with
directorates to reidentify CAS leads.

Clinical effectiveness
The following reports were noted by the committee
•

•

•

•

Q4 Clinical Audit report and 2022/23 programme. The reports showing the number of
audits completed at national, trust and local level in Q4 was noted by the committee in
May alongside noting and approving the 2022/23 audit programme including the
national and trust audits.
Q4 NICE report. The committee was informed of the changes to process for the
implementation of national guidance and the current moderate risk relating to a small
percentage of historical NICE guidance not having evidence of being reviewed or
implemented. This is being monitored via the clinical effectiveness group
Research Annual report – The committee noted the significantly improved picture on last
year’s performance in June. Activity has now started to increase due to numerous
influencing factors including the restarting of research following the pandemic, and the
recruitment of a research nurse. The report is attached.
End of Life report –The report provided the June committee with an overview and gap
analysis against the End-of-life care community service inspection framework. An action
plan has been developed, which will be delivered and monitored through the end-of-life
steering group.

191

Patient experience
The following reports were noted by the committee
•
•

Support Network engagement Tool (SNET) The May committee noted that
completion of the tool continues an upward trajectory and that consideration will be
given to raise the target level at the next Trust Patient Experience Group meeting.
Patient experience report – The June committee noted that for Physical Health and
Mental Health services overall satisfaction remains the same, The level of feedback
has increased and back to pre-pandemic levels and work will start with Imperial to
analyse what people are saying and to pull out themes.

PQAC risk register
There are 20 risks across the PQAC subgroup this is an increase of 4 risks since the last report to
Board.
• Two risks have been closed, the overarching risk on the MCA (1237), which had been
replaced by the four new risks, and the risk on physical health checks, which is to be
replaced with a new risk on ECGs.
• 5 new risks have been identified, 4 relating to various aspects of MCA compliance and
2069, implementation of team dashboards. The committee agreed that 2069 should sit
with the infrastructure committee and then move to PQAC.
• Two risks have been increased to significant. Demand on the district nursing service
(1912) and demands on CMHTs (1844) has been re-worded so that it reflects both adult
and children’s mental health services.
• The committee agreed to tolerate risk (1921) responding to service delivery concerns and
therefore de-escalated from the Board Assurance Framework.
• 1800, resuscitation equipment risk has been reduced from significant (16) to moderate
(9).
• The risk relating to HMP Wandsworth (2004) has been re-worded so it better reflects to
current position.
Regulatory update
In June, the committee noted that the number of CQC enquires being received by the trust are
now back to pre-pandemic levels. The highest number of enquiries are being received from
service users within our Acute MH wards and Forensic and Prison services. The CQC insight report
identified a few areas of concern against the monitoring metrics, which are being actioned. The
committee were assured that this was predominately due to data quality issues rather than a low
reporting culture. The anonymous whistleblowing was responded to through the Medical
Directors immediate action, however due to unforeseen circumstances, the report was delayed
in being sent to the CQC.
Action required
The Board are requested to note the report
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Performance and Quality Assurance Committee
Wednesday 15th June 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose
of bringing this report
to the Executive
meeting?

3

Not Confidential
The purpose of this report is to assure the Executive on performance.
Performance is measured by looking at Variation in performance over the last 6 months
to identify any special cause of concern and then Assurance to see if we are
consistently passing or failing to reach the target. This will help us identify which
metrics we need to focus on for improvement.
At Trust level there are currently 15 metrics which have failed to meet target
(minimum) 3 out of the last 6 months.

•
•
•
•
•
•
•
•
•
•
•

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

Enc

4

Integrated Board Report
Vijay Chudasama, PMO Manager
Simon Henley Castleden, Programme Director
Iain Dimond, COO

•
•

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

Item

10798 Friends involved in care and treatment
10338 Percentage of patients who responded that they felt better because of the
help that they received from the team
11699 FFT, overall patient experience % good and % v good (ACS & CYP)
11703 FFT, overall patient experience % good and % v good (MH and CAMHS)
11702 FFT, overall patient experience % poor and % v poor (MH and CAMHS)
11403 Performance against 30 working day target for responding to complaints
11404 Performance against outstanding actions identified from complaints
10335 4 Must Do Items - Enough Information Received about Care and Treatment
11268 RTT – AHPs
10024 RTT – PT
10248 RTT - Incomplete Pathways (Community Health Services)
11520 72 Hour Post Discharge Follow Up (Self Harm)
10915 Early Intervention in Psychosis (EIP) - 2 Week Waiting Times (Waiting)
10323 S132
10322 CPA 6-month reviews

Performance is discussed within Directorate SMT meetings, and at the Trust executive
meetings
None
AHP – Allied Health Professional
CMHT – Community Mental Health Teams
CPA – Care Plan Approach
EIP – Early Intervention in Psychosis
FFT – Friends & Family Test
RTT – Referral to Treatment
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OT – Occupational Therapy
PT – Psychological Treatment
SNET – Support Network Engagement Tool
SNOMED - Systemized Nomenclature of Medicine (Clinical terms)
SW – Social Worker
Link to trust strategy

Link to Board
Assurance Framework

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

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

The Integrated Performance Report provides exception reporting on issues relating to
quality, including safety, experience, and effectiveness, to provide assurance that we
are meeting our quality targets and identify areas for improvement.
The Integrated Performance Report should be used to identify areas where further
investment may be needed.
The data within the report should be used to identify possible areas of inequality and
appropriate actions to mitigate this.
The report includes an indicator on the SNET and care planning / CPA reviews and
provides assurance that service users and their support network are fully involved in
their care.
Please see the attached Performance Report for May 2022.
Performance is measured by looking at Variation in performance over the last 6 months
to identify any special cause of concern and then Assurance to see if we are
consistently passing or failing to reach the target. This will help us identify which
metrics we need to focus on for improvement.
At Trust level there are currently 15 metrics which have failed to meet target
(minimum) 3 out of the last 6 months. Where possible, the breakdown of breaches to
compliance has been provided, ordering directorates in terms of highest impact against
the given target.
Metric(s)

• 10798 Friends involved in care and treatment
• 11703 FFT, overall patient experience % good and % v good (MH
and CAMHS)
• 11702 FFT, overall patient experience % poor and % v poor (MH
& CAMHS)
• 10338 Percentage of patients who responded that they felt
better because of the help that they received from the team
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• 11699 FFT, overall patient experience % good and % v good (ACS
& CYP)

Driver of
performance
issue

A difference between higher FFT satisfaction in physical health
than mental health persists which is consistent with national and
regional trends. More detailed and localised information is
required for teams to respond to from sources such as FFT.

Planned action
to address
performance
issue

The digital FFT text analysis pilot with Imperial is at a point where
we can implement locally from May to October 2022. Informatics
will utilise technology from the pilot to develop the local team
dashboard so that more specific issues can be understood from FFT
comments. This will allow more specific information to be given to
local team to inform their actions.

Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention

It is expected to require long term input.

Metric(s)

• 11403 Performance against 30 working day target for
responding to complaints
• 11404 Performance against outstanding actions identified from
complaints
• 10335 4 Must Do Items - Enough Information Received about
Care and Treatment
The current complaints activity continues to be predominantly
concentrated in adult mental health services, with greater volume
and complexity of complaints received.
Delays impacted by allocation of complaints to
available/competent investigating officers and some aspects that
make the process overly bureaucratic.
Trialling new approaches to complaint allocation via use of
experienced bank staff. Redesign of complaints process to support
early resolution with simpler assurance processes can speed up
process (but only effective once complaint has been allocated).
Training following redesign to build capacity going forward

Driver of
performance
issue

Planned action
to address
performance
issue
Timescale to
reverse
performance
issue

Local "learning" functions are needed to support specific change
programs based on Patient Experience feedback such as FFT. Such
work is best supported through our next steps in Building Block 3

Pilot for new model underway for completion September 2022.
Investigation Officer survey and interviews have yielded very high
response to inform redesign. Service user complainant interviews
have been recruited to and will commence June 2022. Redesign of
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Specific issues
requiring PQAC
attention
Metric(s)
Target
>95%

Driver of
performance
issue

assurance process through Datix being trailed through June 2022,
with input from Greenwich University simulation trainers.
Although lighter touch assurance will help speed up the process,
this relies on staff confidence and engagement in the process.
Building Block 3 will support complaints as a learning process
• 10024 RTT – PT
Directorate
Performance
No. of breaches
CYP
53.2%
119
CMH
84.8%
86
ALD
95.3%
3
ACC
95.4%
2
FOR
88.9%
1
ACS
100.0%
0
Overall performance for PT RTT in May was 77.9% (95% target).
Most breaches are from CYP and CMH, though both have slightly
improved on the April performance.
CMH: There has been an improvement to Bromley's figures due to
outcoming as 'treatment given' following a different protocol to
Greenwich and Bexley. The patient experience is more closely
linked to treatment being given at the start of the course of
treatment so Bromley are now moving to outcome according to
this protocol.
CYP: Consistently below performance target. There is a trust wide
approach that is going to be taken to review how we report on RTT
and to look at an alternative way to measure treatment start - CYP
have been asked to lead this as a pilot and work is about to
commence to review this. It has been acknowledged that the
current measure is not working across the trust and is not
reflective of the actual position and wait for treatment. The
measure records Psychologists rather than Psychological Therapies
so where we have teams made up of OT/Social Workers/ Nurses
who deliver the interventions, their contacts are not
recorded. This impacts on the reporting. This has been raised at
Directorate Performance Review and this is being taken forward by
Neil.
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Planned action
to address
performance
issue

CMH: Most waits are in ADAPT services. Waits in other services,
like ICMP and OPMH are due to significant staffing issues. This is
difficult to address without some centralised support for marketing
and recruitment. In ADAPT there is a higher level of demand,
introducing more group activity to address this. It is not clear that
this is reducing referrals to PT or for more intensive individual PT
yet; rather within PT services it is potentially just adding another
step that requires more resource although it does mean people get
something sooner. Other considerations could be trialling other
solutions that allow people to feel understood and connect with a
range of possible solutions based on an in-depth psychological
formulation of their difficulties.
An approximate demand and capacity analysis is underway as it is
likely that demand significantly outstrips capacity within ADAPT
and as such waits may be unavoidable.
CYP: CAMHS are undergoing redesign which will include changes to
the clinical modelling, therefore it would be helpful to review
changes to the measure with a view to implementation when
borough redesign takes place, to prevent unnecessary work for
data analysis in BO teams.

Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention

Metric(s)
Driver of
performance
issue

To review options for new reporting method and agree
implementation plan which considers the changes taking place in
all boroughs in the coming year.
CMH: Initial demand and capacity analysis and a plan for evaluating
the impact of groupwork should be in place by mid-June but
further progress may be limited after mid-June due to Head of
Psychological Therapies leaving.
CYP: End March 2023
CMH: Central trustwide professional leadership to promote
recruitment.
CYP: Support is required in agreeing appropriate metric and
resources in informatics are required to re-write metric. NHSE/I are
reviewing the 4ww target which will also need to be factored into
the future planning.
• 10248 RTT – Incomplete Pathways
This metrics only refers to CYP directorate. Performance against
this target remains below target, at 81.2% (against 92% target) for
May, improving from April.
Consultant led services in Greenwich still have vacancies. Current
recruitment has been unsuccessful, creating waiting list delays due
to capacity and increased demand. Significant increase in demand
against commissioned provision has worsened the wait times.
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Planned action
to address
performance
issue

The next recruitment campaign was extended to create more
Speciality Doctor roles (as these have the most applicant uptake)
to offset the Consultant vacancies it has not been possible to
appoint to. Under review is the implementation of non-medical
prescribers and HCAs to create more consultant capacity for RTT
delivery.
ADHD and ASD pathway inefficiencies are being explored and a
combined pathway delivery model is being constructed to address
these in pathway delays. Audit has noted delays in the referral
process. Current mapping of the referral pathway and a review of
the documentation is underway to ensure patients can be triaged
as quickly as possible.
There were successful interviews for the Greenwich Community
Paediatric Team and over-recruitment was agreed. There were 3
appointable candidates. These candidates should be in post by
September, so we should see an improvement from October.

Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention

March 2023

Metric(s)
Target
>95%

• 11268 RTT – AHPs
Directorate
Performance
No. of breaches
CYP
86.2%
223
ACS
96.8%
153
ALD
80.0%
10
FOR
12.5%
7
CMH
95.4%
7
ACC
97.1%
2
Overall performance at 94.0% (against 95% target), slightly
improving from April

Driver of
performance
issue

Consistent improvement in performance in CMH over past few
months, achieving target (95.4% against 95% target) for May.
CYP performance remains below target due to Consultant
vacancies. May position is 86.2%, with 223 breaches.
ALD and Forensics performance remains low at 80.0% (10 patients)
and 12.5% (7 patients), respectively.
For ALD the biggest driver is OT recruitment challenges leading to
reduced capacity (Greenwich and Bexley). All patients are being
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screened and clinically prioritised and we continue with
recruitment plans.
The patients for forensics are in the Forensic Intellectual and
Neurodevelopmental Disabilities (FIND) team, and all are data
issues and not in fact breaches.
Given the number of ACS breaches (mainly in Bexley Neuro/ SLT
Early Years Team), reducing these would also significantly
contribute to achievement of this metric at Trust level.

Planned action
to address
performance
issue
Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention

CYP: Interviews were successful, however it will take time for these
candidates to get into post, and to make an impact on the position.

Metric(s)

•

Driver of
performance
issue

This metric hit target (100%) for November, December and January
but missed the target since, with performance of 92.6% for May,
which after validation is 98% due to 2 breaches.

Planned action
to address
performance
issue
Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention

ACC: There is a well-established process in place, and it is not felt
that this needs reviewing. Analysis of the few breaches show that
these were booking errors. The directorate will remind all relevant
staff of the process to address these errors.
July 2022

Metric(s)

•

ALD: Recruitment
CYP: 3 – 6 months, depending on starting dates of new recruits.
ALD: 3 – 6 months
CYP: CCG funding is not consistent with the exponential growth in
demand. These ongoing pressures are reported by the CYP AHP
teams as having an impact on the recruitment and retention of
staff.

11520 72 Hour Post Discharge Follow Up (Self Harm)

10915 Early Intervention in Psychosis (EIP) - 2 Week Waiting
Times (Waiting)
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Driver of
performance
issue

Planned action
to address
performance
issue

Performance was 44.4% for May (although complete figure not
available until 14th June).
Staffing within the Bexley EIP team continues to be an issue. The
team is currently 2 RMNs down as well as having reduced Admin/
Social Worker presences (2 SW vacancies). This is impacting on the
ability to deliver the level of service they aim for.
Bromley EIP continue to receive a high number of referrals, which,
alongside staffing pressures are having an impact on the team
performance.
The team are currently going through the recruitment process to
replace staff and are looking to utilise bank staff in the interim.

Timescale to
reverse
performance
issue

3-6months

Specific issues
requiring PQAC
attention

Using bank staff to fill gaps have requested to work from home
which will not meet the service delivery for EIP patients, hence nil
bank/agency staff to date.

Metric(s)

• 10323 Ensure patients detained under the MHS are provided
with info as stated – recorded on Rio.
Achievement for April is 117 of 121 patients, which is 97% against
the 100% target.

Driver of
performance
issue

There were 3 breaches of s132 in May, one was HBPoS s135 the
other two were breaches in the Community Teams.
Directorate
ACC
CMH

Planned action
to address
performance
issue

Breaches
1
2

ACC: The breach has been audited by the HBPoS Manager and it
appears to be human error / oversight on recording, staff member
attempted to explain right but patient too unwell, refused to
engage. Staff member did not record this. The patient was brought
in and immediately assessed as requiring PICU due to their
behaviour.
A section 2 was applied and there is evidence of s132 being
completed at this point.
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The Manager has met with the staff member who was on shift and
has again clarified what is required as a point of learning in
supervision.

Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention
Metric(s)
Target
>95%

Driver of
performance
issue

CMH: Both patients were within Bexley, and the AD covering
Bexley will investigate and check that processes are in place to
record this information correctly.
ACC have a process in place, which just needs to occasional
reminder to staff.
CMH developing a more robust process

•

10322 CPA 6-month reviews
Directorate
Performance

No. of breaches

CYP
74%
50
ACC
85%
3
CMH
87.8%
400
ALD
100.0%
0
FOR
100%
0
Consistently below target performance, overall position at 86.4%
(against 95% target), with most breaches in CMH and CYP.
CMH: April was performance has improved to 87.8% with highest
proportion of breaches from Bromley and Greenwich ICMP and
ICMP teams. In ICMP, dip in performance in the last two months,
with approximately 50 patients CPA reviews outstanding. The ICMP
Service Line manager is developing a recovery plan with the Team.
Greenwich ADAPT – All outstanding CPAs were discussed at the
Greenwich ADAPT performance meeting on Friday and booked for
the next two weeks. Staff turnover has meant that the previous
approaches to booking have been less effective. The role of the
admin team has been adjusted to reflect this.
CYP: Performance consistently below target, at 74% in May, largely
due to vacancies in the service. Main areas of concern are capacity
in Greenwich and Bromley CAMHS Adolescent Teams from
vacancies in Q4 2021/22.
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Planned action
to address
performance
issue

Timescale to
reverse
performance
issue
Specific issues
requiring PQAC
attention

CMH: The role of the admin team has been adjusted to reflect
changes in admin roles within ADAPT teams.
CYP: Recruitment continues to support pressure in the teams.
Recent interviews have been undertaken.
Teams have attended clinical recording training and clinical
recording standards are addressed in induction.
CAMHS improvement group work and redesign continuation
contribute to longer term sustainability of clinical data compliance.
CMH: Current recruitment is being undertaken for Nurses and
Social Workers which will help address the issue once new staff
commence.
CYP: 3 – 6 months, by July 2022 depending on recruitment
progress
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Research Office
Annual Report
Financial Year
2021 – 2022

Background and Introduction

Research is a core, not peripheral, NHS activity - this is enshrined within the NHS
Constitution– and we should all try to become involved. This is because:
•

•
•

Robust research findings provide the foundation of quality health and social care
services, feeding into NICE guidance and other evidence-based practice
guidelines. They tell us what works and what doesn’t from amongst the huge
range of existing and new treatments and interventions
When we host research studies, we are able to offer service users and their
carers access to novel treatments and interventions that don’t form part of usual
NHS care, and our clinicians training in delivering them
By participating in research, we are helping to generate evidence which, when
implemented in practice, helps to drive up the quality of the services we offer
and leads to better outcomes for our service users and their carers and the wider
NHS.

Pandemic restrictions and pressures caused a national reduction in both research
activity and study recruitment, with most studies being suspended for the duration. The
gradual easing of restrictions in the final quarter of 2021/22 resulted in the re-opening
of studies and a corresponding increase in participant recruitment to them. The trust
has undertaken a root and branch review of its research function, with a view to
regaining past momentum, building upon past successes, and developing novel,
collaborative ways of working to further increase our research capacity. Doing so will
both make the trust an attractive environment in which to undertake research, whilst
also contributing the recruitment and retention of high-calibre staff across all
specialties.
This report provides details the trust’s performance in the 2021/22 Financial Year,
together with an outline of strategic developments and aims.
Research Annual Report - June 2022
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National Institute for Health Research (NIHR) Portfolio Study
Management Trust Performance
The following metrics are the most salient measures of the trust’s performance in
managing the NIHR Portfolio studies it hosted in 2021/22. Whilst performance targets
were, and continue to be, unmonitored by the Clinical Research Network (CRN) it is
important for the trust to meet them given their practical application.
Number of NIHR Portfolio studies open
FY 2020/21
FY 2019/20
19
8

137.5%

>

Note: Increase the number of NIHR Portfolio studies open at the trust. No numerical standard.

>

Note: Increase the number of NIHR Portfolio studies open at the trust. No numerical standard.

>

Note: Deliver 70% of NIHR CRN Portfolio studies to recruitment target within the planned
recruitment period.

Number of NIHR Portfolio studies newly-opened
FY 2020/21
FY 2019/20
14
5

180%

Proportion of NIHR Portfolio studies recruiting to time and target
FY 2020/21
FY 2019/20
89%
80%

11%

Total number of participants recruited to NIHR Portfolio studies
FY 2020/21
FY 2019/20
96
21

357%

>

Note: Increase the number of people recruited to NIHR Portfolio studies. No numerical standard.

>

Note: Issue confirmation within 40 days of receiving full valid document set.

>

Note: No numerical standard.

Time taken to issue trust confirmation for a NIHR Portfolio study to start
FY 2020/21
FY 2019/20
12 days
26 days

117%

New Principal Investigators
FY 2020/21
FY 2019/20
6
2

Research Annual Report - June 2022
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National Institute for Health Research (NIHR) Portfolio Study Totals
by Service Line
Service
Line

Total Number of Open NIHR
Portfolio Studies

% Recruitment of Total
Study Targets

Adult Community MH

7

33

Adult Community PH

0

N/A

0

N/A

3

0

3

145

Forensic and Prison

2

100

All Mental Health

3

14

All Directorates

1

188

Adult Acute and Crisis
MH
Adult Learning
Disabilities
Children and Young
People

>

Please note all studies are on target; data collection as of date range of report includes all open
studies in-year (newly-opened or extant).

National Institute for Health Research (NIHR) Portfolio Study Totals
by Borough
Borough

>

>

Total Number of Open NIHR
Portfolio Studies

Bexley

7

Bromley

6

Greenwich

8

Please note that individual studies can be open in 1, 2 or all 3 boroughs, so borough totals will
differ from service line totals.
Granular detail regarding recruitment percentage against total will be available in the half-year
update.

Miscellaneous
•

Six NIHR Research for Patient Benefit (RfPB) funding stream bids in process late
2020/21 and applications expected 2021/22, for which Oxleas is the lead NHS site:
o

ACTIVATE-C (ACTIVe Art ThErapy for Children in the community) (Sponsor Canterbury Christchurch University)

Research Annual Report - June 2022

3

205

o
o
o
o
o

Shared Decision Making in Conversations about Psychotropic Medication with
People with Learning Disability (Sponsor – King’s College London)
ChemSex in Prison Population (Sponsor – King’s College London)
Forensic Mental Health, Procedural Justice and Patient Recovery (Sponsor –
King’s College London)
NHS Staff Experiences of Providing Support or Intervention for Children with
Learning and/or Developmental Disabilities Exhibiting Feeding Difficulties and
their Families (Sponsor TBA)
Prevalence of Unmet Needs in Probation Services (Sponsor TBA)

Strategic Developments
•

•

•

•

Clinical Research Nurse appointed January 2022, funded by South London Clinical
Research Network (CRN). This appointment immediately resulted in a large increase in
study recruitment and improvements in study metrics as evidenced above.
Professor Andrew Forrester appointed as Trust Clinical Research Lead in September
2021, funded by South London Clinical Research Network for 6 months (1 PA a month).
Professor Forrester provides clinical and research expertise to the strategic aims for
research activity within the trust, with a special emphasis on developing our study
portfolio in Forensic and Prison Services.
Collaborative working with the Research Office of South West London and St George’s
NHS Foundation Trust. Such collaborative working provides increased sustainability,
and an economy of scale, resulting in greater opportunities for our patients and staff to
participate in hosted NIHR Portfolio studies. 0.2 WTE of a Research and Development
Manager funding has been topped sliced from the CRN financial envelope to support this
partnership..
Research scoping exercise undertaken in February 2022 has resulted in a database of
over 70 contacts with research expertise and/or interest. Identification of suitable
Principal Investigators is now significantly easier, and the contact list is being used to
draw up membership of a newly-invigorated Research Steering Group with
responsibility for guiding and developing a new research strategy for the trust and
oversight of the trust’s research function.

Future Plans





Joint co-development of the our research strategy with SWL&STG.
Further discussions are underway to examine the possibility of developing a single joint
research office and additional opportunities with the South London Partnership.
Restructure of the Quality Management team to build extra capacity and resource within
Oxleas for the research agenda.
Reinvigorate and continue to expand research within the trust and across the SLP, through joint
programmes and campaigns.
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Board of Directors
7 July 2022

Item
Enclosure

15
-

Please complete all sections by updating items in blue italics
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Executive meeting?

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

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

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

Building Block One – Delivering Quality Management
However quality impovement and innovation is integral to all 3 key
priorities and all building blocKS
1921: Responding to service delivery concerns
However quality impovement and innovation methodology is used to
mitigate the risks
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Please summarise
implications for:
Quality
Finances

Equality analysis
Service users/
carers/staff

Executive Summary

The Qi committee considers implications on the quality of care and
improvement in outcomes to support the development of a continuous
learning culture.
Quality improvements may have positive implications on the efficiency
and cost avoidance/effectiveness. Quality improvement will benefit
overall productivity, provide a return on investment and potential
savings.
The Qii committee considers the implications on equality and diversity
issues within the individual projects presented and identifies possible
areas of improvement driven by health inequalities intelligence.
This committee provides assurance and promotes a culture of continuous
quality improvement, around the quality improvement focus within the
Trust and as such accepts reports around our improvement involving our
service users, carers and staff.

EXECUTIVE SUMMARY
This meeting followed up on last meeting’s initial discussions to review the
new draft Terms of reference, discuss membership, committee workplan and
agenda items for future committee meetings.

Key Highlights, Issues and Exceptions

Service User Voice
Service user voice, including service user Governors if appropriate, should
feed into this committees’ conversations and vice versa – discussion planned
– finalise at July Committee.
Pseudoinnovation
Committee members reviewed research paper – discussion focussed on
feedback - suggest recognition and capture of all improvement work, what
works well, skills sharing and showcasing improvement work trust wide with
possible collaboration with the SLP. QMF infographic shared and feedback
received.
Committee proposed workplan
Draft shared, amended and approved – content to support improvement and
innovation goals without repetition at other forums. Directorate feedback
content to be tested and confirmed next meeting.
Terms of Reference and future committee membership
Checked membership appropriately represents scope. TOR agreed – will seek
approval from board. Agreed that observers/councillors/other members of
staff can attend for development opportunity.
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The committee were in support of the committee’s name change from
Quality Improvement and Innovation Committee (QiiC to Continuous
Improvement and Innovation Committee (CiiC).
Journal Club
This will feature at each meeting – next meeting agreed focus around
‘diffusion of innovation theory’.
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Item
Enclosure

16
16

Subject
Author
Accountable Director
Confidentiality/
FOI status

Business Committee (17th May and 21st June 2022 Committee minutes)
Alex Owoo – AD Financial Management & Planning
Azara Mukhtar – Director of Finance
N/A

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

This paper sets out the discussions that took place at the Business
Committee meetings in May and June 2022. It is intended to update the
Board.

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

None

Business Committee
N/A
AD – Associate Director
AFC – Agenda for Change
ICS – Integrated Care Systems
LA – Local Authority
QIA – Quality Impact Assessment
CCG – Clinical Commissioning Group
PICU – Psychiatric Intensive Care Unit
SLAM – South London and Maudsley NHS Foundation Trust
COO – Chief Operating Officer
CEO – Chief Executive Officer
CFO – Chief Finance Officer
DoF – Director of Finance
CIP – Cost Improvement Programme
SEL – South East London
MHIS – Mental Health Investment Standard
SDF – Service Development Fund
OPD – Offender Personality Disorder
LPP – London Pathway Project
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Link to trust strategy
Link to Board
Assurance Framework

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.
These are the live Business Committee risks
All the BC live risks have been updated for review in the June’s Business
Committee meeting
Updated risks:
•
•

1177 – Financial sustainability of the Trust in the medium/long term
1606 – Bed management - key cost driver

Closed and reopened risks:

•
•
•
•

Please summarise
implications for:
Quality

Finances

Equality analysis
Service users/
carers/staff

Executive Summary

1292 – 2022/23 Funding of AFC uplift for staff employed under LA contracts
1914 – 2022/23 Local Authority contracts for integrated and embedded services
1984 – 2022/23 SEL ICS Financial risk – Capital & Revenue – to be refined to revenue
risk only and capital risk to be transferred to Infrastructure Committee
1985 – 2022/23 Delivery of Financial Plan – to be merged with risk 1984

The report highlights the potential indirect impact on the delivery of
quality resulting from unsustainable financial performance. We have
introduced a QIA process that will ensure all the quality related
implications are considered and our risk register review also takes this
into account.
The report highlights our year-on-year reliance on non-recurrent
measures to meet our planned financial target. This is not sustainable;
we need to focus on delivering sustainable recurrent cost improvement
plans and increasing contributions from our service portfolio in order to
ensure that both our revenue and planned capital investment
programmes can be afforded. This impacts on all the 3 priority areas as
well as the 8 building blocks in the Trust strategy.
The report includes descriptions of risks relating to the financials of
workforce department as well as the cost of embedding Building a
Fairer Oxleas
The in-year positions reported are historical and as such have already
impacted on services and staff. The planning for H2 and financial
sustainability will consider activity, workforce and quality impacts
including costs and savings associated with strategic improvements to
staff recruitment and retention, service delivery and quality, accessibility
and responsiveness of models of care for service users and carers.

Financial Performance
The Trust delivered a breakeven position at the end month two. This is after
deferring income related to new programmes that are yet to start. The key
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income lines that have been deferred include 2022/23 MHIS, SDF and Physical
Community uplift. The position accounts for a total adjustment of £7.1m being
the Oxleas contribution towards improving the overall SEL ICS system deficit
following the 28 April submission. The adjustment has been phased equally
throughout the year and therefore two twelfths at Month 2. After adjusting for
the known items above, the deferral, after adjusting for the £7.1m, was £0.8m.
Key highlights: • Overall, income reported a £5.1m adverse variance. This is mainly
as a result of deferring income for programmes that are yet to
start. Between MHIS, SDF and Physical Community uplift, two
twelfths of the £10.3m new funding was deferred. The Trust also
reached an agreement with ICS to return £7.1m non-recurrently
to support bridge the deficit gap in the ICS. This effectively will be
met by the slippage from the new funding and our covid-19
funding allocation for this year. There is a scheduled submission
on June 20th. This will be an opportunity to revise the planned
income to reflect all the adjustments. The ICS is now in a position
to submit a break even plan with all NHS organisations submitting
break even plans as well.
•

Pay reported a £2.1m underspend. This was expected and reflects
the vacancies resulting from the new monies funding, that has
already been given out as budget, that are yet to be recruited into
(MHIS, SDF and Physical Community uplift). The Trust took over
the Kent lot 1 & 2 prisons, covering circa 225 WTEs. Some of these
posts are still vacant and it will be challenging to fill them, at least
in the short term. The trend however was circa £0.5m higher than
last month, this is partly due to the fact that we are recruiting into
some posts relating to the new programmes but also the use of
agency to fill vacant posts. Work is ongoing to permanently recruit
into these posts, the directorate is constantly advertising in
various forums to try and fill these posts.

•

Non-pay reported £3.7m underspend. Like pay, this relates to new
investments budgets that are yet to be fully allocated. Also, the
£1.6m relating to excess inflation, which the Trust has offered up
in the first iteration of stretch targets, is yet to be transacted. UEA
spend continues to feature on our exception list owing to the level
of bed activity taking place out of the Oxleas bed base. The M2
private acute bed usage compared to M1 did not see any
improvement, partially due to 3 beds being closed on Millbrook
ward. Male PICU reported a significant drop; from 165 occupied
bed days to 69 in M2. During May the Tarn opened an additional
bed taking their bed base to 13.

•

The Trust’s plan assumes a 3% CIP requirement in order to
breakeven. 20% of this has been identified and delivered, being
the contribution from new investments and bids agreed by the
start of April. The remaining will be delivered by a combination of
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recurrent and non-recurrent measures. Conversations with
directorates are already underway; we expect plans/schemes to
start to come in from June.
•

Agency spend was 12.5% below the NHSI assigned threshold. This
is a significant shift and can be explained by the use of temporary
staffing cover for most of the new programmes as well as cover
within our prison clusters. We are also hosting an NHSE
programme where most of the spend is via agency. This relates to
the NHS 111 programme.

Bids and Tenders
The Committee received updates on the following bids:
• Thames Valley Prisons – We were unsuccessful
• Greenwich Integrated Therapies – on-going
• Bromley Sexual Health service – Committee decided not to proceed with
this tender
• South West Prisons – A challenge has been raised on the outcome of Lot
1, 3, and 4 and as such no award can be made until this process is
finalised..
• Wandsworth prisons –the Trust had not received a response from SLAM
following the letter sent to their CEO as of the June Committee.
• Mental Health requirement for Women in the Courts – The trust was
successful in this bid, part of the LPP/OPD contract.
Bridges
The Committee deliberated on the response from the owners of Bridges
following a letter sent to remind them of the debt. A decision on a way forward
was taken. Details of the decision are on the June minutes.
2022/23 Operational planning update
The Committee noted the updates on the final submission of the 2022/23
operational financial plan submission. They received a detailed walk through on
the movements between the 28th April and the 20th June 2022 submissions. The
ICS as whole submitted a breakeven plan.
Risk register
The Committee carried out a detailed review of its risks. The key changes are
detailed in the June minutes:
• Risk 1177 maintain rating at 16
• Risk 1606 maintain current rating
• Risk 1984 split revenue and capital and merge with risk 1985
• Risk 1292 move to tolerated
• Risk 1914 move to tolerated
PA consulting: Financial recovery exercise
The Committee received an update on the on-going work of PA consulting. A
comprehensive discussion on what the System is doing to take forward some of
the areas of opportunities took place.
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Business Committee survey feedback.
The Committee noted the feedback from the recent survey of the Committee
processes.
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ICS
plan

The SEL ICS plan is set to be breakeven with all trusts expecting to submit breakeven plans on 20 June 2022.

The Trust delivered a breakeven position at the end month two. This is after deferring income related to new programmes that are yet to start.
The key income lines that have been deferred include 2022/23 MHIS, SDF and Physical Community uplift. The position accounts for a total
adjustment of £7.1m being the Oxleas contribution towards improving the overall SEL ICS system deficit following the 28 April submission. The
adjustment has been phased equally throughout the year and therefore two twelfths at Month 2. After adjusting for the known items above,
the deferral, after adjusting for the £7.1m, was £0.8m.

M2

Key highlights: •
Overall, income reported a £5.1m adverse variance. This is mainly as a result of deferring income for programmes that are yet to start.
Between MHIS, SDF and Physical Community uplift, two twelfths of the £10.3m new funding was deferred. The Trust also reached an
agreement with ICS to return £7.1m non-recurrently to support bridge the deficit gap in the ICS. This effectively will be met by the
slippage from the new funding and our covid-19 funding allocation for this year. There is a scheduled submission on June 20th. This will
be an opportunity to revise the planned income to reflect all the adjustments. The ICS is now in a position to submit a break even plan
with all NHS organisations submitting break even plans as well.
•

Pay reported a £2.1m underspend. This was expected and reflects the vacancies resulting from the new monies funding, that has already
been given out as budget, that are yet to be recruited into (MHIS, SDF and Physical Community uplift). The Trust took over the Kent lot 1
& 2 prisons, covering circa 225 WTEs. Some of these posts are still vacant and it will be challenging to fill them, at least in the short term.
The trend however was circa £0.5m higher than last month, this is partly due to the fact that we are recruiting into some posts relating to
the new programmes but also the use of agency to fill vacant posts. Work is ongoing to permanently recruit into these posts, the
directorate is constantly advertising in various forums to try and fill these posts.

•

Non-pay reported £3.7m underspend. Like pay, this relates to new investments budgets that are yet to be fully allocated. Also, the £1.6m
relating to excess inflation, which the Trust has offered up in the first iteration of stretch targets, is yet to be transacted. UEA spend
continues to feature on our exception list owing to the level of bed activity taking place out of the Oxleas bed base. The M2 private acute
bed usage compared to M1 did not see any improvement, partially due to 3 beds being closed on Millbrook ward. Male PICU reported a
significant drop; from 165 occupied bed days to 69 in M2. During May the Tarn opened an additional bed taking their bed base to 13.

•

The Trust’s plan assumes a 3% CIP requirement in order to breakeven. 20% of this has been identified and delivered, being the
contribution from new investments and bids agreed by the start of April. The remaining will be delivered by a combination of recurrent and
non-recurrent measures. Conversations with directorates are already underway; we expect plans/schemes to start to come in from June.

•

Agency spend was 12.5% below the NHSI assigned threshold. This is a significant shift and can be explained by the use of temporary
staffing cover for most of the new programmes as well as cover within our prison clusters. We are also hosting an NHSE programme
where most of the spend is via agency. This relates to the NHS 111 programme.
2

216 Overview continued….
Financial

CIPs
Risks

The Trust will continue to pursue transformational programmes. We expect to deliver some of our CIP non recurrently through vacancies.
The SEL ICS plan position is expected to be a breakeven by the June 20th submission. This is hugely backed by non-recurrent measures and
high risk or unidentified CIPs. In year delivery of the highly ambitious plan will be a key risk to both the ICS and Oxleas plan as further in
year measures may be required.
The live Business Committee risks have been reviewed and will be tabled at the June Business Committee meeting for review and
ratification. Extract of the risks have been included on the front sheet of this report to engender discussions with the Executive.

Capital

The Trust negotiated a capital allocation £10.9m from SEL ICS for 2022/23, with a further £4.0m drawn from the SEL ICS’s strategic fund
for redevelopment of the QMH site. YTD expenditure is currently £0.4m behind plan, principally due to slippages within the Estates
programme.
The Trust has adopted IFRS 16 Leases with effect from the 1 April 2022, whereby leases previously charged to the I&E are now recognised
as assets controlled by the Trust, with a corresponding liability to make lease payments. As a result the Trust has recognised £30m of
leases within Land, Buildings and Equipment, offset by £5m of lease liabilities within Creditors due within 1 year and £25m within Creditors
due after 1 year.

Cash

BPPC

Total cash is £134m compared to a plan of £119m. This is principally due to accrued expenses including £6.5m for provider collaboratives.
The Trust is also still awaiting a number of invoices for 2021/22 which were accrued at year end.

The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a valid invoice. The percentage of
invoices by volume which were paid in May YTD was 92% by volume and 88% by value, compared to 95% in April by volume and 97% by
value. The slight reduction is due to the number of invoice approvers being on annual leave.
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Statement
of Comprehensive Income

The Trust delivered a breakeven position at the end month two. This is
after deferring income related to new programmes that are yet to start.
The key income lines that have been deferred include 2022/23 MHIS, SDF
and Physical Community uplift. The position accounts for a total
adjustment of £7.1m being the Oxleas contribution towards improving the
overall SEL ICS system deficit following the 28 April submission. The
adjustment has been phased equally throughout the year and therefore
two twelfths at Month 2. After adjusting for the known items above, the
deferral, after adjusting for the £7.1m, was £0.8m.
• Income: £5.1m behind plan
• Overall, income reported a £5.1m adverse variance. This is
largely driven by a number of income deferments relating to
new investments that are yet to be recruited into as well as the
return of £7.1m to support bridge the system deficit gap.
• Pay: £2.1m underspend
• This is a reflection of the new monies and vacancies that are yet
to be recruited into. In addition, we have taken over a number
prison contracts where we are yet to fully recruit into. The trend
reported an upward position owing to the fact that we are doing
all we can to recruit into new posts.
• Non-pay: £3.7m underspend
• The key areas of underspend include, unallocated funds relating
to 22/23 new funding, this is partly offset by overspend in beds
and CIP plan.
• Agency Cap:
• agency spend now stands at 12.5% below the NHSI assigned
threshold. Temporary staffing cover is being used to cover most
of the programmes relating to the new monies

4
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Statement
of Financial Position

Debt summary
•

Total Trade Receivables stands at £14.6m at May 2022, a decrease of £0.8m from last month but
an increase of £2.5m compared to year end. £3.2m has been received since month end, including
£0.6m relating to debts over 90 days.

•

Debt > 90 days was £5.6 compared to £4.8m at M1 and £3.9m at year end.

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

LGT: £0.55m An agreement has been made with LGT to settle this debt along with £3m owed by
the Trust to LGT. This settlement will take place in June, once the year end has been completed.
RBG: £0.91m Staff recharges and s75 with payment expected in June.
GSTT: £0.49m QMH Pass through costs which has been escalated to management.
LB Bromley: £0.36m s75 charges which has been escalated to management
Bridges Healthcare Services: £0.25m. Debtor entered into voluntary liquidation. The Trust
has now issued a letter to the owners of the company, via our solicitors, to pursue a solution to
this debt.

Payments
• The public sector payments target is that 95% of invoices are paid within 30 days of receipt of
goods or a valid invoice. The percentage of invoices by volume which were paid in May YTD was
92% by volume and 88% by value, compared to 95% in April by volume and 97% by value. The
slight reduction is due to the number of invoice approvers on annual leave.
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Capital Investments
Key Highlights
The Trust negotiated a capital allocation
£10.9m from SEL ICS for 2022/23, with a
further £4.0m drawn from the SEL ICS’s
strategic fund for redevelopment of the QMH
site.
YTD expenditure is currently £0.4m
behind plan, principally due to slippages within
the Estates programme.
Regular monthly capital meetings are occurring
with both the Estates and IT teams with
Finance to ensure the Trust uses its full
allocation by year end.
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Risk Register

The table below sets out the current status of all the live Business Committee risks. Four of the 6 live risks are in-year risks. These have been closed and reopened
where relevant. The detailed proposed changes will be discussed at the June’s Business Committee for ratification. Extracts have been included in the front sheet for
the Executive to have a discussion on.
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 CYP: £525k underspend YTD
The underspend position is mainly driven by high vacancy levels across the Service, £165k underspent in month. Currently carrying 79.00 wte vacancies
within Psychological, nursing and A&C staff groups. Service continues to experience recruitment challenges locally. A rolling recruitment drive, which
includes overseas recruitment, has been put in place as part of the 2022/23 forward planning strategy to ensure that most of the vacancies will be covered
this year. Pay costs have remained relatively unchanged compared to previous year’s monthly averages. Income reported a £107k adverse position due to
in-month CASH budgets adjustments in line with contracts. Non Pay favourable position has benefited from new funding that is yet to be spent.
 Forensics: £27k underspend YTD
Income over-performance is the driver of the financial position; with Overseas patients and TILT running at 75% (9 out of 12 beds) and 94% (17 out of 17
beds) capacity, respectively. Pay is at a breakeven but reports the use medical agency to cover vacancies within Burgess and Danson wards. Across the
service, temporary staffing is used to cover staff sickness, long term segregation as well as increased seclusion observation. Safer staffing review is being
discussed with the Central Nursing team as well as exploring a co-ordinated Trust-wide recruitment drive. Non-pay adverse in-month position is driven
mainly by allocation of CIP target as well as significant increase in Bracton escort spend. This is being discussed with the Service. Savings schemes/plans
identification work is underway. Catering within the Memorial wards (Hazelwood and Greenwood) continue to overspend following the introduction of
"cookfreeze" (in-house catering discontinued and outsourced to ISS).
 South London Partnership (PCs)/ Complex Care (CC)
Subject to a year end 3 way SLP split.
 Prisons: £786k underspend YTD
The position is driven by pay and non-pay underspend within the Wandsworth and Kent clusters. Pay position is driven by vacancies which are being
partially covered with temporary staffing. The financial impact of this is managed through a more efficient rostering system. Both clusters pay position
include approved "gold rate" enhancement but excludes C-19 related sickness cover. The service continues to intensify on their substantive recruitment
efforts. Some of the Non pay spend on the new contracts are yet to crystalise.
 Adult LD: £142k underspend YTD
YTD favourable position is mainly being driven by Nursing and AHP staff groups high turnover rates and vacancies within Therapy and nursing staff groups.
Medical staffing budgets are however overspending due to high cost agency usage covering long term vacancies. Recruitment efforts remain in place to
mitigate the impact of bank and agency staff usage. Income has underperformed by (£37k) due to reduction in Extra Contractual Referrals (ECR) at Atlas
House YTD. Contract review is under way to establish mitigating actions.
 Acute and Crisis: £839k overspend YTD
The position is largely driven by private acute & male PICU Beds; cost of temporary staffing associated with sickness absence and close observations
and underperforming income generation model. The directorate has developed a revised bed management/ flow structures since Nov 2021 to increase
oversight and grip on flow and on private placements. This has not yielded the full anticipated benefits. Interface meetings between HR business partners
and team leads are ongoing to address sickness /absence. Work is ongoing to embed systems on wards to tackle increased observations. Observations
have increased in the last 4 months in Holbrook, Barefoot Lodge and TARN. Income generation has deteriorated in TARN for the past 4 months due
to closure of 4 income generating beds (one re-opened on 10th May 22). The tariff for income generating beds is also being reviewed.
Reduced beds on TARN have increased private placements for Male PICU. The plans for TARN model are being currently reviewed. The budgets for Hayes
Grove and PRUH MHAU have been allocated in M2 (c. £1m). Budgets for QE MHAS and Crisis Line are being reviewed for M3 reporting.
 Community Mental Health: £94k underspend YTD.
YTD underspend continues to be driven by high levels of vacancies not being backfilled by temporary staff mainly within Psychological and Nursing staff
groups representing £400k of the underspend. The underspends are however offsetting high overspends in Medical and Social Workers staff groups.
Medical staffing (£266k) overspent YTD is linked to the use of agency staff to cover vacancies and short term sickness pressures. Social Workers (£89k)
overspend is attributed to continued use of agency staff to cover vacancies and increased AMHP requirements. Workforce and skill mix review is underway
to mitigate high agency premium currently being incurred. Non pay overspend is being driven by the un-achieved CIP target of £178k YTD. This has been
partially offset by the benefit from lack of cost per case clients (Bromley) £84k and Bexley supported placements costs £27k.
 Community Physical Health: £360k underspend YTD
The underspend is driven by slow recruitment to Home First posts and previously existing vacancies within Nursing and AHP posts (mainly ECB and
Meadowview). c.£3.6m budget was allocated in M2 for Home First and UCR posts. Recruitment to Home First posts is underway.
Income underperformance is mainly due to lower than planned activity in Greenwich MSK (insufficient referrals from Circle) and Podiatric Surgery (limited
number of sessions available with the consultant). Non-Pay overspend against the budget is mainly due to CIP allocation which will be reversed once it is
fully allocated to pay lines.
 HQ Services: £227k underspend YTD
The underspend is largely driven by vacancies; the majority of which are likely to be recruited to in due course. In addition, Estates and8 facilities is
underspent on rent due to IFRS 16 (reporting on finance leases) with Interest element recharged out to the central position. Budget realignment will be
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Appendix
2 – Agency Analysis

Targeted approach to teams with high agency spend
remains in place with the agency taskforce regime
reinstated as and when required.
The weekly agency control panel continues to review all
agency requests for clinical and non-clinical. The only
exception relates to inpatient nursing roles and pharmacy
where the judgement is undertaken locally. We expect
increase in the overall agency spend as we rely on
temporary staffing to cover vacant shifts as well as the
programmes funded by the new monies.
In May we saw a significant shift in agency spend. Circa
£400k higher than the monthly average in the last 12
months. A sizable element of this relates to programmes
linked to the new monies, about £115k of the movement
is in the prisons directorate and another £40k relates to
programmes we are hosting for NHSE

•

2022/23 – agency ceiling remained unchanged from 2019/20.
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Appendix
3 – Bank Analysis

The monthly bank spend was significantly less
than prior month but in line with monthly
average. The key area of bank spend continuous
to be nursing.
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Appendix
4 – COVID-19 monthly spend
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Monthly spend by cost category
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Appendix 7: Cash Bridge
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Board of Directors
7 July 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

17
-

Report from the Partnership Committee
Susan Owen, Head of Risk and Governance
Jo Stimpson, Non-executive Director and Chair of the Partnership Committee
Ify Okocha, Chief Executive
Not confidential

To update the Board of Directors on the work of the Partnership Committee.

What risks/issues in the The report covers the following items:
report need to be
• Partnership working good practice example - Community Learning
noted or acted upon?

Disability Team
ICS update
SLP update
Partnership working within building block 2 - bolstering our service user,
patient, carer involvement and co-production
Partnership Committee 14 June 2022.
•
•
•

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

No such issues to note.

ALD – Adult Learning Disability
CLDT – Community Learning Disability Team
ICB - Integrated Care Board
ICS – Integrated Care System
LGT - Lewisham and Greenwich NHS Trust
SLP – South London Partnership

Link to trust strategy

The work of the Partnership Committee links to all building blocks of the
strategy.

Link to Board
Assurance Framework

1984 – 2022/23 SEL ICS Financial risk - Capital and Revenue
1914 – 2022/23 Local authority contracts for integrated and embedded services

Please summarise
implications for:
Quality

The Partnership Committee will consider how new and existing partnerships will
improve the quality of care provide by the trust and the SLP
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Financial
Equality analysis
Service
user/carer/staff
Executive Summary

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

EXECUTIVE SUMMARY (High-level / strategic summary)
Key Highlights, Issues and Exceptions
Partnership working good practice example - Community Learning Disability
Team
The committee received a presentation on partnership working in the
Community Learning Disability Team. The team were commended on the
positive work undertaken in a short period of time. The committee noted the
need for the team be more involved in planning services and having access to
information so that they could identify patients at the acute trust in a more
timely manner, and offered support if any issues needed to be escalated within
LGT.
ICS update
The committee noted the requirement for the ICS to develop a 5-year integrated
care strategy and a system plan by March 2022 and March 2023 respectively.
SLP update
The committee noted the report from the SLP. Going forward, it has been
agreed that the SLP deputy director will prepare an update to be included in the
‘for information’ section of the board pack.
Partnership working within building block 2 - bolstering our service user,
patient, carer involvement and co-production
The committee received a presentation on Partnership Working under building
block 2. The Involved model is in place, and work on co-production is being
taken forward. The committee noted how this will supports our work at place,
and how partnerships will become more formal as relationships develop.
Additional information/analysis
The minutes of the committee and the SLP report are available in the ‘For
Information’ section of the board pack.
Action required
For the Board of Directors to note.
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Board of Directors
7 July 2022

Item
Enclosure

Subject

Infrastructure Committee Minutes (Meeting 21 June 2022)

Author

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

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

18
-

For approval, information and to provide assurance to the Board

What risks/issues in the The Board are asked to note:
• Approval of the revised Oxcare business case
report need to be
• The review of TOPP and recommendation (separate agenda item)
noted or acted upon?
•

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

QMH Theatre Refurbishment Project contract costs (separate agenda
item)

Infrastructure Committee

None

CDC - Community Diagnostic Centres
DSPT – Data Security and Protection Toolkit
IC – Infrastructure Committee
LGT – Lewis and Greenwich Trust
QEH – Queen Elizabeth Hospital
QMH – Queen Marys Hospital
TOPP – The Oxleas Property Partnership

Link to trust strategy

Building block 7: Increasing Digital and Remote Service delivery
Building block 8: Making best use of resources
Estates and IT infrastructure underpins a number of the trust strategy priorities

Link to Board
Assurance Framework

1994: Cyber security strategic risk
2006: ICS capital regime

Please summarise
implications for:
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Quality

Service users/
carers/staff

The aspiration to deliver high quality environments across our Estate and make
best use of digital technology.
22/23 Capital allocation is being reduced from £14.9m to £14.2m
Cash buffer had been adjusted to £35m
Future restriction on capital expenditure may impact on some social groups by
inhibiting estate development
Approval of OxCare Business case will allow embedding of our personal
healthcare record over next 3 years.

Executive Summary

Estates strategy will seek to ensure the estate supports high quality accessible
service delivery and positive working environments for staff.
EXECUTIVE SUMMARY

Finances
Equality analysis

Key Highlights, Issues and Exceptions
Estates strategy review and approach to developing a new strategy
The committee received a presentation on progress against the current Estate
Strategy. A new strategy is currently being developed supported by a series of
workshops with service directorates to understand current and future needs.
Tender for the Provision of Trust Telecommunications & Associated
Infrastructure (Management and Maintenance)
The award of the contract to Conceptunet was approved and the committee
noted that the responsibility for management of this contract will move from
Estates & Facilities to Informatics.
Digital Strategy update
An update on year 2 of the digital strategy was presented to the committee, a
key focus going forward will be on supporting staff to become more digitally
confident to maximise the potential of our digital offer.
TOPP
The committee noted the review of TOPP’s activities and agreed a
recommendation to be considered by the Board (separate agenda item).
Informatics Update
The requirement for data security training needed to be completed by 95% of
the trust by the end of the month was highlighted. This is part of the DSPT toolkit
and many colleagues across the trust were involved in helping to reach this
target. Post the meeting it was confirmed that the target was exceeded with
95.94% of staff completing their training.
Oxcare Business Case
Following discussions of the Oxcare business case at the April Board, follow up
meetings with relevant parties were held to consider the issues raised at the
Board. As a result of these discussions, the business case was revised and
approved by this group. The revised business case was subsequently reviewed
and formally approved by the Infrastructure Committee. The reduction in value
means that Board approval is no longer required.
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Capital programme
Due to funds which had been previously committed to LGT for QEH development
no longer being made available. providers may have their capital allocation
reduced; for Oxleas this means a reduction from £14.9m to £14.2m.
Additionally, it was confirmed that the cash buffer had been adjusted to £35m.
Key strategic estates projects
The committee were updated on key potential strategic developments relating
to Plumstead Health Centre, Erith Hospital and CDC.
Theatre refurbishment project QMH contract costs
The committee recommends approval of additional spend above the previously
approved value, and use of the QMH theatre refurbishment contract as a vehicle
to undertake backlog maintenance work in the areas surrounding the theatres.
(separate agenda item)
Approvals
• The committee approved the Tender for the Provision of Trust
Telecommunications & Associated Infrastructure (Management and
Maintenance).
• The committee approved the Cyber Security Strategy
• The committee approved a recommendation in relation to TOPP
(separate paper)
• The committee approved the revised business case for OxCare
• The committee approved the additional spend relating to QMH Theatre
Refurbishment Project (separate paper)
Risk
No new risks were identified.
Additional information
The full minutes are attached which provide greater detail.
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Board of Directors
7 July 2022

Item
Enclosure

19
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

People Committee update
Rachel Clare Evans - Director of Strategy & People
As above
No

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

To update the Board on the May People Committee meeting.

What risks/issues in the The Committee noted the risks associated with the ‘cost of living’
report need to be
challenges and decided to have a deep dive on this issue at the July
noted or acted upon?
People Committee.
Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

Executive

Link to trust strategy

Big Priority 3: Making Oxleas a Great Place to Work

Link to Board
Assurance Framework

BAF risk 1213, 1471 and 1502.

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

No
BAFO: Building a Fairer Oxleas
WRES: Workforce Race Equality Standard
WDES: Workforce Disability Equality Standard

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

Cost of Living
The Committee noted the significant challenges arising from the
increasing cost of living, including fuel increases, grocery costs, travel
costs, ULEZ and more. This is having a significant impact on many of our
staff and is being raised in discussions with leaders. It was agreed that the
Committee would consider this in more detail at the next meeting.
Safe Staffing
Data collection reflected a period when there was high staff sickness and
reduced staffing capacity across the board. During this period there was a
revision of the Safe Staffing Policy, and this was separated from the
Rostering & Temporary Staffing Policy.
Recruitment and retention have remained an ongoing challenge, as with
other NHS organisations. The number of fee-paying students has
increased across England, and it is hoped that this will have a positive
impact. There has also been an increase in apprenticeships, number of
returns to practice, action learning sets for Ward Managers to support
teams and Professional Nurse Advocates will be providing restorative
supervisions.
There was a 20% vacancy rate for registered nurses during the census and
as such the acute admission wards, except Goddington Ward, were all
operating below the recommended establishment. PICU reported a
similar situation, but acuity and dependency data improved following
training. Older Adults displayed mixed results; Holbrook had higher
numbers of nurses than recommended, however, it was noted that the
acuity and layout of the ward demands this although a further review will
be undertaken. Scadbury reported low acuity and low occupancy at the
time of the census therefore professional judgement and not the MHOST
was used to determine staffing levels.
The Trust is exploring whether it can address the shortage of nursing staff
through international recruitment and has embarked on a pilot to initially
recruit 5 trained Mental Health Nurses. This has increased to 20 with 7
applications being progressed at present. There is also a wider piece of
work on workforce planning.
The Committee noted that ‘care hours per patient day’ is 8.5, which is
below median in the first quartile. This is a deterioration from previous
years. This indicates that Oxleas ward staffing levels are low and a
potentially a patient safety risk. Oversight of rosters needs to increase,
and Ward Managers and Matrons will be key in ensuring that quality
improves. Therapists are not always captured in the care hours per
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patient day data as they work across teams and therefore this information
needs to be extracted manually.
The staffing levels for the medium secure wards are within the
recommended levels, but do not reflect the database pattern, where FTEs
are about 25% higher than MHOST recommendations.
There will be a further review in June which will report back to the
September People Committee.
Guardian Service
The Committee agreed to a different timeline for report from the
Guardian Service to enable effective benchmarking against other Trusts.
Responsible Officer Appointment
The Trust is required under the regulation to appoint a Responsible
Officer (RO) who must monitor and evaluate the fitness to practice of
doctors with whom the designated body has a prescribed connection. The
Committee agreed to recommend to the Board that Dr Abi Fadipe should
be formally appointed as the Trust Responsible Officer.
Annual Report on the Revalidation of Medical Doctors
The Committee noted that there are 20 doctors due for revalidation, 10
were revalidated and 10 were deferred. It was noted that deferral is a
neutral act and tends to revolve around difficulties in obtaining patient
feedback which forms an important part of revalidation. Those that have
been deferred have a further year to obtain patient feedback.
It was noted that YG sits on the Revalidation Oversight Group in her role
as Non-Executive Director to provide assurance.
107 appraisals have been completed with 11 that did not meet the criteria
for timing of completion for reasons accepted by the RO. During the
pandemic, the appraisal process was amended to increase focus on staff
wellbeing and NHS England have continued with this method.
Guardian of Safe Working Hours Annual Report
The Committee noted the annual report regarding Guardian of Safe
Working Hours. It was noted that the report advises of the working
patterns for Oxleas doctors in training over the 12 months from April 2021
to March 2022.
There were 10 exception reports, and no fines were levied by the
Guardian. Issues of concern for the junior doctors include second on-call
room at Oxleas House and parking for trainees out-of-hours at Oxleas
House site. Parking is available from 9.00 pm – 8.00 am and we are
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requesting that this is available from 8.30 pm – 9.30 am to allow time for
handover. Estates & Facilities have met with the Guardian of Safe
Working Hours and a junior doctor representative regarding the second
on-call room to review alternatives and this requires further follow-up.
Long Standing Issues Group is chaired by Tom Clark to try and resolve
these issues.
The Committee noted that locum doctors now have access to Rio out of
hours and congratulated the leadership team for identifying a solution.
Staff Survey 2021
Scores relating to morale and engagement across the NHS are lower that
previous years because of the cost-of-living crisis, the legacy of the
pandemic, staffing pressures etc. London has particularly struggled with
issues around equalities and inclusion. The Trust’s scores on engagement
compare favourably with other trusts and reported the second-highest
levels of engagement amongst London Mental Health Trusts, however,
overall the scores reflect the challenging experiences of the last year:
Equalities, Wellbeing, Speaking Up, and Bullying.
Senior staff events are being used to explore all themes in more detail and
agree on the required leadership action. It was noted that local
Directorate action plans will also be developed. Directorates have done
well to increase staff engagement by 9% from last year.
Workforce Race Equality Standard (WRES)
The Committee noted that the Trust has made progress in some areas of
the WRES, however, there are concerns regarding WRES3 around the
percentage of Black, Asian and minority ethnic staff in a formal
disciplinary process. The number of formal disciplinary cases represents
0.75% of the workforce, which has reduced significantly by 39% compared
to the previous year.
The workforce is more diverse in 2021/2012 than it was in the previous
years, with 46.7% Black, Asian and minority ethnic staff and 51.7% White
(with 1.5% not known). Figures indicate that the diversity of the
workforce starts to decline from Band 7 upwards, however there has been
an increase in the percentage of Black, Asian and minority
ethnic staff at all levels except Band 8B. It was noted that there is a
separate medical workforce race equality report which started last year.
The Committee were pleased to note the positive improvement in terms
of recruitment and the likelihood of Black, Asian and minority ethnic
candidates being appointed versus White candidates. It was noted that
the Trust is nearing equity with White candidates 1.09 times more likely
to be appointed compared to Black, Asian and minority ethnic candidates.
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In 2021, the ratio across NHS trusts in London was 1.62, and in England it
was 1.61, therefore the Trust compares favourably to many other NHS
trusts.
During 2021/22, 51 Just Culture panels were held with 28 of these
progressing to a formal disciplinary process. There were 2 cases that went
to disciplinary hearings following whistleblowing investigations. All
disciplinaries were reviewed by an additional challenge panel involving
members of the BAMEx network.
Between 1 August 2021 and 31 January 2022 there were 222 internal
promotions in Oxleas. 163 were permanent promotions, as opposed to
fixed term or secondments and of these 55% of promotions to permanent
roles were staff who are Black, Asian or minority ethnic staff, 42% were
White and 3% of staff did not their ethnicity. This indicates that for a sixmonth period for internal permanent promotions Black, Asian and
minority ethnic staff have been more successful than White staff.
The Committee queried whether the diversity of the workforce is
reflective of the communities that the Trust services and it was confirmed
that the workforce is more diverse than Southeast London communities.
Workforce Disability Equality Standard
The Committee noted that the data used includes the results from the
Staff Survey 2021 where 52% of the total workforce responded, of whom
20% (rather than 32.3% as stated in the report) said they have a long-term
condition or illness or disability. The percentage of staff with an unknown
disability status has reduced further, which has been a year-on-year trend
and currently 13% of staff have not declared a disability status or the
status is unknown.
Disabled applicants are very slightly less likely than non-disabled
applicants to be appointed once shortlisted, the number of candidates
with a disability is still very low. 90.3% of shortlisted candidates are nondisabled people compared to 6.3% who have a disability. 3.4% of
candidate’s disability status is unknown.
The Committee noted that disabled staff have a poorer experience than
non-disabled staff in terms of harassment, bullying and abuse. 32% of
Disabled staff say they have experienced harassment, bullying or abuse
from patients, their relatives and the public, compared to 29% of nondisabled staff. This figure has improved compared to 2020/21, however
remains an unacceptable level. There is a significant contrast between
Disabled and non-disabled staff’s experience of bullying, harassment and
abuse from a manager with 14.5% of Disabled staff compared to 9.1% of
non-disabled staff. Disabled staff are more likely to report the
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harassment, bullying or abuse at work (62%) compared to non-disabled
staff (59%). We have worked planned with a specialist bullying
consultancy for the Autumn.
23.9% of Disabled staff compared to 12.8% of non-disabled staff felt
pressure from their manager to come to work despite feeling unwell. This
is worse than in 2020/21 and the difference between disabled staff and
non-disabled staff is significantly worse with further focus required.
Far fewer staff reported that the Trust had made adequate adjustment(s)
to enable them to carry out their work. 73.9% of staff who declared a
disability in the staff survey expressed satisfaction with the adjustments
made by the Trust to address their needs and to enable them to carry out
their work. The new centralised budget for reasonable adjustments
should help with this.
The Committee queried the disparity between the number of staff that
declared they had a disability in the Staff Survey and those recorded on
ESR. It was suggested that if a manager is unaware of a disability because
it has not been declared then they will not be making reasonable
adjustments or may be inadvertently discriminating against them. The
Committee were advised that in the Staff Survey this is described as a
long-term condition or disability which is more inclusive and reflects the
definition in the Equality Act, however, ESR has narrow categories and
does not include neurodiversity. Discussions are ongoing to include
‘neurodiversity’ as a separate category, however, these changes require
action by NHS Digital.
Apprenticeship Report
The Committee noted that as an apprenticeship levy paying public body,
the Trust has a statutory requirement to report annually on the
employment of apprentices. This is the first year that a mandatory
percentage has not been specified, however, the previous figure of 2.3%
has been used for reporting purposes. Reporting requirements for next
year have not yet been published by the government.
The Trust has substantially exceeded targets and has increased to 3.44%
in March 2022. There is an increased interest in apprenticeship training
which outweighs the number of opportunities available. It was noted that
there may be the opportunity to grow our own in high skilled areas which
are proving difficult to recruit to using the apprenticeship levy.
The Committee commended the team on the excellent work.
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Work Experience Programme – Springpod
The Committee received information about the trust’s new work
experience programme for the local 14–19-year-old age group in the
north Kent and Southeast London geographical area. Over 300 young
people took part in the virtual work experience programme, and this will
be repeated in the October half term. Excellent feedback had been
received.
It is hoped that the project will lead to better engagement with local
people for local jobs, which has the potential to increase the pool of the
Trust’s future workforce. NH stated that his only concern was raising the
aspirations of young local people and then failing to deliver external
apprenticeships, however, it was noted that this will be factored in within
workforce planning and ensuring that finances are available for
progression roles.
The Committee drew attention to two quotes included within the report
which were particularly powerful:
“I cannot fully put into words how grateful I am for this programme and
for being given the permission to participate in it”
“Your extraordinary effort into making the programme has been greatly
appreciated, as the programme has been invaluable to me in further
developing my knowledge of such a diverse and exciting industry”.
Religion & Belief at Work Policy
It was noted that the policy sets out the Trust’s intention to support staff
to exercise their rights to hold a religion or belief, or none, and to
participate in the observance of their religion in appropriate ways whilst
employed by the Trust and during working hours. The Trust is ahead of
other NHS trusts in have such a policy in place.
Further consideration is being given towards communication to ensure
that all staff and managers are aware of the policy.
The Committee approved the policy.
People Summary
The Committee noted the People Summary Report.
Following the approval of the Succession Planning Policy at the previous
meeting, there have been extensive meetings with Executive
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Directors/Senior Managers to agree local succession plans. A further
meeting will be held by June-July between Dr Ify Okocha and NonExecutive Directors to review the succession planning pack and any
themes from the 360-degree feedback.
The organisation’s ‘time to hire’ figures remain positive, however, it was
proposed that in future reports general and prison ‘time to hire’ figures
would be split to highlight the differences.
The Graduate Scheme was launched in May with applications received
from over 200 good quality candidates. The Trust is reviewing whether
we can increase the number of offers we make.
People Committee BAF Risks
All risks have been updated to capture recent activity. Following recent
discussion at the Board, it was agreed that Risk 1213 (vacancies and
recruitment pressures) would be increased to 4 which equates to a
significant overall risk rating as this has been highlighted in all Directorate
level risk reports. The Committee approved the recommendation to
increase Risk 1213 to a significant risk.
Forensic & Prison Workforce Directorate Update
Lawrence Mack (Director of Forensic & Prisons) provided an update on
workforce within the Forensic & Prison Directorate. There are currently
high vacancy levels for Band 5 RMN’s which is resulting in increased bank
and agency usage with financial implications, whilst retention is also
proving challenging. Exit interviews are being undertaken to ascertain
reasons for leaving the Trust. Reasons are multi-factorial and include lack
of support (induction, leadership, supervision etc.) which can be focused
upon, as well as life changes, seeking promotion or the role simply not
being for them.
The view of the Board is that the Trust is expanding within prisons and
therefore this issue needs to be resolved, not only in London but the
wider geography. The Committee discussed a children’s palliative care
setting that suggested that when staff reach a level of seniority, they
crave innovation or change and this particular setting implemented a
rotation programme between hospices, children hospital and university
along with educational programmes which was successful.
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Board of Directors
7 July 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?
What risks/issues in the
report need to be
noted or acted upon?

Item
Enclosure

20
-

Report from the Audit and Risk Assurance Committee
Susan Owen, Head of Risk and Governance
Steve Dilworth, Non-executive Director and Chair of the Audit and Risk
Assurance Committee
Azara Mukhtar, Director of Finance
Not confidential
To update the Board of Directors on the work of the Audit and Risk
Assurance Committee.
Since the last meeting of the Board of Directors, the Audit and Risk
Committee has met three times.
Ordinary meeting on 17 May 2022
The committee approved the NHS England/Improvement self-certification
and Code of Governance review, as delegated by the Board of Directors.
The self-declaration has since been signed and published on our public
facing website.
An update on the other matters discussed at this meeting is covered in
the Executive Summary.
Extraordinary meeting on 14 June 2022
This meeting was convened to approve the Annual Report and Accounts
2021/22.
Pending changes discussed at the meeting, the Annual Report text was
approved.
The committee received an updated version of the Financial Statements
2021/22, plus the external audit findings as of 8 June 2022, the draft
opinion on the statutory audit, and the draft letter of representation.
The committee noted that a number of areas were not yet closed, and
further work was needed to address the outstanding issues.
The committee noted that the value for money (VFM) review would be
presented to the July 2022 meeting for approval, that this would be
circulated to the Executive Team in advance of the committee meeting.
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Extraordinary meeting on 21 June 2022
This meeting was convened to approve the final versions of the Annual
Report and Annual Accounts 2021/22. All changes made since the
previous meeting were reviewed and agreed. The committee confirmed
approval of the Financial Statements 2021/22.
The committee reviewed the External Audit Findings Report (AFR) and
noted the additional two recommendations within the document. These
related to the following areas with management providing appropriate
responses to avoid any issues in future audits:
1. Timely and accurate finalisation of E-Roster information to
support payroll payments, including bank shifts
2. Floor areas used in valuations to be fully corroborated and
assured by the Trust prior to submission to Trust Valuers
3. Assessment of drawdown of timings of deferred Income
4. Trust to review if assets fully depreciated assets should be
disposed of and removed from the asset register
The committee reviewed the updated Letter of Representation and
approved the letter. The external auditor Grant Thornton LLP confirmed a
clean audit for 2021/22 with an “unmodified” opinion (financial
statements free from any material misstatements and comply with
accounting principles).

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

Link to trust strategy

The signed annual accounts, text of annual report, AFR and other
supporting documentation/statements were submitted to the national
portal by noon on 22 June 2022, in line with the national deadline.
Audit and Risk Assurance Committee 17 May 2022
Audit and Risk Assurance Committee 14 June 2022
Audit and Risk Assurance Committee 21 June 2022
No such issues to note.
AFR – Audit Findings Report
DSP – Data Security and Protection toolkit
LCFS – Local Counter Fraud Specialist
NHSD – NHS Digital
PQAC - Performance and Quality Assurance Committee
VFM – Value for money
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.
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Link to Board
Assurance Framework
Please summarise
implications for:
Quality

The Board Assurance Framework update is covered under a separate
item.

Service
user/carer/staff

The work of the Audit and Risk Assurance Committee enables the trust to
identify risks and receive assurance on clinical quality and data quality
through the internal audit programme and the value for money review.
The work of the Audit and Risk Assurance Committee enables the trust to
identify risks and receive assurances relating to financial controls,
financial sustainability and making the best use of resources.
The internal audit plan supports the trust to identify and address
inequalities. Cost Improvement Plans are subject to a Quality Impact
Assessment which will take account of equality issues when assessing
potential impacts on services users or staff.
The internal audit plan includes audits relating to service user, carer and
staff engagement.

Executive Summary

EXECUTIVE SUMMARY (High-level / strategic summary)

Financial
Equality analysis

Key Highlights, Issues and Exceptions
KPMG progress report and recommendations tracker: The committee
noted that contingency days from 2021/22 are being used to undertake a
review of the Fit and Proper Persons Test. The terms of reference of the
job planning review have been drafted. There are three overdue actions
which have revised forecast completion dates, and two high priority
actions which are not yet due. The committee noted that management
should take the timing of governance processes into account when
agreeing deadlines.
KPMG audits - Data Security and Protection (DSP) toolkit: The
committee received the Data Security and Protection (DSP) audit. This
has been rated as significant assurance with minor opportunities for
improvement (amber/green), with two medium and four low priority
recommendations. The committee noted that this rating is informed by
the NHS Digital (NHSD) assessment of assertions.
Annual Internal Audit Report and Head of Internal Audit Opinion
2021/22: The committee received the final Annual Internal Audit Report
and Head of Internal Audit Opinion for 2021/22. The overall opinion is
significant assurance with minor improvements. The committee noted
that this is a positive outcome and consistent with 2020/21.
Internal Audit Plan 2022/23: The committee received the final Internal
Audit Plan for 2022/23. The plan is a combination of reports needed to
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support the Head of Internal Audit Opinion and a risk-based review linked
to the Board Assurance Framework. A reserve list is also included.
Local Counter-Fraud Specialist Progress Report: The committee received
the Local Counter Fraud Specialist (LCFS) report. The proactive plan for
the year has been completed. Awareness sessions have been delivered in
key areas, including prisons, and newsletters have been issued. There has
been an increase in the number of referrals, with two cases open to
determine if any fraud has occurred.
Local Counter-Fraud Specialist Conflicts of Interest Report: The
committee received the LCFS conflicts of interest report. This found that
overall, processes are well designed and operating effectively. The
committee discussed whether the definition of a decision maker should
be wider for the annual nil declarations process, and it was agreed that a
proposal would be brought to the July 2022 meeting of the committee.
The committee noted that the low number of declaration of gifts and
hospitality was due to the change in national guidance on the value to be
declared, and this has been further compounded by the pandemic.
Local Counter-Fraud Specialist Annual Report 2021/22: The committee
received the LCFS Annual Report 2021/22, which included the functional
standard review. Some elements are rated as amber, as the aspects on
embeddedness are more difficult to assess.
Local Counter-Fraud Specialist Annual Plan 2022/23: The committee
received the LCFS Annual Plan 2022/23. Proactive reviews planned for
this year include sickness absence management, the use of single tender
waivers and conflicts of interest in procurement processes.
Annual review of terms of reference for the Audit and Risk Assurance
Committee
Minor technical updates were made to the terms of reference, but it was
noted that a survey of committee effectiveness is in progress, so changes
to the terms of reference may be needed in light of the results. The
committee approved the terms of reference pending inclusion of single
tender waivers.
Clinical Audit Plan 2022/23: The committee received the Clinical Audit
Plan for 2022/23. The committee agreed that it was content for the
Performance and Quality Assurance Committee (PQAC) to take the lead
on approving the plan, and asked for more detail on the governance
arrangements, which was subsequently circulated to the committee.

245

Single tender waiver update: The committee noted three single tender
waivers, all of which had been reported to the Executive Team, Business
Committee and the Board of Directors.
Policy update: The committee noted and approved changes to the Antifraud Policy.
Additional information/analysis
The minutes of the committee are available in the ‘For Information’
section of the board pack, and any of the reports mentioned are available
on request.
Action required
For the Board of Directors to note.
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Item
Enclosure

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

For information and assurance

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

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

21
-

-

Positive audit scores and evidence of directorates analysing the
findings and taking action
- On-going work to improve management of kitchen sharps.
- Climate Assessment survey being undertaken to understand the
health and safety culture in the Trust
- Steady improvement in Peoplesafe scores
Health and Safety Oversight Committee
No

Link to trust strategy

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

Link to Board
Assurance Framework

1471: Staff experiencing violence, aggression and discrimination at work

Please summarise
implications for:
Quality
Finances

The health and safety strategy and programme of audits are designed to
ensure the health and safety of staff, patients and visitors and is key to
the delivery of high quality services.
No significant issues.

247

Equality analysis
Service users/
carers/staff

All safety issues need to be considered and managed taking account of
the needs of each individual.
The committee seeks assurance that the safety of staff is properly
managed.

Executive Summary

EXECUTIVE SUMMARY
The Committee received an update on progress to improve risk
assessments and operational management of kitchen sharps. Close
oversight of progress is being maintained,
The Committee noted the Climate Assessment survey being undertaken to
get a sense of the health and safety culture in the Trust.
An open and wide-ranging discussion about health and safety risk took
place in advance of the Board awayday. The broad themes included H&S
culture, management and staff pressures and capacity and incidents of
violence and aggression.
Presentations were received from both MH Community Services
Directorate and CYP Directorate. Both demonstrated the value of the
information being derived from audits and monitoring and the detailed
analysis of these within directorates to guide focused action on key areas.
The Committee were advised that the average score in audits was 87.22%,
and Peoplesafe usage figures were steadily improving and stood at 84.5%
at the end of April.
Additional information/analysis
Further detail of audit scores is available on request.
Action required
To note
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Item
Enclosure

22
22

Subject
Author
Accountable Director
Confidentiality/
FOI status

Board visit Reports
Various
Andy Trotter, Chair
Public

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

For the Board to note the feedback shared by colleagues during the visits
and actions required.

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

Link to Board
Assurance Framework

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

Executive Summary

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

Several contacts have been undertaken by Board members over the
past months with services and the attached summarises these visits
and outcomes. An action log is maintained of the issues raised and is
monitored by Service Directors.
Issues raised by colleagues include:
• Staffing difficulties including getting temporary medical staff in
role
• Cardiology pathway
• Hydrotherapy pool closure due to Covid-19 infection control
• Increase focus on community physical health services in internal
communications
• Access to space for telephone consultations
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ALD Board visits
Date of visit

27th April 2022

Service and Location

Can You Understand it Group (ALD
Service) – Queen Mary’s Hospital

Attendees

Andy Trotter – Trust Chair
Iain Dimond – Chief Operating Officer
Lorraine Regan – Service Director

Brief description of service
The Can you understand it? team are Oxleas Learning Disability Editorial team who review easy read
information for the trust. The team is made up of 8 members and 3 staff. The team meet once a
month and get paid. The team was set up in 2009 and to date have reviewed over 60 leaflets. They
have also contributed to videos about the hospital passport and black book.
A number of them also sit on interview panels having attended a training session.
Some of the members have presented a workshop at Learning Disability Today and contributed to a
couple of journals.
They work very well together and have a lot of respect for each other.

Overview of visit

The team were very pleased that we had been able to join them face to face and described how
this was only the second time they had met face to face since the start of the pandemic. They
have continued their work virtually and we heard from members of some of the challenges in
working remotely.
A the meeting we joined they were reviewing the leaflet being used for the involved membership.
The group had some good suggestions and were keen to have our input.
We also looked at a leaflet they had reviewed recently relating to our work with veterans.
It was a very positive visit and the group were very engaged. We asked if there was anything we
could do for them, one member shared how they have been keen to have a high profile visitor to
the group to see all of the amazing work that they do, they said the type of visitor they would like
would be a member of the Royal family or a politician.
Andy committed to talking to the new MP for Bexley to ask that he visit the team.
No other issues were raised.

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

Issues raised

Would like a high-profile visitor

Action
Andy to ask the Bexley MP
Louis French to visit the team

By who By when
Andy
Trotter

End of May
– Action
completed
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Date of visit

Monday 16
May

th

Service

Bexley Children and Young
People’s Speech and Language
Therapy Service

11.30-1pm

Attendees
Lisa Thompson – SD
Sophy Proctor - NED
Paula Johnson – Service Lead
Jo Copp – Early Years Coordinator
Apologies:
Sabitha Sridhar - CD
Rachel Clare Evans – Exec

Brief description of service

Service outline:
The Bexley Children and Young People’s Speech and Language Therapy service (SLT)
provides an innovative and dynamic service dedicated to children and young people
presenting with speech, language and communication needs (SLCN), as well as eating,
drinking and swallowing disorders (dysphagia).
The Bexley Children’s SLT service provides and contributes to specialist assessment;
diagnostic services; intervention and advice; multi-disciplinary working; case
management; training; transition support.
The service works collaboratively with education, health and social care services to
provide appropriate on-going care for this group of children and young people. The team
also provides advice, training and support for families, other children’s services and
voluntary organisations who work with children and young people.

Overview of visit

The team: 47 people (rapidly growing) and with approx. 6 vacant roles. The team won ‘Team of
the Year’ and Amy Constance, a team member, won Wellbeing Champion the previous year. They
are positive and feel this is a supportive team. During our visit we also spoke to a parent, child,
SLT therapist and visiting teaching assistant following an appointment, which provided valuable
additional insight and perspective (and demonstrated the close working relationship between the
team and schools).
Demand: They’re experiencing very high demand, particularly post pandemic. There are a number
of factors, including:
- changes in SEN assessments with schools. As SEN provision has been better identified,
more is being commissioned (with school services, work is commissioned from Local
Authorities). This is positive but has led to recruitment issues – more staff needed.

252

-

During the pandemic it was difficult to carry out some services, meaning demand
increased as lockdown ended. Particularly difficult to work with school closures.

External relationships: The relationship with the LA works well with schools services, with schools
commissioning work and lots of joint working. However there has been an increase in work that is
not paid for – e.g. attendance and support to the LA at SEN Tribunals (where parents challenge
decisions). This was previously very limited, but is now at over 10 a week, having a huge impact on
staffing time.
Staff also need guidance/support for work with tribunals – a suggestion is sharing support with
Greenwich (who use Bond Salon).
In Early Years there is currently no integrated pathway and no recognition of the first level of
support, with no cohesive planning. This means referral rates are very high. Has been difficult to
engage with the LA over this, and connection with the commissioners needs improving.
Early Years waiting lists: Waiting Lists were at 7 months last year. After a review of the screening
process they have reduced to 4 months. This is positive but has increased complaints from
parents, as screening appointment times had to be reduced to 20 minutes. A difficult balance.
There is also a high turnover in the EY sector overall, which has a knock-on effect on the service.
Challenges:
- Infection control restrictions have impacted on the work carried out by teams. Cleaning all
toys takes longer (and means they use fewer, as the time spent cleaning impacts on
appointments). They need to wear masks when visiting schools, although school staff are
no longer wearing masks. Mask wearing is also an issue for second language speakers,
who need to have interpreters.
-

Recruitment: Team members are retiring, and this has led to team lead experience lost. In
the sector, the bursary has been removed, having an impact on the number of potential
new recruits. Apprenticeships locally have not taken off with SLT and discussions are
continuing with Greenwich University. They have been exploring innovative solutions –
e.g. students coming in at band 4, learning skills, then joining as band 5 when qualified.
They are proud of the internal support structures – this is a cohesive team.

-

Big operational load on managers at band 7/8a. HR support is limited so this can cause
issues in things like managing long term sick leave. They have an HR business manager but
only for 3 days a week – this time allocation hasn’t increased as the team has grown.
There is a perception that CYP is a ‘small directorate’ but it is actually spread across
boroughs and has a high number of part time roles. There is also a lot of admin carried out
by the team – they feel their admin capacity should be increased to free up team
members.

-

IT functionality – trying to do RIO transformation but this has become fragmented, with
staff not having requisite permission to make changes. “We feel like we spend a log of
time doing things we aren’t necessarily best placed to do. Equally, we do a lot of ITrelated admin – but are blocked by system issues. In some places we can carry this out,
but need to be able to do this.” Staff are feeling overloaded by this.

There are also some practical requirements identified – better signage (although this has
improved since the previous visit in 2019), and a need for more double PC screens for the Schools
team.
Positives: There is considerable CPD and participation in QI and other initiatives. There are lots of
working groups – e.g. Zero Delays vs Fulfilled Workforce. They have a Research Champion working
a day a week, looking at access needs for people with communication needs – a hidden disability
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that is often not recognised in interactions with patients and carers. This has the potential to have
a positive wider impact across Oxleas – it will go on learning centre.

Co-production – they engage with Bexley Voice to hear from parents. There are high levels of coproduction across services, particularly with care plans in Early Years, parents are engaged in this
and are a core part of the process.
BAFO – the team fully understand and are on board. They have their own group within the
service. They are aware the team isn’t diverse – there are no BAME members – and are looking at
ways to address this (working within the wider context – SLT is one of the least diverse
professions). Actions include going out to local schools to promote the roles in the service as
future career opportunities.
They are also engaged in QI, looking at bi-lingual work. For this they have looked at the pathway,
guidelines, interpretation. Currently interpretation services are out for tender. This has had an
impact on those on waiting lists who need interpretation – i.e. contributing to health inequality.
Overall a very informative visit with challenges and positives clearly identified, and constructive
solutions suggested.
Actions will be reviewed regularly by service directors and a board visits action tracker will be used to
monitor progress

Issues raised

Benches for staff in
community garden space
Connection to local services
for Early Years provision
HR and admin support for
the team

Tribunals – increased
demand to provide
assessments for EHCPs and
attendance at tribunals
without increased capacity
Lack of double screens in
Schools Team
Infection control protocols

Action

Funds available for staff
wellbeing which can be
accessed via Staff
Assembly
Discussion to take place
with commissioners
Team to review their
budget for increase in
admin allocation

Assigned To

Deadline

Lisa Thompson

31 July 2022

Paula Johnson

30 June 2022

Julie Longthorne

Rachel C Evans
Increased time for HR
support to team – explore
with HR
Raise with Head of SEN
Lisa Thompson
Bexley LA

Double screens to be
purchased
SLT to be able to return
to pre-pandemic controls,
given the nature of their
work and working
environment.

30 June 2022

31 July 2022

Paula Johnson

30 June 2022

Logan Watkins

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

11 May 2022

Service
Bexley Community
Mental Health Teams
ADAPT & PCP

Attendees
Jane Wells Director of Nursing
Lorraine Regan Service Director
Kemi Mateola Clinical Director
Stephen Dilworth Non-Executive Director

Brief description of service
The service model is a locality-based pathway of care which offers a range of services comprised
of:
• Primary Care Plus (PCP) pathway which is the direct link between primary and secondary care
services and focuses on tele-triage, providing direct advice and support to GPs and directing
service users to the pathway that will specifically meet their needs.
• The ADAPT Pathway provides focused, therapeutic interventions to adults residing within the
respective Boroughs who require care and treatment for Anxiety, Depression, Affective disorders,
Personality disorders & Trauma

Outstanding issues from previous visit - none
Issues explored
•
•
•
•

Freedom To Speak Up
Strengths
Challenges
Recognition

Overview of visit

We met face to face with clinical leads and operational managers. They are a good positive team
even though the visit included some fair criticisms of where we need to get better.
1. Freedom to Speak Up (FTSU)
The understanding of and access to FTSU services and trust in the system was confirmed with the
team.
2. Strengths
The team highlighted the support that they receive within Oxleas as a key strength. One team
member had previously worked as a band 6 and left to work in a neighbouring Trust but soon
returned. She said that “having been away from Oxleas, since my return I’ve noticed that our
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leadership and development is so much better than other organisations…I’m very supported in my
role”. Others commented: “the team within ADAPT are incredibly honest with one another” and
“there isn’t a big divide between the team and senior management”.
In recognition that it is difficult to find time for reflective practice they have continued to pair up
staff (nurse with a social worker / occupational therapist) for reflective practice to focus on clinical
matters rather than operational issues. This was set up by the consultant psychologist some time
ago and continues to be very successful.
Good examples were shared of technology in action to improve service: such as patients are
initially engaged virtually in on-line psychoeducation and then move on to face to face group
meetings. These patients probably wouldn’t have engaged at all if the meetings were face to face
at start and when they moved to face to face groups, they already knew the group members from
the on-line virtual psychoeducation. The team are offering more virtual appointments than precovid to offer flexible access, but it doesn’t suit all patients or treatments.
Waiting lists have been halved by introducing daily Primary Care Plus screening meetings. DidNot-Attend appointment rates have been reduced significantly due to the administrative team
contacting patients directly to make appointments. The team have identified that there are some
data anomalies about the open caseload, for example, there may be good reasons why a case may
be left open on Rio but not needing regular contacts, such as a biannual review by a social worker
for out of area placements. The backend of RiO cannot differentiate these cases.
Other initiatives are in progress. The pros and cons of setting up a defined clozapine clinic
caseload are being explored so that they are in stand-alone metrics. It is thought that a clinical
role for a clinic would have limited variability and may be less attractive. The team recognise that
they need to be more robust with General Practitioners as many patients referred by Hone
Treatment Teams could be followed up in primary care. The primary Care Hub will be able to
support this further as it must have mutual benefits for both primary care and mental health
teams.
The team have active wellbeing champions and are keen to have structured away days to
reconnect. We discussed the use of charitable funding to support.
3. Challenges
Impact of recruitment
Staff recruitment and the long waiting list remain key challenges. The impact was described as
“staff are very stretched and under pressure; it can be hard to maintain a compassionate
attitude”. They know that the Trust are aware of the issues but there is no easy solution.
They consider that the best way to reduce the waiting list would be to recruit more staff but also
noted that other mitigation actions have been taken.
The team highlighted a need for more medical support which is being explored but they may need
to get senior specialist doctors as locum psychiatrists are not available. They would also like to
consider more advanced clinical practice roles and independent nurse prescribing.
Information Technology (IT)
Concerns were raised over poor IT connection and induction processes. It takes too long to get
new recruits up and running with their IT kit and RiO access, sometimes up to 2 weeks. This
results in a loss of productivity. This has been raised previously so we agreed to follow up.
Clinic room
The team urgently need another clinical room as they only have one. This is being explored
through the capital planning.
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4. Staff Recognition
We wanted to recognise Donna Bain who works on reception. She was dealing very efficiently
with a queue when we arrived but also had a service user on the phone who wanted urgent
contact with a consultant. She knew the caller and was very patient with him but still dealt with
the call as speedily as she could without alienating the caller or those at the reception desk. She
was an excellent example of what you would want from someone working on reception. As the
first contact that many people would have with Oxleas at the Erith Centre, she is a great
ambassador.

Actions will be reviewed regularly by service directors and a board visits action tracker will be
used to monitor progress
Issues raised
Access to IT equipment and
RiO access for new starters
Advanced Clinical Practice
and Independent Prescribing

Action
Escalate to director of
informatics the delays in
access to IT equipment
and RiO.
Provide information to
the head of nursing and
service manager on
opportunities for training

Assigned To
Jane Wells

Deadline
16 May 2022
Completed

Jane Wells

16 May 2022
Completed
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Item
Enclosure

23
23

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

For the Board’s information

Link to trust strategy

Updates on the strategy are shared with the Council of Governors

Link to Board
Assurance Framework

N/A

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

Board is asked to:
• Note the activities of the Governors over the past two months
• Agree to the amendments in the Trust Constitution
The amendments in the Constitution were proposed by a Council of
Governors’ working group and agreed by the Council of Governors.
No
NED non-executive directors
SEL ICS – South East London Integrated Care System
MSK - musculoskeletal

Governors are informed of quality developments through meetings and
virtual visits to services.
Governors are informed of the trust and SEL ICS partners’ financial
position
The membership committee aims to ensure a diverse range of people
are involved and represented in the organisation.
Governors took part in service user/carers engagement programmes
and have had updates on priority two Great Out Of Hospital Care.
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Executive Summary

EXECUTIVE SUMMARY
Since the last Board meeting, the Council of Governors have been
involved in a range of activities including:
12th May
Virtual update meeting with Sarah Burchell and MSK colleagues from
Adult Community Physical Health Services.
6th June
The Membership Committee met and heard updates on the working
groups - Communications; Engagement with and representing
members and the public; Young People and Forensic and Prisons.
Representation at public events was also discussed. Zara King
volunteered to chair future committee meetings with Sue Sauter
continuing as vice-chair.
16th June - Council of Governors’ meeting
The informal pre-meeting included an update from Ify Okocha and Sally
Bryden on the trust’s involvement in the new South East London
Integrated Care System (SEL ICS).
At the formal meeting, the following items were discussed:
• Strategy update – Great Out Of Hospital Care
• Trauma Informed Care
• Quality Account
• NED re-appointments and updates
• Financial update
• Lead Governor report
• Membership Committee update
• Proposed changes to the trust’s constitution
• Governor elections
At the meeting, the Council of Governors agreed to proposed
amendments to the Trust Constitution. These changes alter the
configuration of the staff governor constituencies to reflect the
changes to service directorates within the trust. There are also updates
to organisation names and structures following changes in legislation.
The marked-up version of the Constitution is attached and the Board of
Directors is asked to approve the amendments.
21st June
First virtual update meeting with Aisling Clifford, Adult Acute and Crisis
Mental Health Services.
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The next virtual meeting is due to be held on 12th July 10-11am. This
meeting will focus on Carers and patient experience.
Changes to the Council
Following the local authority elections, we have welcomed two new
partnership governors. They are Aaron Newbury representing London
Borough of Bexley and Denise Scott-McDonald representing the Royal
Greenwich Borough.
Over the summer, elections will take place for vacancies on the
Council.
Oxleas Engage
The spring edition of Engage was issued in June. This included a new
virtual offer to improve our members’ experience
https://oxleasengage.com/
Governor awayday
The governors away day is being planned for 20th October and will be
a face-to-face event. This event will include a session on Cyber
Security.
Governors have also been invited to take part in the following:
•
•

•

experience based co-design project providing service user view
of complaints
improvement training workshop to help provide patients,
carers, service users and clients with the knowledge and
understanding needed to play an active role within Qi projects
in Oxleas.
Oxleas’ Great Out Of Hospital Care Conference, 20 June

Local Healthwatch annual reports for Bromley and Bexley were shared
with governors for general information. The reports did not contain
information relating to Oxleas but gave governors insight into
experience of other health services in the area.
Additional information/analysis
Council of Governors’ minutes.
Action required
The Board is asked to note the report and approve the amendments to
the Trust Constitution.
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CONSTITUTION OF OXLEAS NHS FOUNDATION TRUST
1

DEFINITIONS
1.1

Unless the contrary intention appears or the context otherwise requires, words
or expressions contained in this constitution bear the same meaning as in the
National Health Service Act 2006 as amended by the Health and Social Care
Act 2012.

1.2

References in this constitution to legislation include all amendments,
replacements, or re-enactments made.

1.3

Headings are for ease of reference only and are not to affect interpretation.

1.4

Words importing the masculine gender only shall include the feminine gender;
words importing the singular shall include the plural and vice-versa.

1.5

In this constitution:

Updated December 2020

“the 2006 Act”

means the National Health Service Act 2006 (as
amended by the 2012 Act);

“the 2012 Act”

means the Health and Social Care Act 2012;

“appointed Governors”

means those Governors appointed by the
appointing organisations;

“appointing organisations”

means those organisations named in this
constitution who are entitled to appoint
Governors;

“authorisation”

means an authorisation given by MonitorNHS
England;

“Board of Directors”

means the Board of Directors as constituted in
accordance with this constitution;

“Council of Governors”

means the Council of Governors as constituted
in accordance with this constitution, which has
the same meaning as the Council of Governors
in the 2006 Act;

“carer”

means a person who has attended any of the
Foundation Trust’s premises from which services
are provided as the carer of a service-user within
the last five years and who provides substantial
regular care for a service-user, provided that
such person is not providing care in pursuance of
a contract (including a contract of employment),
or as a volunteer for a voluntary organisation;

“Director”

means a member of the Board of Directors;
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“elected Governors”

means those Governors elected by the public
constituencies, the classes of serviceuser/carers’ constituency and the classes of the
staff constituency;

“external auditor”

means any external auditor other than the auditor
appointed under this constitution to review and
report upon other aspects of the Foundation
Trust’s performance;

“Financial Year”

Updated December 2020

means:
(a)

a period beginning with the date on which
the Foundation Trust is authorised and
ending with the next 31 March; and

(b)

each successive period of twelve months
beginning with 1 April.

“the Foundation Trust”

means Oxleas NHS Foundation Trust;

“General Meeting”

means a meeting of the Council of Governors;

“Governor”

means a member of the Council of Governors;

“Local Authority
Governor”

means a Governor appointed by one or more
local authorities whose area includes the whole
or part of one of the public constituency areas;

“member”

means a member of the Foundation Trust;

“Monitor”

means the body corporate known as Monitor, as
provided by section 61 of the 2012 Act; From
April 2016 Monitor has been part of NHS
Improvement

NHS England

Schedule 5 of the Health and Care Bill 2022
contains amendments to transfer Monitor’s
functions to NHS England and related
amendments.

“the NHS Trust”

means Oxleas NHS Trust which made the
application to become an NHS foundation trust;

“partner”

means, in relation to another person, a member
of the same household living together as a family
unit;

“Partnership Governor”

means a Governor appointed by a partnership
organisation;

“partnership organisation”

means Bexley Voluntary Service Council;
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2

“public constituency”

means (collectively) the members who live in an
area specified in this constitution as an area for
any public constituency of the Foundation Trust;

“public constituency areas”

which are Bexley, Bromley, Greenwich, and the
Rest of England;

“Public Governor”

means a Governor elected by the members of
one of the public constituencies;

“registered dentist”

means a registered dentist within the meaning of
the Dentists Act 1984;

“registered medical
practitioner”

means a fully registered person within the
meaning of the Medical Act 1983 who holds a
license to practice under that Act;

“Secretary”

means the Secretary of the Foundation Trust or
any other person appointed to perform the duties
of the Secretary, including a joint, assistant or
deputy secretary;

“service-user”

means a person who has attended any of the
Foundation Trust’s premises from which services
are provided as a service-user within the last five
years and is referred to as a “patient” in the 2006
Act;

“service-user/carers’
constituency”

means (collectively) the members of the serviceuser/carers’ constituency which is referred to as
the “patients’ constituency” in the 2006 Act;

“Service-user/carer
Governor”

means a Governor elected by the members of
one of the classes of the service-user/carers’
constituency;

“staff constituency”

means (collectively) the members of the seven
classes comprising the staff constituency;

“Staff Governor”

means a Governor elected by the members of
one of the classes of the staff constituency.

“vexatious complainant”

means a person who has been deemed to be an
unreasonably persistent complainant following
the procedure laid out in the Foundation Trust’s
Complaints Policy and Procedures.

“voluntary organisation”

means a body, other than a public or local
authority, the activities of which are not carried
on for profit.

NAME AND STATUS
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2.1

3

PRINCIPAL PURPOSE
3.1

The Foundation Trust’s principal purpose is to serve the community by the
provision of goods and services for the purposes of the health service in
England.

3.2

The Foundation Trust does not fulfil its principal purpose unless, in each
Financial Year, its total income from the provision of goods and services for the
purposes of the health service in England is greater than its total income from
the provision of goods and services for any other purpose.

3.3

The Foundation Trust may provide goods and services for any purpose related
to:

3.4

4

The name of the Foundation Trust is to be “Oxleas NHS Foundation Trust”. The
Foundation Trust is a public benefit corporation.

3.3.1

the provision of services provided to individuals for or in connection
with the prevention, diagnosis or treatment of illness;

3.3.2

the promotion and protection of public health; and

3.3.3

the provision of goods and services, including education and
training, research, accommodation and other facilities, for purposes
related to the provision of health and social care.

The Foundation Trust may also carry on activities other than those mentioned
in the above paragraph for the purpose of making additional income available
in order better to carry on its principal purpose.

POWERS
4.1

The business of the Foundation Trust is to be managed by the Board of
Directors, who shall exercise all the powers of the Foundation Trust, subject to
any contrary provisions of the 2006 Act as given effect by this constitution.

4.2

The Foundation Trust may do anything which appears to it to be necessary or
desirable for the purposes of or in connection with its functions.

4.3

In particular it may:
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4.3.1

acquire and dispose of property;

4.3.2

enter into contracts;
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4.3.3

accept gifts of property (including property to be held on trust for the
purposes of the Foundation Trust or for any purposes relating to the
health service); and

4.3.4

employ staff.

4.4

Any power of the Foundation Trust to pay remuneration and allowances to any
person includes the power to make arrangements for providing or securing the
provision of pensions or gratuities (including those payable by way of
compensation for loss of employment or loss or reduction of pay).

4.5

The Foundation Trust may borrow money for the purposes of or in connection
with its functions, subject to any limit imposed by its authorisation or specified
in the prudential borrowing code published by Monitor from time to time.

4.64.5 The Foundation Trust may invest money (other than money held by it as
trustee) for the purposes of or in connection with its functions. The investment
may include investment by:
4.6.14.5.1 forming or participating in forming bodies corporate; and/or
4.6.24.5.2 otherwise acquiring membership of bodies corporate.
4.74.6 The Foundation Trust may give financial assistance (whether by way of loan,
guarantee or otherwise) to any person for the purposes of or in connection with
its functions.

5

COMMITMENTS
5.1

The Foundation Trust shall exercise its functions effectively, efficiently and
economically.

Representative membership
5.2

The Foundation Trust shall at all times strive to ensure that taken as a whole
its actual membership is representative of those eligible for membership. To
this end:
5.2.1

the Foundation Trust shall at all times have in place and pursue a
membership strategy which shall be approved by the Council of
Governors, and shall be reviewed by them from time to time, and at
least every three years;

5.2.2

the Council of Governors shall present to each annual members
meeting:
5.2.2.1

Updated December 2020

a report on steps taken to secure that taken as a
whole the actual membership of its public
constituencies, the classes of the serviceuser/carers’ constituency and of the classes of the
staff constituency is representative of those eligible
for such membership;
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5.2.2.2

the progress of the membership strategy; and

5.2.2.3

any changes to the membership strategy.

Co-operation with health service and other bodies
5.3

In exercising its functions the Foundation Trust shall co-operate with the
Integrated Care System partners, NHS trusts and NHS foundation trusts.
Health Authorities, Special Health Authorities, NHS trusts and NHS Foundation
Trusts.

Respect for rights of people
5.4

In conducting its affairs, the Foundation Trust shall respect the rights of
members of the community it serves, its employees and people dealing with
the Foundation Trust as set out in the Charter of Fundamental Rights of the
European Union.

Openness
5.5

In conducting its affairs, the Foundation Trust shall have regard to the need to
provide information to members and conduct its affairs in an open and
accessible way.

Prohibiting distribution
5.6

6

The profits or surpluses of the Foundation Trust are not to be distributed either
directly or indirectly in any way at all among members of the Foundation Trust.

FRAMEWORK
6.1

The affairs of the Foundation Trust are to be conducted by the Board of
Directors, the Council of Governors and the members in accordance with this
constitution and the Foundation Trust’s authorisation and any licence issued
by Monitor NHS England to the Trust. The members, the Council of Governors,
and the Board of Directors are to have the roles and responsibilities set out in
this constitution.

Members
6.2

Members may attend and participate at members meetings, vote in elections
to, and stand for election to the Council of Governors, and take such other part
in the affairs of the Foundation Trust as is provided in this constitution.

Council of Governors
6.3

The roles and responsibilities of the Council of Governors, which are to be
carried out in accordance with this constitution and the Foundation Trust’s
authorisation, are:
6.3.1
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at a General Meeting:
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7

6.3.1.1

to appoint or remove the Chair and the other nonexecutive Directors;

6.3.1.2

to approve an appointment (by the non-executive
Directors) of the chief executive;

6.3.1.3

to decide the remuneration and allowances, and the
other terms and conditions of office, of the nonexecutive Directors;

6.3.1.4

to appoint or remove the Foundation Trust’s auditor;

6.3.1.5

to be presented with the annual accounts, any report
of the auditor on them and the annual report,

6.3.2

to provide their views to the Board of Directors when the Board of
Directors is preparing the document containing information about
the Foundation Trust’s forward planning;

6.3.3

to respond as appropriate when consulted by the Board of Directors
in accordance with this constitution;

6.3.4

to undertake such functions as the Board of Directors shall from
time to time request;

6.3.5

to prepare and from time to time review the Foundation Trust’s
membership strategy and its policy for the composition of the
Council of Governors and of the non-executive Directors; and

6.3.6

when appropriate to make recommendations for the revision of this
constitution.

MEMBERS
7.1

Subject to the transitional provisions set out in paragraphs 7.5A, 7.8A, 11.4.1A
and 11.4.2A, tThe members of the Foundation Trust are those individuals
whose names are entered in the register of members. Every member is either
a member of one of the public constituencies, or a member of one of the classes
of the service-user/carers’ constituency, or a member of one of the classes of
the staff constituency.

7.2

Subject to this constitution, membership is open to any individual who:
7.2.1

is fourteen years of age or over;

7.2.2

is entitled under this constitution to be a member of one of the public
constituencies, or one of the classes of the service-user/carers’
constituency or one of the classes of the staff constituency; and

7.2.3

(unless they are a member of one of the classes of the staff
constituency) completes a membership application form in
whatever form the Secretary specifies.

Public constituencies
Updated December 2020
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7.3

7.4

There are four public constituencies corresponding to the public constituency
areas as specified in Annex 1. Membership of a public constituency is open to
individuals who:
7.3.1

live in the relevant area of the Foundation Trust;

7.3.2

are not a member of another public constituency or of one of the
classes of the service-user/carers’ constituency; and

7.3.3

are not eligible to be members of any of the classes of the staff
constituency.

The minimum number of members of each of the public constituencies is to be
four.

Service-user/carers’ constituency
7.5

Up and until 11 September 2018, the service-user/carers’ constituency is
divided into six classes as follows:
7.5.1

Working Age Adult Mental Health (including the interests of those in
forensic and prison services);

7.5.2

Older People Mental Health;

7.5.3

Adult Community Health;

7.5.4

Children’s;

7.5.5

Learning Disability; and

7.5.6

Carers.

7.5A From 11 September 2018, the service user/carers’ constituency is divided
into seven classes as follows:
7.5A.1 Bromley adult
7.5A.2 Bexley adult
7.5A.3 Greenwich adult
7.5A.4 Forensic and prisons
7.5A.5 Children
7.5A.6 Learning disability; and
7.5A.7 Carers
7.5B

Updated December 2020

For the avoidance of doubt, to give effect to the transitional arrangements
described in 7.5A above and only for the purposes of enabling an election to
be held prior to 11 September 2018, each member who retains membership of
their existing class shall be deemed to be members of the new class for which
they are eligible until such time as their membership of relevant new class take
effect formally on 11 September 2018.
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7.67.5 Membership of the service-user/carers’ constituency is open to individuals:
7.6.17.5.1 who are a service-user or carer when they apply for membership or
have been a service-user or carer within the period of five years
ending on the date they apply for membership; and
7.6.27.5.2 who are not a member of a public constituency, nor eligible to be a
member of the staff constituency.
7.77.6 The minimum number of members of the service-user/carers’ constituency is
to be fourteen (two per class).
Staff constituency
7.8

Up and until 11 September 2018, the staff constituency is divided into seven
classes as follows:
7.8.1

adult community health services;

7.8.2

older people mental health services;

7.8.3

working age adult mental health services;

7.8.4

children’s services;

7.8.5

learning disability services;

7.8.6

forensic and prison health services; and

7.8.7

corporate and partnership organisations

7.8A From 11 September 2018 until *******, the staff constituency is divided into seven
classes as follows:
7.8A.1
7.8A.2
7.8A.3
7.8A.4
7.8A.5
7.8A.6
7.8A.7

Bromley adult;
Bexley adult;
Greenwich adult;
Children;
Learning Disability;
Forensic and Prison; and
Corporate and partnership organisations.

7.8B
For the avoidance of doubt, to give effect to the transitional arrangements
described in 7.8A above and only for the purposes of enabling an election to be held
prior to 11 September 2018, each member who retains membership of their existing
class shall be deemed to be members of the new class for which they are eligible until
such time as their membership of relevant new class take effect formally on 11
September 2018
7.8C From 7 July 2022, the staff constituency is divided into seven classes as follows:
7.8C.1
7.8C.2
7.8C.3
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Adult Acute and Crisis Mental Health;
Adult Community Mental Health;
Adult Community Physical Health;
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7.8C.4
7.8C.5
7.8C.6
7.8C.7
7.9
individuals:

Children;
Learning Disability;
Forensic and Prison; and
Corporate and partnership organisations.

Membership of one of the classes of the staff constituency is open to
7.9.17.6.1 who are employed under a contract of employment by the
Foundation Trust and who either:
7.9.1.17.6.1.1 are employed by the Foundation Trust under a
contract of employment which has no fixed term or a
fixed term of at least 12 months; or
7.9.1.27.6.1.2 who have been continuously employed by the
Foundation Trust or the NHS Trust for at least 12
months; or
7.9.1.37.6.1.3 who are not so employed but who nevertheless
exercise functions for the purposes of the
Foundation Trust and who have continuously
exercised the functions for the purposes of the
Foundation Trust or the NHS Trust for at least 12
months. For the avoidance of doubt, this does not
include those who assist or provide services to the
Foundation Trust on a voluntary basis.

7.107.7
The Secretary shall make a final decision about the class of which
an individual is eligible to be a member.
7.117.8
All individuals who are entitled under this constitution to become
members of one of the classes of the staff constituency, and who:
7.11.17.8.1
have been invited by the Foundation Trust to
become a member of the appropriate class; and
7.11.27.8.2
have not informed the Foundation Trust that they do
not wish to do so,
shall become members of the appropriate class.
7.127.9
A person who is eligible to be a member of one of the classes of the
staff constituency may not become or continue as a member of any of the public
constituencies, or the service-user/carers’ constituency and may not become
or continue as a member of more than one class of the staff constituency.
7.137.10
The minimum number of members of each class of the staff
constituency is to be four.

8

DISQUALIFICATION FROM MEMBERSHIP
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8.1

This provision applies to:
8.1.1

any person involved within the last five years as a perpetrator in a
serious incident of assault or violence, or in one or more incidents
of harassment, against any of the Foundation Trust’s employees or
other persons who exercise functions for the purposes of the
Foundation Trust, or against registered volunteers; and

8.1.2

any person who has been excluded from the Foundation Trust’s
premises from which services are provided.

In relation to any such person, membership of the Foundation Trust may be
refused or withdrawn if the Council of Governors considers that it is not in the
best interests of the Foundation Trust for them to become or remain a member.

9

TERMINATION OF MEMBERSHIP
9.1

9.2
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A member shall cease to be a member if:
9.1.1

they resign by notice to the Secretary;

9.1.2

they die;

9.1.3

they are expelled from membership under this constitution;

9.1.4

they cease to be entitled under this constitution to be a member of
any of the public constituencies, of any of the classes of the serviceuser/carers’ constituency, or of any of the classes of the staff
constituency; and/or

9.1.5

if it appears to the Secretary that they no longer wish to be a
member of the Foundation Trust, and after enquiries made in
accordance with a process approved by the Council of Governors,
they fail to demonstrate that they wish to continue to be a member
of the Foundation Trust.

A member may be expelled by a resolution approved by not less than two-thirds
of the Governors present and voting at a General Meeting. The following
procedure is to be adopted:
9.2.1

any member may complain to the Secretary that another member
has acted in a way detrimental to the interests of the Foundation
Trust;

9.2.2

if a complaint is made, the Council of Governors may itself consider
the complaint having taken such steps as it considers appropriate
to ensure that each member’s point of view is heard and may either:
9.2.2.1

dismiss the complaint and take no further action; or

9.2.2.2

for a period not exceeding twelve months suspend
the rights of the member complained of to attend

13
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members meetings and vote under this constitution;
or
9.2.2.3

10

arrange for a resolution to expel the member
complained of to be considered at the next General
Meeting of the Council of Governors.

9.2.3

If a resolution to expel a member is to be considered at a General
Meeting of the Council of Governors, details of the complaint must
be sent to the member complained of not less than one calendar
month before the meeting with an invitation to answer the complaint
and attend the meeting.

9.2.4

At the meeting the Council of Governors will consider evidence in
support of the complaint and such evidence as the member
complained of may wish to place before them.

9.2.5

If the member complained of fails to attend the meeting without due
cause the meeting may proceed in their absence.

9.3

A person expelled from membership will cease to be a member upon the
declaration by the Chair of the meeting that the resolution to expel them is
carried.

9.4

No person who has been expelled from membership is to be re-admitted except
by a resolution carried by the votes of two-thirds of the Council of Governors
present and voting at a General Meeting.

MEMBERS MEETINGS
10.1

The Foundation Trust is to hold a members meeting (called the annual
members meeting) within nine months of the end of each Financial Year. The
Annual Members’ Meeting shall be open to members of the public.

10.2

All members meetings other than annual meetings are called special members
meetings.

10.3

Members meetings are open to all members of the Foundation Trust,
Governors, and Directors but not to members of the public (aside from the
annual members’ meeting) unless the Council of Governors decides otherwise.
The Council of Governors may invite representatives of the media and any
experts or advisors whose attendance they consider to be in the best interests
of the Foundation Trust to attend a members meeting.

10.4

All members meetings are to be convened by the Secretary by order of the
Council of Governors.

10.5

The Council of Governors may decide where a members meeting is to be held
and may also for the benefit of members:
10.5.1
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arrange for the annual members meeting to be held in different
venues each year; and
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10.5.2

10.6

At the annual members meeting:
10.6.1

10.6.2

10.6.3
10.7

make provisions for a members meeting to be held at different
venues simultaneously or at different times. In making such
provision the Council of Governors shall also fix an appropriate
quorum for each venue, provided that the aggregate of the quorum
requirements shall not be less than the quorum set out below.

the Board of Directors shall present to the members:
10.6.1.1

the annual accounts;

10.6.1.2

any report of the auditor; and

10.6.1.3

forward planning information for the next Financial
Year.

the Council of Governors shall present to the members:
10.6.2.1

a report on steps taken to secure that (taken as a
whole) the actual membership of its public
constituencies, of the classes of the serviceuser/carers’ constituency and of the classes of the
staff constituency is representative of those eligible
for such membership;

10.6.2.2

the progress of the membership strategy; and

10.6.2.3

any proposed changes to the policy for the
composition of the Council of Governors and of the
non-executive Directors.

The results of the election and appointment of Governors and the
appointment of non-executive Directors will be announced.

Notice of a members meeting is to be given:
10.7.1

by notice to all members;

10.7.2

by notice prominently displayed at the head office; and

10.7.3

by notice on the Foundation Trust’s website,

at least 14 clear days before the date of the meeting. The notice must:
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10.7.4

be given to the Council of Governors and the Board of Directors,
and to the auditor;

10.7.5

state whether the meeting is an annual or special members
meeting;

10.7.6

give the time, date and place of the meeting; and

10.7.7

indicate the business to be dealt with at the meeting.
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10.8

Before a members meeting can do business there must be a quorum present.
Except where this constitution says otherwise a quorum is one member present
from each of the Foundation Trust’s constituencies.

10.9

The Foundation Trust may make arrangements for members to vote by post,
or by using electronic communications.

10.10 It is the responsibility of the Council of Governors, the Chair of the meeting and
the Secretary to ensure that at any members meeting:
10.10.1

the issues to be decided are clearly explained; and

10.10.2

sufficient information is provided to members to enable rational
discussion to take place.

10.11 The Chair of the Foundation Trust, or in their absence the Deputy Chair of the
Council of Governors, or in their absence one of the other Public Governors
shall act as chair at all members meetings of the Foundation Trust. If neither
the Chair nor the Deputy Chair of the Council of Governors is present, the
members of the Council of Governors present shall elect one of their number
to be Chair and if there is only one Governor present and willing to act they
shall be Chair.
10.12 If no quorum is present within half an hour of the time fixed for the start of the
meeting, the meeting shall stand adjourned to the same day in the next week
at the same time and place or to such time and place as the Council of
Governors determine. If a quorum is not present within half an hour of the time
fixed for the start of the adjourned meeting, the number of members present
during the meeting is to be a quorum.
10.13 A resolution put to the vote at a members meeting shall be decided upon by a
poll.
10.14 Every member present and every member who has voted by post or using
electronic communications is to have one vote. In the case of an equality of
votes the Chair of the meeting is to have a second or casting vote.
10.15 The result of any vote will be declared by the Chair and entered in the minute
book. The minute book will be conclusive evidence of the result of the vote.

11

COUNCIL OF GOVERNORS
11.1

The Foundation Trust is to have a Council of Governors. It is to consist of
Public Governors, Service-user/carer Governors, Staff Governors, Local
Authority Governors, Clinical Commissioning Group Governor and Partnership
Governors.

11.2

The aggregate number of Public Governors and Service-user/carer Governors
is to be more than half of the total number of members of the Council of
Governors.

11.3

The Council of Governors, subject to the 2006 Act, shall seek to ensure that
through the composition of the Council of Governors:

Updated December 2020
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11.4

11.3.1

the interests of the community served by the Foundation Trust are
appropriately represented;

11.3.2

the level of representation of the public constituencies, the classes
of the service-user/carers’ constituency, the classes of the staff
constituency and the appointing organisations strikes an
appropriate balance having regard to their legitimate interest in the
Foundation Trust’s affairs;

11.3.3

and to this end, the Council of Governors:

11.3.4

shall at all times maintain a policy for the composition of the Council
of Governors which takes account of the membership strategy, and

11.3.5

shall from time to time and not less than every three years review
the policy for the composition of the Council of Governors, and

11.3.6

when appropriate shall propose amendments to this constitution.

The Council of Governors of the Foundation Trust is to comprise:
11.4.1

up to and until 11 September 2018 thirteen Public Governors from
the following public constituencies:
11.4.1.1

Bexley – four Public Governors;

11.4.1.2

Bromley – four Public Governors;

11.4.1.3

Greenwich – four Public Governors; and

11.4.1.4

Rest of England – one Public Governor.

11.4.1A
from 11 September 2018, ten Public Governors from the following
public constituencies:
11.4.1A.1
Bexley – three Public Governors;
11.4.1A.2
Bromley – three Public Governors;
11.4.1A.3
Greenwich – three Public Governors; and
11.4.1A.4
Rest of England – one Public Governor.

11.4.2
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up and until 11 September 2018, thirteen Service-user/carer
Governors from the classes of the service-user/carers’
constituency (with the number of governors as indicated):
11.4.2.1

Working Age Adult Mental Health (including the
interests of those in forensic and prison services) –
four Service-user/carer Governors;

11.4.2.2

Older People Mental Health – two Serviceuser/carer Governors;

11.4.2.3

Adult Community Health – four Service-user/carer
Governors;

11.4.2.4

Children’s – one Service-user/carer Governor;
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11.4.2.5

Learning Disability – one Service-user/carer
Governor; and

11.4.2.6

Carers – one Service-user/carer Governor;

11.4.2A
from 11 September 2018, eleven Service-user/carer Governors
from the classes of the service-user/carers’ constituency (with the number of governors
as indicated):
11.4.2A.1
Bromley adult – two Service-user/carer Governors;
11.4.2A.2
Bexley adult – two Service-user/carer Governors;
11.4.2A.3
Greenwich adult – two Service-user/carer Governors;
11.4.2A.3
Children – two Service-user/carer Governors;
11.4.2A.4
Learning disability – one Service-user/carer Governor;
11.4.2A.5
Forensic and prison – one Service user/carer Governor; and
11.4.2A.6
Carers – one Service-user/carer Governor;

11.4.311.4.1
seven Staff Governors, one from each of the classes
of the staff constituency;
11.4.411.4.2
three Local Authority Governors, one appointed by
each of London Borough of Bexley, the London Borough of
Bromley, and the Royal Borough of Greenwich, and one Clinical
Commissioning Group Governor appointed by the NHS South East
London Clinical Commissioning Group;
11.4.511.4.3
six Partnership Governors who may be appointed by
the partnership organisation.
11.4A For the avoidance of doubt, to give effect to the transitional arrangements
described in 11.4.1A and 11.4.2A above, each governor whose tenure of office has
not expired shall continue as a member of the Council of Governors for the relevant
class by which they were elected until the results of the election take effect on 11
September 2018.

11.5

The partnership organisation shall appoint Partnership Governors following
consultation with Community Links Bromley and Greenwich Action for
Voluntary Service METRO GAVS in order to represent the interests of (without
limitation) children, older people and people with, or people engaging with
people with, learning disabilities and/or mental health issues.

Elected Governors
11.6
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Public Governors are to be elected by members of their public constituency,
Service-user/carer Governors are to be elected by members of their class of
the service-user/carers’ constituency and Staff Governors are to be elected by
members of their class of the staff constituency. Each class/constituency may
elect any of their number to be a Governor in accordance with the provisions
of this constitution.
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11.7

If contested, the elections must be by secret ballot.

11.8

Elections shall be carried out in accordance with the model election rules (as
published from time to time by NHS Providers) set out in Annex 2.

11.9

A member of a public constituency may not vote at an election for a Public
Governor and a member of the service-user/carers’ constituency may not vote
at an election for a Service-user/carer Governor unless within twenty-one days
before they vote they have made a declaration in the form specified by the
Secretary that they are qualified to vote as a member of the relevant public
constituency or the service-user/carers’ constituency (as the case may be). It
is an offence to knowingly or recklessly make such a declaration which is false
in a material particular.

Local Authority Governors
11.10 The Chair, having consulted London Borough of Bexley, the London Borough
of Bromley, and the Royal Borough of Greenwich is to adopt a process for
agreeing the appointment of Local Authority Governors with those local
authorities.
Partnership Governors
11.11 The Partnership Governors are to be appointed by the partnership
organisation, in accordance with paragraph 11.5 and a process agreed with the
Chair.
Appointment of Deputy Chair of the Council of Governors
11.12 The Council of Governors shall appoint one of the Governors to be Deputy
Chair of the Council of Governors.
Terms of office for Governors
11.13 Elected Governors:
11.13.1

shall normally hold office for a period of three years commencing
immediately after the annual members meeting at which their
election is announced;

11.13.2

are eligible for re-election after a three year period of office and after
a six year period of office;

11.13.3

may not hold office for more than three successive terms making
nine consecutive years, and shall not be eligible for re-election if
they have already held office for more than six consecutive years.

11.14 Appointed Governors:
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shall normally hold office for a period of three years commencing
immediately after the annual members meeting at which their
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11.14.2

are eligible for re-appointment after a three year period of office and
after a six year period of office;
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11.14.3

may not hold office for longer than three successive terms making
nine consecutive years, and shall not be eligible for re-appointment
if they have already held office for more than six consecutive years.

11.15 For the purposes of these provisions concerning terms of office for Governors,
“year” means a period commencing immediately after the conclusion of the
annual members meeting, and ending at the conclusion of the next annual
members meeting.
Eligibility to be a Governor
11.16 A person may not become a Governor of the Foundation Trust, and if already
holding such office will immediately cease to do so, if:
11.16.1

they are under sixteen years of age;

11.16.2

They are a Director of the Foundation Trust

11.16.3

they are the spouse, partner, parent or child of a member of the
Board of Directors of the Foundation Trust;

11.16.4

being a member of one of the public constituencies or the serviceuser/carers’ constituency, they refuse to sign a declaration in the
form specified by the Secretary of particulars of their qualification to
vote as a member of the Foundation Trust, and that they are not
prevented from being a member of the Council of Governors;

11.16.5

they are a vexatious complainant;

11.16.6

on the basis of disclosures obtained through an application to the
Disclosure and Barring Service established under section 87 of the
Protection of Freedoms Act 2012 (or any other checks required by
the Foundation Trust from time to time as being consistent with its
licence conditions or mandatory or nationally recommended good
governance arrangements), they are not considered suitable by the
Foundation Trust’s executive Director responsible for Human
Resources or the Chairman;

11.16.7

they have been adjudged bankrupt or their estate has been
sequestrated and in either case they have not been discharged;

11.16.8

they are a person in relation to whom a moratorium period under a
debt relief order applies (under part 7A of the Insolvency Act 1986);

11.16.9

they have made a composition or arrangement with, or granted a
trust deed for, their creditors and have not been discharged in
respect of it;

11.16.10 they have within the preceding five years been convicted in the
British Islands of any offence, and a sentence of imprisonment
(whether suspended or not) for a period of three months or more
(without the option of a fine) was imposed;
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11.16.11 they do not satisfy all of the requirements of Regulation 5(3) of the
Health and Social Care Act 2008 (Regulated Activities) Regulations
2014/2936 (as amended or updated from time to time);
11.16.12 they have within the preceding two years been dismissed from any
paid employment with a health service body, otherwise than by
reason of redundancy, sickness or dismissal that was found by an
Employment Tribunal or competent court (or on appeal in either
case) to be unfair, wrongful or discriminatory; and/or
11.16.13 they are a person whose tenure of office as the Chair or as a
member or director of a health service body has been terminated
on the grounds that their appointment is not in the interests of the
health service, for non-attendance at meetings, or for nondisclosure of a pecuniary interest.
Termination of office and removal of Governors
11.17 A person holding office as a Governor shall immediately cease to do so if:
11.17.1

they resign by notice in writing to the Secretary;

11.17.2

they fail to attend two consecutive meetings, unless the other
Governors are satisfied that:
11.17.2.1

the absences were due to reasonable causes; and

11.17.2.2

they will be able to start attending meetings of the
Council of Governors again within such a period as
the other Governors consider reasonable.

11.17.3

in the case of an elected Governor, they cease to be a member of
the constituency or class of the constituency by which they were
elected;

11.17.4

in the case of an appointed Governor, the appointing organisation
terminates the appointment;

11.17.5

they have refused without reasonable cause to undertake any
training which the Council of Governors requires all Governors to
undertake;

11.17.6

they have failed to sign and deliver to the Secretary a statement in
the form required by the Secretary confirming acceptance of the
code of conduct for Governors;

11.17.7

they are removed from the Council of Governors under the following
provisions.

11.18 A Governor may be removed from the Council of Governors by a resolution
approved by not less than two-thirds of the remaining Governors present and
voting on the grounds that:
11.18.1
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11.18.2

they have acted in a manner detrimental to the interests of the
Foundation Trust; and

11.18.3

the Council of Governors consider that it is not in the best interests
of the Foundation Trust for them to continue as a Governor.

Vacancies amongst Governors
11.19 Where a vacancy arises on the Council of Governors for any reason other than
expiry of term of office, the following provisions will apply.
11.20 Where the vacancy arises amongst the appointed Governors, the Secretary
shall request that the appointing organisation appoints a replacement to hold
office for the remainder of the term of office.
11.21 Where the vacancy arises amongst the elected Governors, the Council of
Governors shall be at liberty either:
11.21.1

to call an election within three months to fill the seat for the
remainder of that term of office; or

11.21.2

to invite the next highest polling candidate for that seat at the most
recent election, who is willing to take office, to fill the seat until the
next annual election, at which time the seat will fall vacant and
subject to election for any unexpired period of the term of office.

Expenses and remuneration of Governors
11.22 The Foundation Trust may reimburse Governors for travelling and other costs
and expenses incurred in carrying out their duties at such rates as the Board
of Directors decides.
11.23 Governors are not to receive remuneration.

Meetings of the Council of Governors
11.24 The Council of Governors is to meet at least twice in each Financial Year. Save
in the case of emergencies or the need to conduct urgent business, the
Secretary shall give at least fourteen days written notice of the date and place
of every meeting of the Council of Governors to all Governors. Notice will also
be published via relevant social media channels, on the Foundation Trust’s
website and via community locations such as libraries.
11.25 Meetings of the Council of Governors may be called by the Secretary, or by the
Chair, or by ten Governors (including at least two elected Governors and two
appointed Governors) who give written notice to the Secretary specifying the
business to be carried out. The Secretary shall send a written notice to all
Governors as soon as possible after receipt of such a request. The Secretary
shall call a meeting on at least fourteen but not more than twenty-eight days’
notice to discuss the specified business. If the Secretary fails to call such a
meeting then the Chair or ten Governors, whichever is the case, shall call such
a meeting.
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11.26 All meetings of the Council of Governors are to be General Meetings open to
members of the public unless the Council of Governors decides otherwise in
relation to all or part of a meeting for reasons of commercial confidentiality or
on other proper grounds. The Chair may exclude any person from a meeting
of the Council of Governors if they are interfering with or preventing the proper
conduct of the meeting.
11.27 Twelve Governors including not less than two Public Governors, not less than
two Service-user/carer Governors, not less than two Staff Governors and not
less than two appointed Governors shall form a quorum.
11.28 The Chair of the Foundation Trust or, in their absence, the Vice Chair of the
Board of Directors, or in their absence one of the non-executive Directors is to
preside at meetings of the Council of Governors. If the person presiding at any
such meeting has a conflict of interest in relation to the business being
discussed, the Deputy Chair of the Council of Governors will chair that part of
the meeting.
11.29 For the purposes of obtaining information about the Foundation Trust’s
performance of its functions or the Directors’ performance of their duties (and
deciding whether to propose a vote on the Foundation Trust’s or Directors’
performance), the Council of Governors may require one or more of the
Directors to attend a meeting.
11.30 The Council of Governors may agree that its members can participate in its
meetings by telephone, video or computer link. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the meeting.
11.31 Subject to this constitution and the following provisions of this paragraph,
questions arising at a meeting of the Council of Governors shall be decided by
a majority of votes.
11.31.1

In case of an equality of votes the person presiding at or chairing
the meeting shall have a casting vote.

11.31.2

No resolution of the Council of Governors shall be passed if it is
opposed by all of the Service User/Carer Governors and Public
Governors present.

11.32 The Council of Governors may not delegate any of its powers to a committee
or sub-committee, but it may appoint committees to assist the Council of
Governors in carrying out its functions. The Council of Governors may appoint
Governors and may invite Directors and other persons to serve on such
committees. The Council of Governors may, through the Secretary, request
that external advisors assist them or any committee they appoint in carrying
out its duties.
11.33 All decisions taken in good faith at a meeting of the Council of Governors or of
any committee shall be valid even if it is discovered subsequently that there
was a defect in the calling of the meeting, or the appointment of the Governors
attending the meeting.
Disclosure of interests
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11.34 Any Governor who has a material interest in a matter as defined below shall
declare such interest to the Council of Governors and:
11.34.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

11.34.2

shall not vote on the issue (and if by inadvertence they do remain
and vote, their vote shall not be counted).

11.35 Any Governor who fails to disclose any interest required to be disclosed under
the preceding paragraph must permanently vacate their office if required to do
so by a majority of the remaining Governors.
11.36 Subject to the exceptions below, a material interest is:
11.36.1

any directorship of a company;

11.36.2

any interest or position held by a Governor in any firm or company
or business which, in connection with the matter, is trading with the
Foundation Trust, or is likely to be considered as a potential trading
partner with the Foundation Trust;

11.36.3

any interest in an organisation providing health and social care
services to the National Health Service;

11.36.4

a position of authority in a charity or voluntary organisation in the
field of health and social care; and/or

11.36.5

any connection with any organisation, entity or company
considering entering into a financial arrangement with the
Foundation Trust including but not limited to lenders or banks.

11.37 The exceptions which shall not be treated as material interests are as follows:
11.37.1

shares not exceeding 2% of the total shares in issue held in any
company whose shares are listed on any public exchange;

11.37.2

an employment contract held by a Staff Governor;

11.37.3

an employment contract with a local authority held by a Local
Authority Governor or an employment contract with a clinical
commissioning group held by a Clinical Commissioning Group
Governor; and/or

11.37.4

an employment contract with the partnership organisation held by a
Partnership Governor.

11.38 The Council of Governors is to adopt its own standing orders for its practice
and procedure, in particular for its procedure at meetings.
Declaration
11.39 An elected Governor may not vote at a meeting of the Council of Governors
unless, before attending the meeting, they have made a declaration in the form
specified by the Secretary of the particulars of their qualification to vote as a
member of the Foundation Trust and that they are not prevented from being a
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member of the Council of Governors. An elected Governor shall be deemed to
have confirmed the declaration upon attending any subsequent meeting of the
Council of Governors, and every agenda for meetings of the Council of
Governors will draw this to the attention of elected Governors.

12

BOARD OF DIRECTORS
12.1

The Foundation Trust is to have a Board of Directors. It is to consist of
executive and non-executive Directors.

12.2

The board is to include:
12.2.1

the following non-executive Directors:
12.2.1.1

a Chair, who is to be appointed (and removed) by the
Council of Governors at a General Meeting;

12.2.1.2

not less than five and not more than seven other nonexecutive Directors who are to be appointed (and
removed) by the Council of Governors at a General
Meeting;

in each case subject to the approval of a majority of the Council of Governors
(in the case of an appointment) present and voting at the meeting, and threequarters of all of the members of the Council of Governors (in the case of a
removal) voting at the meeting;
12.2.2

the following executive Directors:
12.2.2.1

a Chief Executive (who is the accounting officer),
who is to be appointed (and removed) by the nonexecutive Directors, and whose appointment is
subject to the approval of a majority of the members
of the Council of Governors present and voting at a
General Meeting;

12.2.2.2

a Finance Director, and other executive Directors,
subject to a maximum of six executive Directors
which must include a registered medical practitioner
or a registered dentist, a registered nurse or
registered midwife, all of whom are to be appointed
(and removed) by a committee consisting of the
Chair, the Chief Executive and the other nonexecutive Directors.

12.3

The Board of Directors shall appoint one of the non-executive Directors to be
Vice-Chair of the Board of Directors. If the Chair is unable to discharge their
office as Chair of the Foundation Trust, the Vice-Chair of the Board of Directors
shall be acting Chair of the Foundation Trust.

12.4

The Chief Executive shall nominate one of the executive Directors to be Deputy
Chief Executive.
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12.5

Only a member of one of the public constituencies or service-user/carers’
constituency is eligible for appointment as a non-executive Director.

12.6

Non-executive Directors are to be appointed by the Council of Governors using
the following procedure:

12.7

12.6.1

the Council of Governors will maintain a policy for the composition
of the non-executive Directors which takes account of the
membership strategy, and which they shall review from time to time
and not less than every three years;

12.6.2

the Board of Directors may work with an external organisation
recognised as expert at appointments to identify the skills and
experience required for non-executive Directors;

12.6.3

appropriate candidates (not more than five for each vacancy) will be
identified by a Nominations Committee through a process of open
competition, which take account of the policy maintained by the
Council of Governors and the skills and experience required; and

12.6.4

the Nominations Committee will comprise the Chair of the
Foundation Trust (or the Vice Chair unless they are standing for
appointment, in which case another non-executive director, when a
Chair is being appointed), two elected Governors and one
Appointed Governor.

The removal of the Chair or another non-executive Director shall be in
accordance with the following procedures:
12.7.1

any proposal for removal must be proposed by a Governor and
seconded by not less than ten Governors including at least two
elected Governors and two appointed Governors;

12.7.2

written reasons for the proposal shall be provided to the nonexecutive Director in question, who shall be given the opportunity to
respond to such reasons;

12.7.3

in making any decision to remove a non-executive Director, the
Council of Governors shall take into account any annual appraisal
carried out by the Chair; and

12.7.4

if any proposal to remove a non-executive Director is not approved
at a meeting of the Council of Governors, no further proposal can
be put forward to remove such non-executive Director based upon
the same reasons within 12 months of the meeting.

Terms of Office
12.8

The Chair and other non-executive Directors shall hold office for a period of up
to three years, and are eligible for re-appointment after a three year period of
office.

12.9

The Chair and other non-executive Directors may not hold office for more than
three successive terms (nine consecutive years in total).
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12.10 The Council of Governors at a General Meeting of the Council of Governors
shall decide the remuneration and allowances, and the other terms and
conditions of office, of the Chairman and the other non-executive Directors.
12.11 The Chair and the non-executive Directors are to be appointed in accordance
with the terms and conditions of office, decided by the Council of Governors at
a General Meeting. Any re-appointment of a non-executive Director by the
Council of Governors shall be subject to a satisfactory appraisal carried out in
accordance with procedures which the Board of Directors have approved.
12.12 The remuneration committee of non-executive Directors shall decide the terms
and conditions of office including remuneration and allowances of all the
executive Directors.
Disqualification
12.13 A person may not become or continue as a Director of the Foundation Trust if:
12.13.1

they are a member of the Council of Governors;

12.13.2

they are the spouse, partner, parent or child of a member of the
Board of Directors of the Foundation Trust;

12.13.3

they have been adjudged bankrupt or their estate has been
sequestrated and in either case they have not been discharged;

12.13.4

they are a person in relation to whom a moratorium period under a
debt relief order applies (under part 7A of the Insolvency Act 1986);

12.13.5

they have made a composition or arrangement with, or granted a
Trust deed for, their creditors and have not been discharged in
respect of it;

12.13.6

they have within the preceding five years been convicted in the
British Islands of any offence, and a sentence of imprisonment
(whether suspended or not) for a period of three months or more
(without the option of a fine) was imposed;

12.13.7

they are the subject of a disqualification order made under the
Company Directors Disqualification Act 1986;

12.13.8

they are a person whose tenure of office as a Chair or as a member
or Director of a health service body has been terminated on the
grounds that their appointment is not in the interests of the health
service, for non-attendance at meetings, or for non-disclosure of a
pecuniary interest;

12.13.9

they have within the preceding two years been dismissed, otherwise
than by reason of redundancy, from any paid employment with a
health service body;

12.13.10 on the basis of disclosures obtained through an application to the
Disclosure and Barring Service established under section 87 of the
Protection of Freedoms Act 2012 (or any other checks required by
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the Foundation Trust from time to time as being consistent with its
licence conditions or mandatory or nationally recommended good
governance arrangements), they are not considered suitable by the
Foundation Trust’s executive Director responsible for Human
Resources or the Chairman;
12.13.11 in the case of a non-executive Director they have refused without
reasonable cause to fulfil any training requirement established by
the Board of Directors;
12.13.12 they have refused to sign and deliver to the Secretary a statement
in the form required by the Board of Directors confirming
acceptance of the code of conduct for Directors;
12.13.13 in the case of a non-executive Director, they are no longer a
member of one of the public constituencies or the serviceuser/carers’ constituency; and/or
12.13.14 they do not satisfy all of the requirements of Regulation 5(3) of the
Health and Social Care Act 2008 (Regulated Activities) Regulations
2014/2936 (as amended or updated from time to time).
Committees and delegation
12.14 The Board of Directors may delegate any of its powers to a committee of
Directors or to an executive Director.
12.15 The Board of Directors shall appoint an audit committee of non-executive
Directors to perform such monitoring, reviewing and other functions as are
appropriate.
12.16 The Board of Directors shall appoint a remuneration committee of nonexecutive Directors to decide the remuneration and allowances, and the other
terms and conditions of office, of the executive Directors.
Meetings of the Board of Directors
12.17 Save in the case of emergencies or the need to conduct urgent business, the
Secretary shall give to all Directors at least fourteen days written notice of the
date and place of every meeting of the Board of Directors.
12.18 Meetings of the Board of Directors shall be open to members of the public.
Members of the public may be excluded from a meeting for special reasons,
including but not limited to where the Board of Directors decides all or part of a
meeting must be held in private for reasons of commercial confidentiality or on
other proper grounds. The Chair may exclude any member of the public from
a meeting of the Board of Directors if they are interfering with or preventing the
proper conduct of the meeting.
12.19 Meetings of the Board of Directors are called by the Secretary, or by the Chair,
or by four Directors who give written notice to the Secretary specifying the
business to be carried out. The Secretary shall send a written notice to all
Directors as soon as possible after receipt of such a request. The Secretary
shall call a meeting on at least fourteen but not more than twenty-eight days’
notice to discuss the specified business. If the Secretary fails to call such a
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meeting then the Chair or four Directors, whichever is the case, shall call such
a meeting.
12.20 Seven Directors including not less than two executive Directors (one of whom
must be the Chief Executive or the Deputy Chief Executive), and not less than
two non-executive Directors (one of whom must be the Chair or the Vice-Chair
of the Board) shall form a quorum.
12.21 The Board of Directors may agree that its members can participate in its
meetings by telephone, video or computer link. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the meeting.
12.22 The Chair of the Foundation Trust or, in their absence, the Vice-Chair of the
Board of Directors, is to chair meetings of the Board of Directors.
12.23 Subject to the following provisions of this paragraph, questions arising at a
meeting of the Board of Directors shall be decided by a majority of votes.
12.23.1

In case of an equality of votes the Chair shall have a second and
casting vote.

12.23.2

No resolution of the Board of Directors shall be passed if it is
opposed by all of the non-executive Directors present or by all of
the executive Directors present.

12.24 The Board of Directors is to adopt Standing Orders covering the proceedings
and business of its meetings. The proceedings shall not however be
invalidated by any vacancy of its membership, or defect in a Director’s
appointment.

Conflicts of Interest of Directors
12.25 Any Director who has a material interest in a matter as defined below shall
declare such interest to the Board of Directors and:
12.25.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

12.25.2

shall not vote on the issue (and if by inadvertence they do remain
and vote, their vote shall not be counted).

12.26 Details of any such interest shall be recorded in the register of the interests of
Directors.
12.27 Any Director who fails to disclose any interest required to be disclosed under
the preceding paragraph must permanently vacate their office if required to do
so by a majority of the remaining Directors and (in the case of a non-executive
Director) by the requisite majority of the Council of Governors.
12.28 A material interest is:
12.28.1
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12.28.2

any interest (excluding a holding of shares in a company whose
shares are listed on any public exchange where the holding is less
than 2% of the total shares in issue) or position held by a Director
in any firm or company or business which, in connection with the
matter, is trading with the Foundation Trust, or is likely to be
considered as a potential trading partner with the Foundation Trust;

12.28.3

any interest in an organisation providing health and social care
services to the National Health Service;

12.28.4

a position of authority in a charity or voluntary organisation in the
field of health and social care; and/or

12.28.5

any connection with any organisation, entity or company
considering entering into a financial arrangement with the
Foundation Trust including but not limited to lenders or banks.

12.29 A material interest shall have been authorised if:
12.29.1

the Board of Directors by majority disapplies the provision of the
constitution which would otherwise prevent a Director from being
counted as participating in the decision-making process;

12.29.2

the Director's interest cannot reasonably be regarded as likely to
give rise to a conflict of interest; or

12.29.3

the Director's conflict of interest arises from a permitted cause.

12.29.4

For the purposes of paragraph 12.29.3, the following is a permitted
cause:
12.29.4.1

a guarantee given, or to be given, by or to a Director
in respect of an obligation incurred by or on behalf of
the Foundation Trust or any of its subsidiaries.

12.30 For the purposes of this paragraph, references to proposed decisions and
decision-making processes include any Directors' meeting or part of a
Directors' meeting.
12.31 Subject to paragraph 12.32, if a question arises at a meeting of Directors or of
a committee of Directors as to the right of a Director to participate in the meeting
(or part of the meeting) for voting or quorum purposes, the question may, before
the conclusion of the meeting, be referred to the Chair whose ruling in relation
to any Director other than the Chair is to be final and conclusive.
12.32 If any question as to the right to participate in the meeting (or part of the
meeting) should arise in respect of the Chair, the question is to be decided by
a decision of the Directors at that meeting, for which purpose the Chair is not
to be counted as participating in the meeting (or that part of the meeting) for
voting or quorum purposes.
12.33 This paragraph does not require a declaration of an interest of which the
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Director is not aware or where the Director is not aware of the transaction of
arrangement in question.
12.34 Should an interest in a matter for consideration or decision at a board meeting
or board committee meeting affect either all the non-executive Directors or all
the executive Directors, the Directors present not affected by the interest will
form the quorum for that item.
Expenses
12.35 The Foundation Trust may reimburse executive Directors travelling and other
costs and expenses incurred in carrying out their duties at such rates as the
remuneration committee of non-executive Directors decides. These are to be
disclosed in the annual report.
12.36 The remuneration and allowances for Directors are to be disclosed in bands in
the annual report.

13

REGISTERS
13.1

13.2

14

The Foundation Trust is to have:
13.1.1

a register of members showing, in respect of each member, the
constituency and (where relevant) the class of a constituency to
which they belong;

13.1.2

a register of members of the Council of Governors;

13.1.3

a register of Directors;

13.1.4

a register of interests of Governors; and

13.1.5

a register of interests of the Directors.

The Secretary shall remove from the register of members the name of any
member who ceases to be entitled to be a member under the provisions of this
constitution.

PUBLIC DOCUMENTS
14.1
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The following documents of the Foundation Trust are to be available for
inspection by members of the public free of charge at all reasonable times, and
shall be available on the Foundation Trust’s website:
14.1.1

a copy of the current constitution;

14.1.2

a copy of the latest annual accounts and of any report of the auditor
on them;

14.1.3

a copy of the report of any other external auditor of the Foundation
Trust’s affairs appointed by the Council of Governors;

31

291

14.2

14.1.4

a copy of the latest annual report;

14.1.5

a copy of the latest information as to its forward planning;

14.1.6

a copy of the Foundation Trust’s membership development
strategy; and

14.1.7

a copy of the Foundation Trust’s policy for the composition of the
Council of Governors and of the non-executive Directors; and

14.1.8

a copy of any notice, information, order, statement, or report given
under paragraph 22(1) of schedule 7 to the 2006 Act.

The registers specified in paragraph 13 above shall be made available for
inspection by members of the public, except in the circumstances set out below
or as otherwise prescribed by regulations. The Foundation Trust shall not make
any part of its registers available for inspection by members of the public which
shows details of:
14.2.1

any member of the service user/carers’ constituency where that
member has not consented to his details being made so available;
or

14.2.2

any other member of the Foundation Trust, if they so request, and

so far as they are required to be available they are to be available free of charge
at all reasonable times.
14.3

15

16

Any person who requests it is to be provided with a copy or extract from any of
the above documents or registers. The Foundation Trust may impose a
reasonable charge for providing the copy or extract, but a member is entitled
to a copy or extract from the registers free of charge.

AUDITOR
15.1

The Foundation Trust shall have an auditor.

15.2

The Council of Governors at a General Meeting shall appoint or remove the
Foundation Trust’s auditor.

ACCOUNTS
16.1

The Foundation Trust must keep proper accounts and proper records in relation
to the accounts.

16.2

Monitor NHS England may with the approval of the Secretary of State give
directions to the Foundation Trust as to the content and form of its accounts.

16.3

The accounts are to be audited by the Foundation Trust’s auditor.

16.4

The Foundation Trust shall prepare in respect of each Financial Year annual
accounts in such form as Monitor NHS England may with the approval of the
Secretary of State direct.
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16.5

17

The following documents will be made available to the Comptroller and Auditor
General for examination at his request:
16.5.1

the accounts;

16.5.2

the records relating to them; and

16.5.3

any report of the auditor on them.

16.6

The accounting officer shall cause the Foundation Trust to prepare in respect
of each Financial Year annual accounts in such form as Monitor NHS England
may with the approval of the Secretary of State direct.

16.7

In preparing its annual accounts, the accounting officer shall cause the
Foundation Trust to comply with any directions given by MonitorNHS England
with the approval of the Secretary of State as to:
16.7.1

the methods and principles according to which the accounts are to
be prepared; and

16.7.2

the content and form of the accounts.

16.8

The annual accounts, any report of the auditor on them, and the annual report
are to be presented to the Council of Governors at a General Meeting.

16.9

The accounting officer shall cause the Foundation Trust to:
16.9.1

lay a copy of the annual accounts, and any report of the auditor on
them, before Parliament; and

16.9.2

once it has done so, send copies of those documents to Monitor
NHS England within such a period as Monitor NHS England may
direct.

ANNUAL REPORTS, FORWARD PLANS AND NON-NHS WORK
17.1

The Foundation Trust is to prepare annual reports and send them to Monitor
NHS England.

17.2

The reports are to give:
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17.2.1

information on any steps taken by the Foundation Trust to secure
that (taken as a whole) the actual membership of its public
constituencies, the classes of the service-user/carers’ constituency
and of the classes of the staff constituency is representative of those
eligible for such membership;

17.2.2

information on any occasions in the period to which the report
relates on which the Council of Governors exercised its power under
paragraph 11.29 above;

17.2.3

information on the Foundation Trust’s policy on pay and on the work
of the committee established under paragraph 12.12 above and
such other procedures as the Foundation Trust has on pay;
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17.3

information on the remuneration of the Directors and on the
expenses of the Governors and the Directors; and

17.2.5

any other information Monitor NHS England requires.

The Foundation Trust is to comply with any decision Monitor NHS England
makes as to:
17.3.1

the form of the reports;

17.3.2

when the reports are to be sent to him; and

17.3.3

the periods to which the reports are to relate.

17.4

The Foundation Trust is to give information as to its forward planning in respect
of each Financial Year to MonitorNHS England. The document containing this
information is to be prepared by the Directors, and in preparing the document,
the Board of Directors must have regard to the views of the Council of
Governors.

17.5

Each forward plan must include information about:

17.6

17.7

18

17.2.4

17.5.1

the activities other than the provision of goods and services for the
purposes of the health service in England that the Foundation Trust
proposes to carry on; and

17.5.2

the income it expects to receive from doing so.

Where a forward plan contains a proposal that the Foundation Trust carry on
an activity of a kind mentioned in sub-paragraph 17.5.1 the Council of
Governors must:
17.6.1

determine whether it is satisfied that the carrying on of the activity
will not to any significant extent interfere with the fulfilment by the
Foundation Trust of its principal purpose or the performance of its
other functions; and

17.6.2

notify the Directors of the Foundation Trust of its determination.

Where the Foundation Trust proposes to increase by 5% or more the proportion
of its total income in any Financial Year attributable to activities other than the
provision of goods and services for the purposes of the health service in
England it may implement the proposal only if more than half of the members
of the Council of Governors of the Foundation Trust voting approve its
implementation.

INDEMNITY
18.1

Updated December 2020

Members of the Council of Governors and the Board of Directors and the
Secretary who act honestly and in good faith will not have to meet out of their
personal resources any personal civil liability which is incurred in the execution
or purported execution of their functions, save where they have acted
recklessly. Any costs arising in this way will be met by the Foundation Trust.
The Foundation Trust may purchase and maintain insurance against this
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liability for its own benefit and for the benefit of the Council of Governors and
the Board of Directors and the Secretary.
19

20

EXECUTION OF DOCUMENTS
19.1

A document purporting to be duly executed under the Foundation Trust’s seal
or to be signed on its behalf is to be received in evidence and, unless the
contrary is proved, taken to be so executed or signed.

19.2

The Foundation Trust is to have a seal, but this is not to be affixed except under
the authority of the Board of Directors.

DISPUTE RESOLUTION PROCEDURES
20.1

Every unresolved dispute which arises out of this constitution between the
Foundation Trust and:
20.1.1

a member; or

20.1.2

any person aggrieved who has ceased to be a member within the
six months prior to the date of the dispute; or

20.1.3

any person bringing a claim under this constitution; or

20.1.4

an office-holder of the Foundation Trust,

is to be submitted to an arbitrator agreed by the parties. The arbitrator’s
decision will be binding and conclusive on all parties.
20.2

21

Any person bringing a dispute must, if required to do so, deposit with the
Foundation Trust a reasonable sum (not exceeding £250) to be determined by
the Council of Governors and approved by the Secretary. The arbitrator will
decide how the costs of the arbitration will be paid and what should be done
with the deposit.

AMENDMENT OF THE CONSTITUTION
21.1

The Foundation Trust may make amendments of its constitution only if:
21.1.1

more than half of the members of the Council of Governors of the
Foundation Trust voting approve the amendments; and

21.1.2

more than half of the members of the Board of Directors of the
Foundation Trust voting approve the amendments.

21.2

Amendments made under paragraph 21.1 take effect as soon as the conditions
in that paragraph are satisfied, but the amendment has no effect in so far as
the constitution would, as a result of the amendment, not accord with schedule
7 of the 2006 Act.

21.3

Where an amendment is made to the constitution in relation the powers or
duties of the Council of Governors (or otherwise with respect to the role that
the Council of Governors has as part of the Foundation Trust):
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21.3.1

at least one member of the Council of Governors must attend the
next Annual Members’ Meeting and present the amendment; and

21.3.2

the Foundation Trust must give the members an opportunity to vote
on whether they approve the amendment.

21.4

If more than half of the members voting approve the amendment, the
amendment continues to have effect; otherwise, it ceases to have effect and
the Foundation Trust must take such steps as are necessary as a result.

21.5

Amendments by the Foundation Trust of its constitution are to be notified to
MonitorNHS England. For the avoidance of doubt, MonitorNHS England’s
functions do not include a power or duty to determine whether or not the
constitution, as a result of the amendments, accords with Schedule 7 of the
2006 Act.

MERGERS ETC. AND SIGNIFICANT TRANSACTIONS
22.1

The Foundation Trust may only apply for a merger, acquisition, separation or
dissolution with the approval of more than half of the members of the Council
of Governors.

22.2

The Foundation Trust may enter into a significant transaction only if more than
half of the members of the Council of Governors of the Foundation Trust voting
approve entering into the transaction.

22.3

In paragraph 22.2, the following words have the following meanings:

22.4

“significant transaction” means a transaction which meets any one of the tests
below:
22.4.1

the fixed/gross asset test; or

22.4.2

the turnover/income test; or

22.4.3

the gross capital test (relating to acquisitions or divestments).

The fixed asset test:
22.4.4

is met if the assets which are the subject of the transaction exceed
10% of the fixed assets of the Foundation Trust.

The turnover test:
22.4.5

is met if, following the completion of the relevant transaction, the
gross income of the Foundation Trust will increase or decrease by
more than 10%.

The gross capital test:
22.4.6
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is met if the gross capital of the company or business being acquired
or divested represents more than 10% of the capital of the
Foundation Trust following completion (where “gross capital” is the
market value of the relevant company or business’s shares and debt
securities, plus the excess of current liabilities over current assets,
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and the Foundation Trust’s capital is determined by reference to its
balance sheet).
22.4.7

for the purposes of calculating the tests in this paragraph 22.4
figures used to classify assets and profits must be the figures shown
in the latest published audited consolidated accounts.

A transaction:
22.4.8

23

22.4.8.1

excludes a transaction in the ordinary course of
business (including the renewal, extension or
entering into an agreement in respect of healthcare
services carried out by the Foundation Trust);

22.4.8.2

excludes any agreement or changes to healthcare
services carried out by the Foundation Trust
following a reconfiguration of services led by the
commissioners of such services;

22.4.8.3

excludes any grant of public dividend capital or the
entering into of a working capital facility or other loan,
which does not involve the acquisition or disposal of
any fixed asset of the Foundation Trust.

HEAD OFFICE
23.1

24

includes all agreements (including amendments to agreements)
entered into by the Foundation Trust; but

The Foundation Trust’s head office is at Pinewood House, Pinewood Place,
Dartford, Kent DA2 7WG or such other place as the Board of Directors shall
decide.

NOTICES
24.1

Any notice required by this constitution to be given shall be given in writing or
shall be given using electronic communications to an address for the time being
notified for that purpose. “Address” in relation to electronic communications
includes any number or address used for the purposes of such
communications.

24.2

Proof that an envelope containing a notice was properly addressed, prepaid
and posted shall be conclusive evidence that the notice was given. A notice
shall be treated as delivered 48 hours after the envelope containing it was
posted or, in the case of a notice contained in an electronic communication, 48
hours after it was sent.
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Annex 1
PUBLIC CONSTITUENCIES
1.

Bexley – the electoral area covered by London Borough of Bexley

2.

Bromley – the electoral area covered by the London Borough of Bromley

3.

Greenwich – the electoral area covered by the Royal Borough of Greenwich

4.

Rest of England – all other electoral areas in England not already covered by the
electoral areas in Bexley, Bromley, and Greenwich
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Annex 2

Oxleas NHS Foundation Trust
(Council of Governors)
Election Rules
Model Election Rules – Single Transferable Vote
PART 1 INTERPRETATION
1. Interpretation
PART 2 TIMETABLE FOR ELECTION
2. Timetable
3. Computation of time
PART 3 RETURNING OFFICER
4. Returning officer
5. Staff
6. Expenditure
7. Duty of co-operation
PART 4 STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS
8. Notice of election
9. Nomination of candidates
10. Candidate’s particulars
11. Declaration of interests
12. Declaration of eligibility
13. Signature of candidate
14. Decisions as to validity of nomination forms
15. Publication of statement of nominated candidates
16. Inspection of statement of nominated candidates and nomination forms
17. Withdrawal of candidates
18. Method of election
PART 5 CONTESTED ELECTIONS
19. Poll to be taken by ballot
20. The ballot paper
21. The declaration of identity (public and service user/carers’ constituencies)
Action to be taken before the poll
22. List of eligible voters
23. Notice of poll
24. Issue of voting information by returning officer
25. Ballot paper envelope and covering envelope
26. E-voting systems
The poll
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27. Eligibility to vote
28. Voting by persons who require assistance
29. Spoilt ballot papers and spoilt text message votes
30. Lost voting information
31. Issue of replacement voting information
32. ID declaration form for replacement ballot papers (public and service user/carers’
constituencies)
33 Procedure for remote voting by internet
34. Procedure for remote voting by telephone
35. Procedure for remote voting by text message
Procedure for receipt of envelopes, internet votes, telephone votes and text message votes
36. Receipt of voting documents
37. Validity of votes
38. Declaration of identity but no ballot (public and service user/carers’ constituency)
39. De-duplication of votes
40. Sealing of packets
PART 6 COUNTING THE VOTES
41. Interpretation of Part 6
42. Arrangements for counting of the votes
43. The count
44. Rejected ballot papers and rejected text voting records
45. First stage
46. The quota
47 Transfer of votes
48. Supplementary provisions on transfer
49. Exclusion of candidates
50. Filling of last vacancies
51. Order of election of candidates
PART 7 FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS
52. Declaration of result for contested elections
53. Declaration of result for uncontested elections
PART 8 DISPOSAL OF DOCUMENTS
54. Sealing up of documents relating to the poll
55. Delivery of documents
56. Forwarding of documents received after close of the poll
57. Retention and public inspection of documents
58. Application for inspection of certain documents relating to election
PART 9 DEATH OF A CANDIDATE DURING A CONTESTED ELECTION
59. Countermand or abandonment of poll on death of candidate
PART 10 ELECTION EXPENSES AND PUBLICITY
Expenses
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60. Election expenses
61. Expenses and payments by candidates
62. Expenses incurred by other persons
Publicity
63. Publicity about election by the corporation
64. Information about candidates for inclusion with voting information
65. Meaning of “for the purposes of an election”
PART 11 QUESTIONING ELECTIONS AND IRREGULARITIES
66. Application to question an election
PART 12 MISCELLANEOUS
67. Secrecy
68. Prohibition of disclosure of vote
69. Disqualification
70. Delay in postal service through industrial action or unforeseen event

Updated December 2020

41

301

PART 1

INTERPRETATION

1.

Interpretation

1.1.

In these rules, unless the context otherwise requires:
"2006 Act"

means the National Health Service Act 2006;

"corporation"

means the public benefit corporation subject to this
constitution;

"council of governors"

means the council of governors of the corporation;

"declaration of identity"

has the meaning set out in rule 21.1;

"election"

means an election by a constituency, or by a class
within a constituency, to fill a vacancy among one
or more posts on the council of governors;

"e-voting"

means voting using either the internet, telephone
or text message;

"e-voting information"

has the meaning set out in rule 24.2;

"ID declaration form”

has the meaning set out in Rule 21.1;

"internet voting record"

has the meaning set out in rule 26.4(d);

"internet voting system"

means such computer hardware and software,
data other equipment and services as may be
provided by the returning officer for the purpose of
enabling voters to cast their votes using the
internet;

"lead governor"

means the governor nominated by the corporation
to fulfil the role described in Appendix B to The
NHS Foundation Trust Code of Governance
(Monitor, December 2013) or any later version of
such code;

"list of eligible voters"

means the list referred to in rule 22.1, containing
the information in rule 22.2;

"method of polling"

means a method of casting a vote in a poll, which
may be by post, internet, text message or
telephone;

NHS England"Monitor”

Schedule 5 of the Health and Care Bill 2022 contains
amendments to transfer Monitor’s functions to NHS
England and related amendments.

means the corporate body known as Monitor as
provided by section 61 of the 2012 Act;
"numerical voting code”
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has the meaning set out in rule 64.2(b);
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1.2.
PART 2

"poling website”

has the meaning set out in rule 26.1;

"postal voting information"

has the meaning set out in rule 24.1;

"telephone short code''

means a short telephone number used for the
purposes of submitting a vote by text message;

"telephone voting facility"

has the meaning set out in rule 26.2;

"telephone voting record"

has the meaning set out in rule 26.5 (d);

"text message voting facility"

has the meaning set out in rule 26.3;

"text voting record"

has the meaning set out in rule 26.6 (d);

"the telephone voting system"

means such telephone voting facility as may be
provided by the returning officer for the purpose of
enabling voters to cast their votes by telephone;

"the text
system"

means such text messaging voting facility as may
be provided by the returning officer for the purpose
of enabling voters to cast their votes by text
message;

message

voting

"voter ID number”

means a unique, randomly generated numeric
identifier allocated to each voter by the returning
officer for the purpose of e-voting;

"voting information"

means postal voting information and/or e-voting
information.

Other expressions used in these rules and in Schedule 7 to the NHS Act 2006
have the same meaning in these rules as in that Schedule.
TIMETABLE FOR ELECTIONS

2.

Timetable

2.1.

The proceedings at an election shall be conducted in accordance with the
following timetable:
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Proceeding

Time

Publication of notice of election

Not later than the 40th day before the
day of the close of the poll.

Final day for delivery of nomination forms
to returning officer

Not later than the 28th day before the
day of the close of the poll.

Publication of statement of nominated
Candidates

Not later than the 27th day before the
day of the close of the poll.

Final day for delivery of notices of
withdrawals by candidates from election

Not later than 25th day before the day
of the close of the poll.
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Notice of the poll

Not later than the 15th day before the
day of the close of the poll.

Close of the poll

By 5pm on the final day of the election.

3.

Computation of time

3.1.

In computing any period of time for the purposes of the timetable:
(a)

a Saturday or Sunday;

(b)

Christmas Day, Good Friday, or a bank holiday; or

(c)

a day appointed for public thanksgiving or mourning;

shall be disregarded, and any such day shall not be treated as a day for the
purpose of any proceedings up to the completion of the poll, nor shall the
returning officer be obliged to proceed with the counting of votes on such a
day.
3.2.
PART 3

In this rule, "bank holiday" means a day which is a bank holiday under the
Banking and Financial Dealings Act 1971 in England and Wales.
RETURNING OFFICER

4.

Returning Officer

4.1.

Subject to rule 69, the returning officer for an election is to be appointed by
the corporation.

4.2.

Where two or more elections are to be held concurrently, the same returning
officer may be appointed for all those elections.

5.

Staff

5.1.

Subject to rule 69, the returning officer may appoint and pay such staff,
including such technical advisers, as he or she considers necessary for the
purposes of the election.

6.

Expenditure

6.1.

The corporation is to pay the returning officer:
(a)

any expenses incurred by that officer in the exercise of his or her
functions under these rules;

(b)

such remuneration and other expenses as the corporation may
determine.

7.

Duty of co-operation

7.1.

The corporation is to co-operate with the returning officer in the exercise of
his or her functions under these rules.
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PART 4

STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS

8.

Notice of election

8.1.

The returning officer is to publish a notice of the election stating:
(a)

the constituency, or class within a constituency, for which the election
is being held;

(b)

the number of members of the council of governors to be elected from
that constituency, or class within that constituency;

(c)

the details of any nomination committee that has been established by
the corporation;

(d)

the address and times at which nomination forms may be obtained;

(e)

the address for return of nomination forms (including, where the return
of nomination forms in an electronic format will be permitted, the email
address for such return) and the date and time by which they must be
received by the returning officer;

(f)

the date and time by which any notice of withdrawal must be received
by the returning officer;

(g)

the contact details of the returning officer;

(h)

the date and time of the close of the poll in the event of a contest.

9.

Nomination of candidates

9.1.

Subject to rule 9.2, each candidate must nominate themselves on a single
nomination form.

9.2.

The returning officer:
(a)

is to supply any member of the corporation with a nomination form;
and

(b)

is to prepare a nomination form for signature at the request of any
member of the corporation;

but it is not necessary for a nomination to be on a form supplied by the
returning officer and a nomination can, subject to rule 13, be in an electronic
format.
10.

Candidate's particulars

10.1.

The nomination form must state the candidate's:
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(a)

full name;

(b)

contact address in full (which should be a postal address although an
email address may also be provided for the purposes of electronic
communication); and
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(c)

constituency, or class within a constituency, of which the candidate is
a member.

11.

Declaration of interests

11.1.

The nomination form must state:
(a)

any financial interest that the candidate has in the corporation; and

(b)

whether the candidate is a member of a political party, and if so, which
party;

and if the candidate has no such interests, the paper must include a statement
to that effect.
12.

Declaration of eligibility

12.1.

The nomination form must include a declaration made by the candidate:
(a)

that he or she is not prevented from being a member of the council of
governors by paragraph 8 of Schedule 7 of the 2006 Act or by any
provision of the constitution; and,

(b)

for a member of the public or service user/carers’ constituency, of the
particulars of his or her qualification to vote as a member of that
constituency, or class within that constituency, for which the election
is being held.

13.

Signature of candidate

13.1.

The nomination form must be signed and dated by the candidate, in a manner
prescribed by the returning officer, indicating that:
(a)

they wish to stand as a candidate;

(b)

their declaration of interests as required under rule 11, is true and
correct; and

(c)

their declaration of eligibility, as required under rule 12, is true and
correct.

13.2.

Where the return of nomination forms in an electronic format is permitted, the
returning officer shall specify the particular signature formalities (if any) that
will need to be complied with by the candidate.

14.

Decisions as to the validity of nomination

14.1.

Where a nomination form is received by the returning officer in accordance
with these rules, the candidate is deemed to stand for election unless and until
the returning officer:
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(a)

decides that the candidate is not eligible to stand;

(b)

decides that the nomination form is invalid;

(c)

receives satisfactory proof that the candidate has died; or
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(d)
14.2.

receives a written request by the candidate of their withdrawal from
candidacy.

The returning officer is entitled to decide that a nomination form is invalid only
on one of the following grounds:
(a)

that the paper is not received on or before the final time and date for
return of nomination forms, as specified in the notice of the election;

(b)

that the paper does not contain the candidate's particulars, as required
by rule 10;

(c)

that the paper does not contain a declaration of the interests of the
candidate, as required by rule 11;

(d)

that the paper does not include a declaration of eligibility as required
by rule 12; or

(e)

that the paper is not signed and dated by the candidate, if required by
rule 13.

14.3.

The returning officer is to examine each nomination form as soon as is
practicable after he or she has received it, and decide whether the candidate
has been validly nominated.

14.4.

Where the returning officer decides that a nomination is invalid, the returning
officer must endorse this on the nomination form, stating the reasons for their
decision.

14.5.

The returning officer is to send notice of the decision as to whether a
nomination is valid or invalid to the candidate at the contact address given in
the candidate's nomination form. If an email address has been given in the
candidate's nomination form (in addition to the candidate's postal address),
the returning officer may send notice of the decision to that address.

15.

Publication of statement of candidates

15.1.

The returning officer is to prepare and publish a statement showing the
candidates who are standing for election.

15.2.

The statement must show:
(a)

the name, contact address (which shall be the candidate's postal
address),
and
constituency or class within a constituency of each candidate standing;
and

(b)

the declared interests of each candidate standing;

as given in their nomination form.
15.3.

The statement must list the candidates standing for election in alphabetical
order by surname.

15.4.

The returning officer must send a copy of the statement of candidates and
copies of the nomination forms to the corporation as soon as is practicable
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after publishing the statement.
16.

Inspection of statement of nominated candidates and nomination forms

16.1.

The corporation is to make the statement of the candidates and the
nomination forms supplied by the returning officer under rule 15.4 available
for inspection by members of the corporation free of charge at all reasonable
times.

16.2.

If a member of the corporation requests a copy or extract of the statement of
candidates or their nomination forms, the corporation is to provide that
member with the copy or extract free of charge.

17.

Withdrawal of candidates

17.1.

A candidate may withdraw from election on or before the date and time for
withdrawal by candidates, by providing to the returning officer a written notice
of withdrawal which is signed by the candidate and attested by a witness.

18.

Method of election

18.1.

If the number of candidates remaining validly nominated for an election after
any withdrawals under these rules is greater than the number of members to
be elected to the council of governors, a poll is to be taken in accordance with
Parts 5 and 6 of these rules.

18.2.

If the number of candidates remaining validly nominated for an election after
any withdrawals under these rules is equal to the number of members to be
elected to the council of governors, those candidates are to be declared
elected in accordance with Part 7 of these rules.

18.3.

If the number of candidates remaining validly nominated for an election after
any withdrawals under these rules is less than the number of members to be
elected to be council of governors, then:

PART 5

(a)

the candidates who remain validly nominated are to be declared
elected in accordance with Part 7 of these rules; and

(b)

the returning officer is to order a new election to fill any vacancy which
remains unfilled, on a day appointed by him or her in consultation with
the corporation.

COUNTING THE VOTES

19.

Poll to be taken by ballot

19.1.

The votes at the poll must be given by secret ballot.

19.2.

The votes are to be counted and the result of the poll determined in
accordance with Part 6 of these rules.

19.3.

The corporation may decide that voters within a constituency or class within
a constituency, may, subject to rule 19.4, cast their votes at the poll using
such different methods of polling in any combination as the corporation may
determine.
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19.4.

The corporation may decide that voters within a constituency or class within
a constituency for whom an email address is included in the list of eligible
voters may only cast their votes at the poll using an e-voting method of polling.

19.5.

Before the corporation decides, in accordance with rule 19.3 that one or more
e-voting methods of polling will be made available for the purposes of the poll,
the corporation must satisfy itself that:

(a)

(b)

(c)

if internet voting is to be a method of polling, the internet voting system
to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate internet voting record in respect of any
voter who casts his or her vote using the internet voting
system;

if telephone voting is to be a method of polling, the telephone voting
system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate telephone voting record in respect of
any voter who casts his or her vote using the telephone voting
system;

if text message voting is to be a method of polling, the text message
voting system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate text voting record in respect of any
voter who casts his or her vote using the text message voting
system.

20.

The ballot paper

20.1.

The ballot of each voter (other than a voter who casts his or her ballot by an
e-voting method of polling) is to consist of a ballot paper with the persons
remaining validly nominated for an election after any withdrawals under these
rules, and no others, inserted in the paper.

20.2.

Every ballot paper must specify:
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(a)

the name of the corporation;

(b)

the constituency, or class within a constituency, for which the election
is being held;

(c)

the number of members of the council of governors to be elected from
that constituency, or class within that constituency;

(d)

the names and other particulars of the candidates standing for
election, with the details and order being the same as in the statement
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of nominated candidates;
(e)

instructions on how to vote by all available methods of polling,
including the relevant voter's voter ID number if one or more e-voting
methods of polling are available;

(f)

if the ballot paper is to be returned by post, the address for its return
and the date and time of the close of the poll; and

(g)

the contact details of the returning officer.

20.3.

Each ballot paper must have a unique identifier.

20.4.

Each ballot paper must have features incorporated into it to prevent it from
being reproduced.

21.

The declaration
constituencies)

21.1.

The corporation shall require each voter who participates in an election for a
public or service user/carers’ constituency to make a declaration confirming:
(a)

of

identity

(public

and

service

user/carers’

that the voter is the person:
(i)

to whom the ballot paper was addressed; and/or

(ii)

to whom the voter ID number contained within the e-voting
information
was allocated;

(b)

that he or she has not marked or returned any other voting information
in the election; and

(c)

the particulars of his or her qualification to vote as a member of the
constituency or class within the constituency for which the election is
being held;

("declaration of identity")
and the corporation shall make such arrangements as it considers
appropriate to facilitate the making and the return of a declaration of identity
by each voter, whether by the completion of a paper form ("ID declaration
form") or the use of an electronic method.
21.2.

The voter must be required to return his or her declaration of identity with his
or her ballot.

21.3.

The voting information shall caution the voter that if the declaration of identity
is not duly returned or is returned without having been made correctly, any
vote cast by the voter may be declared invalid.

Action to be taken before the poll
22.

List of eligible voters

22.1.

The corporation is to provide the returning officer with a list of the members of
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the constituency or class within a constituency for which the election is being
held who are eligible to vote by virtue of rule 27 as soon as is reasonably
practicable after the final date for the delivery of notices of withdrawals by
candidates from an election.
22.2.

The list is to include, for each member:
(a)

a postal address; and,

(b)

the member's email address, if this has been provided;

to which his or her voting information may, subject to rule 22.3, be sent.
22.3.

The corporation may decide that the e-voting information is to be sent only by
email to
those members in the list of eligible voters for whom an email address is
included in that list.

23.

Notice of poll

23.1.

The returning officer is to publish a notice of the poll stating:
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(a)

the name of the corporation;

(b)

the constituency, or class within a constituency, for which the election
is being held;

(c)

the number of members of the council of governors to be elected from
that constituency, or class with that constituency;

(d)

the names, contact addresses, and other particulars of the candidates
standing for election, with the details and order being the same as in
the statement of nominated candidates;

(e)

that the ballot papers for the election are to be issued and returned, if
appropriate, by post;

(f)

the methods of polling by which votes may be cast at the election by
voters in a constituency or class within a constituency, as determined
by the corporation in accordance with rule 19.3;

(g)

the address for return of the ballot papers;

(h)

the uniform resource locator (url) where, if internet voting is a method
of polling, the polling website is located;

(i)

the telephone number where, if telephone voting is a method of polling,
the
telephone voting facility is located;

(j)

the telephone number or telephone short code where, if text message
voting is a method of polling, the text message voting facility is located;

(k)

the date and time of the close of the poll;
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(l)

the address and final dates for applications for replacement voting
information; and

(m)

the contact details of the returning officer.

24.

Issue of voting information by returning officer

24.1.

Subject to rule 24.3, as soon as is reasonably practicable on or after the
publication of the notice of the poll, the returning officer is to send the following
information by post to each member of the corporation named in the list of
eligible voters:
(a)

a ballot paper and ballot paper envelope;

(b)

the ID declaration form (if required);

(c)

information about each candidate standing for election, pursuant to
rule 64 of these rules; and

(d)

a covering envelope;

("postal voting information").
24.2.

Subject to rules 24.3 and 24.4, as soon as is reasonably practicable on or
after the publication of the notice of the poll, the returning officer is to send the
following information by email and/or by post to each member of the
corporation named in the list of eligible voters whom the corporation
determines in accordance with rule 19.3 and/or rule 19.4 may cast his or her
vote by an e-voting method of polling:
(a)

instructions on how to vote and how to make a declaration of identity
(if required);

(b)

the voter's voter ID number;

(c)

information about each candidate standing for election, pursuant to
rule 64 of these rules, or details of where this information is readily
available on the internet or available in such other formats as the
returning officer thinks appropriate, (d) contact details of the returning
officer;

("e-voting information").
24.3.

The corporation may determine that any member of the corporation shall:
(a)

only be sent postal voting information; or

(b)

only be sent e-voting information; or

(c)

be sent both postal voting information and e-voting information;

for the purposes of the poll.
24.4.
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If the corporation determines, in accordance with rule 22.3, that the e-voting
information
is to be sent only by email to those members in the list of eligible voters for
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whom
an
email address is included in that list, then the returning officer shall only send
that
information by email.
24.5.

The voting information is to be sent to the postal address and/or email address
for each member, as specified in the list of eligible voters.

25.

Ballot paper envelope and covering envelope

25.1.

The ballot paper envelope must have clear instructions to the voter printed on
it, instructing the voter to seal the ballot paper inside the envelope once the
ballot paper has been marked.

25.2.

The covering envelope is to have:

25.3.

(a)

the address for return of the ballot paper printed on it, and

(b)

pre-paid postage for return to that address.

There should be clear instructions, either printed on the covering envelope or
elsewhere, instructing the voter to seal the following documents inside the
covering envelope and return to the returning officer:
(a)

the completed ID declaration form if required; and

(b)

the ballot paper envelope, with the ballot paper sealed inside it.

26.

E-Voting systems

26.1.

If internet voting is a method of polling for the relevant election then the
returning officer must provide a website for the purpose of voting over the
internet (in these rules referred to as "the polling website").

26.2.

If telephone voting is a method of polling for the relevant election then the
returning officer must provide an automated telephone system for the purpose
of voting by the use of a touch-tone telephone (in these rules referred to as
"the telephone voting facility").

26.3.

If text message voting is a method of polling for the relevant election then the
returning officer must provide an automated text messaging system for the
purpose of voting by text message (in these rules referred to as "the text
message voting facility").

26.4.

The returning officer shall ensure that the polling website and internet voting
system provided will:
(a)

require a voter to:
(i)

enter his or her voter ID number; and

(ii)

where the election is for a public or service user/carers’
constituency, make a declaration of identity;

in order to be able to cast his or her vote;
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(b)

26.5.

(i)

the name of the corporation;

(ii)

the constituency, or class within a constituency, for which the
election is being held;

(iii)

the number of members of the council of governors to be
elected from that constituency, or class within that
constituency;

(iv)

the names and other particulars of the candidates standing
for election, with the details and order being the same as in
the statement of nominated candidates;

(v)

instructions on how to vote and how to make a declaration of
identity;

(vi)

the date and time of the close of the poll; and

(vii)

the contact details of the returning officer;

(c)

prevent a voter from voting for more candidates than he or she is
entitled to at the election;

(d)

create a record ("internet voting record") that is stored in the internet
voting system in respect of each vote cast by a voter using the internet
that comprises of:
(i)

the voter's voter ID number;

(ii)

the voter's declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted;
and

(iv)

the date and time of the voter's vote;

(e)

if the voter's vote has been duly cast and recorded, provide the voter
with confirmation of this; and

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the telephone voting facility and
telephone voting system provided will:
(a)

(b)

Updated December 2020

specify:

require a voter to:
(i)

enter his or her voter ID number in order to be able to cast his
or her vote; and

(ii)

where the election is for a public or service user/carers’
constituency, make a declaration of identity;

specify:
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26.6.

(i)

the name of the corporation;

(ii)

the constituency, or class within a constituency, for which the
election is being held;

(iii)

the number of members of the council of governors to be
elected from that constituency, or class within that
constituency;

(iv)

instructions on how to vote and how to make a declaration of
identity;

(v)

the date and time of the close of the poll; and

(vi)

the contact details of the returning officer;

(c)

prevent a voter from voting for more candidates than he or she is
entitled to at the election;

(d)

create a record ("telephone voting record") that is stored in the
telephone voting system in respect of each vote cast by a voter using
the telephone that comprises of:
(i)

the voter's voter ID number;

(ii)

the voter's declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted;
and

(iv)

the date and time of the voter's vote;

(e)

if the voter's vote has been duly cast and recorded, provide the voter
with confirmation of this;

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the text message voting facility and text
messaging voting system provided will:
(a)

require a voter to:
(i)

provide his or her voter ID number; and

(ii)

where the election is for a public or service user/carers’
constituency, make a declaration of identity;

in order to be able to cast his or her vote;
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(b)

prevent a voter from voting for more candidates than he or she is
entitled to at the election;

(c)

create a record ("text voting record") that is stored in the text
messaging voting system in respect of each vote cast by a voter by
text message that comprises of:
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(i)

the voter's voter ID number;

(ii)

the voter's declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted;
and

(iv)

the date and time of the voter's vote;

(d)

if the voter's vote has been duly cast and recorded, provide the voter
with confirmation of this;

(e)

prevent any voter from voting after the close of poll.

The poll
27.

Eligibility to vote

27.1.

An individual who becomes a member of the corporation on or before the
closing date for the receipt of nominations by candidates for the election, is
eligible to vote in that election.

28.

Voting by persons who require assistance

28.1.

The returning officer is to put in place arrangements to enable requests for
assistance to vote to be made.

28.2.

Where the returning officer receives a request from a voter who requires
assistance to vote, the returning officer is to make such arrangements as he
or she considers necessary to enable that voter to vote.

29.

Spoilt ballot papers and spoilt text message votes

29.1.

If a voter has dealt with his or her ballot paper in such a manner that it cannot
be accepted as a ballot paper (referred to as a "spoilt ballot paper"), that voter
may apply to the returning officer for a replacement ballot paper.

29.2.

On receiving an application, the returning officer is to obtain the details of the
unique identifier on the spoilt ballot paper, if he or she can obtain it.

29.3.

The returning officer may not issue a replacement ballot paper for a spoilt
ballot paper unless he or she:

29.4.

Updated December 2020

(a)

is satisfied as to the voter's identity; and

(b)

has ensured that the completed ID declaration form, if required, has
not been returned.

After issuing a replacement ballot paper for a spoilt ballot paper, the returning
officer shall enter in a list ("the list of spoilt ballot papers"):
(a)

the name of the voter; and

(b)

the details of the unique identifier of the spoilt ballot paper (if that
officer was able to obtain it); and
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(c)

the details of the unique identifier of the replacement ballot paper.

29.5.

If a voter has dealt with his or her text message vote in such a manner that it
cannot be accepted as a vote (referred to as a "spoilt text message vote"),
that voter may apply to the returning officer for a replacement voter ID number.

29.6.

On receiving an application, the returning officer is to obtain the details of the
voter ID number on the spoilt text message vote, if he or she can obtain it.

29.7.

The returning officer may not issue a replacement voter ID number in respect
of a spoilt text message vote unless he or she is satisfied as to the voter's
identity.

29.8.

After issuing a replacement voter ID number in respect of a spoilt text
message vote, the returning officer shall enter in a list ("the list of spoilt text
message votes"):
(a)

the name of the voter; and

(b)

the details of the voter ID number on the spoilt text message vote (if
that officer was able to obtain it); and

(c)

the details of the replacement voter ID number issued to the voter.

30.

Lost voting information

30.1.

Where a voter has not received his or her voting information by the tenth day
before the close of the poll, that voter may apply to the returning officer for
replacement voting information.

30.2.

The returning officer may not issue replacement voting information in respect
of lost voting information unless he or she:

30.3.

(a)

is satisfied as to the voter's identity;

(b)

has no reason to doubt that the voter did not receive the original voting
information;

(c)

has ensured that no declaration of identity, if required, has been
returned.

After issuing replacement voting information in respect of lost voting
information, the returning officer shall enter in a list ("the list of lost ballot
documents"):
(a)

the name of the voter;

(b)

the details of the unique identifier of the replacement ballot paper, if
applicable; and

(c)

the voter ID number of the voter.

31.

Issue of replacement voting information

31.1.

If a person applies for replacement voting information under rule 29 or 30 and
a declaration of identity has already been received by the returning officer in
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the name of that voter, the returning officer may not issue replacement voting
information unless, in addition to the requirements imposed by rule 29.3 or
30.2, he or she is also satisfied that that person has not already voted in the
election, notwithstanding the fact that a declaration of identity if required has
already been received by the returning officer in the name of that voter.
31.2.

After issuing replacement voting information under this rule, the returning
officer shall enter in a list ("the list of tendered voting information"):
(a)

the name of the voter;

(b)

the unique identifier of any replacement ballot paper issued under this
rule;

(c)

the voter ID number of the voter.

32.

ID declaration form for replacement ballot papers (public and service
user/carers’ constituencies)

32.1.

In respect of an election for a public or service user/carers’ constituency an
ID declaration form must be issued with each replacement ballot paper
requiring the voter to make a declaration of identity.

Polling by internet, telephone or text
33.

Procedure for remote voting by internet

33.1.

To cast his or her vote using the internet, a voter will need to gain access to
the polling website by keying in the url of the polling website provided in the
voting information.

33.2.

When prompted to do so, the voter will need to enter his or her voter ID
number.

33.3.

If the internet voting system authenticates the voter ID number, the system
will give the voter access to the polling website for the election in which the
voter is eligible to vote.

33.4.

To cast his or her vote, the voter will need to key in a mark on the screen
opposite the particulars of the candidate or candidates for whom he or she
wishes to cast his or her vote.

33.5.

The voter will not be able to access the internet voting system for an election
once his or her vote at that election has been cast.

34.

Voting procedure for remote voting by telephone

34.1.

To cast his or her vote by telephone, the voter will need to gain access to the
telephone voting facility by calling the designated telephone number provided
in the voter information using a telephone with a touch-tone keypad.

34.2.

When prompted to do so, the voter will need to enter his or her voter ID
number using the keypad.

34.3.

If the telephone voting facility authenticates the voter ID number, the voter will
be prompted to vote in the election.
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34.4.

When prompted to do so the voter may then cast his or her vote by keying in
the numerical voting code of the candidate or candidates, for whom he or she
wishes to vote.

34.5.

The voter will not be able to access the telephone voting facility for an election
once his or her vote at that election has been cast.

35.

Voting procedure for remote voting by text message

35.1.

To cast his or her vote by text message the voter will need to gain access to
the text message voting facility by sending a text message to the designated
telephone number or telephone short code provided in the voter information.

35.2.

The text message sent by the voter must contain his or her voter ID number
and the numerical voting code for the candidate or candidates, for whom he
or she wishes to vote.

35.3.

The text message sent by the voter will need to be structured in accordance
with the instructions on how to vote contained in the voter information,
otherwise the vote will not be cast.

Procedure for receipt of envelopes, internet votes, telephone votes and text message
votes
36.

Receipt of voting documents

36.1.

Where the returning officer receives:
(a)

a covering envelope; or

(b)

any other envelope containing an ID declaration form if required, a
ballot paper envelope, or a ballot paper;

before the close of the poll, that officer is to open it as soon as is practicable;
and rules 37 and 38 are to apply.
36.2.

The returning officer may open any covering envelope or any ballot paper
envelope for the purposes of rules 37 and 38, but must make arrangements
to ensure that no person obtains or communicates information as to:
(a)

the candidate for whom a voter has voted; or

(b)

the unique identifier on a ballot paper.

36.3.

The returning officer must make arrangements to ensure the safety and
security of the ballot papers and other documents.

37.

Validity of votes

37.1.

A ballot paper shall not be taken to be duly returned unless the returning
officer is satisfied that it has been received by the returning officer before the
close of the poll, with an ID declaration form if required that has been correctly
completed, signed and dated.

37.2.

Where the returning officer is satisfied that rule 37.1 has been fulfilled, he or
she is to:
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37.3.

(a)

put the ID declaration form if required in a separate packet; and

(b)

put the ballot paper aside for counting after the close of the poll.

Where the returning officer is not satisfied that rule 37.1 has been fulfilled, he
or she is to:
(a)

mark the ballot paper "disqualified";

(b)

if there is an ID declaration form accompanying the ballot paper, mark
it "disqualified" and attach it to the ballot paper;

(c)

record the unique identifier on the ballot paper in a list of disqualified
documents (the "list of disqualified documents"); and

(d)

place the document or documents in a separate packet.

37.4.

An internet, telephone or text message vote shall not be taken to be duly
returned unless the returning officer is satisfied that the internet voting record,
telephone voting record or text voting record (as applicable) has been
received by the returning officer before the close of the poll, with a declaration
of identity if required that has been correctly made.

37.5.

Where the returning officer is satisfied that rule 37.4 has been fulfilled, he or
she is to put the internet voting record, telephone voting record or text voting
record (as applicable) aside for counting after the close of the poll.

37.6.

Where the returning officer is not satisfied that rule 37.4 has been fulfilled, he
or she is to:
(a)

mark the internet voting record, telephone voting record or text voting
record (as applicable) "disqualified";

(b)

record the voter ID number on the internet voting record, telephone
voting record or text voting record (as applicable) in the list of
disqualified documents; and

(c)

place the document or documents in a separate packet.

38.

Declaration of identity but no ballot paper (public and service
user/carers’ constituency)

38.1.

Where the returning officer receives an ID declaration form if required but no
ballot paper, the returning officer is to:

39.
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(a)

mark the ID declaration form "disqualified";

(b)

record the name of the voter in the list of disqualified documents,
indicating
that
a declaration of identity was received from the voter without a ballot
paper; and

(c)

place the ID declaration form in a separate packet.

De-duplication of votes
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39.1.

Where different methods of polling are being used in an election, the returning
officer shall examine all votes cast to ascertain if a voter ID number has been
used more than once to cast a vote in the election.

39.2.

If the returning officer ascertains that a voter ID number has been used more
than once to cast a vote in the election he or she shall:

39.3.

39.4.

(a)

only accept as duly returned the first vote received that was cast using
the relevant voter ID number; and

(b)

mark as "disqualified" all other votes that were cast using the relevant
voter ID number.

Where a ballot paper is disqualified under this rule the returning officer shall:
(a)

mark the ballot paper "disqualified";

(b)

if there is an ID declaration form accompanying the ballot paper, mark
it "disqualified" and attach it to the ballot paper;

(c)

record the unique identifier and the voter ID number on the ballot paper
in the list of disqualified documents;

(d)

place the document or documents in a separate packet; and

(e)

disregard the ballot paper when counting the votes in accordance with
these rules.

Where an internet voting record, telephone voting record or text voting record
is disqualified under this rule the returning officer shall:
(a)

mark the internet voting record, telephone voting record or text voting
record (as applicable) "disqualified";

(b)

record the voter ID number on the internet voting record, telephone
voting record or text voting record (as applicable) in the list of
disqualified documents;

(c)

place the internet voting record, telephone voting record or text voting
record (as applicable) in a separate packet; and

(d)

disregard the internet voting record, telephone voting record or text
voting record (as applicable) when counting the votes in accordance
with these rules.

40.

Sealing of packets

40.1.

As soon as is possible after the close of the poll and after the completion of
the procedure under rules 37 and 38, the returning officer is to seal the
packets containing:
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(a)

the disqualified documents, together with the list of disqualified
documents inside it;

(b)

the ID declaration forms, if required;
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(c)

the list of spoilt ballot papers and the list of spoilt text message votes;

(d)

the list of lost ballot documents;

(e)

the list of eligible voters; and

(f)

the list of tendered voting information;

and ensure that complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
rule 26 are held in a device suitable for the purpose of storage.
PART 6

COUNTING THE VOTES

41.

Interpretation of Part 6

41.1.

In Part 6 of these rules:
"ballot document" means a ballot paper, internet voting record, telephone
voting record or text voting record;
"continuing candidate" means any candidate not deemed to be elected, and
not excluded;
"count" means all the operations involved in counting of the first preferences
recorded for candidates, the transfer of the surpluses of elected candidates,
and the transfer of the votes of the excluded candidates;
"deemed to be elected" means deemed to be elected for the purposes of
counting of votes but without prejudice to the declaration of the result of the
poll;
"mark” means a figure, an identifiable written word, or a mark such as "X";
"non-transferable vote" means a ballot document:
(a)

on which no second or subsequent preference is recorded for a
continuing
candidate;
or

(b)

which is excluded by the returning officer under rule 49;

"preference" as used in the following contexts has the meaning assigned
below:
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(a)

"first preference" means the figure "1" or any mark or word which
clearly indicates a first (or only) preference;

(b)

"next available preference" means a preference which is the second,
or as the case may be, subsequent preference recorded in
consecutive order for a continuing candidate (any candidate who is
deemed to be elected or is excluded thereby being ignored); and

(c)

in this context, a "second preference" is shown by the figure "2" or any
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mark or word which clearly indicates a second preference, and a third
preference by the figure "3" or any mark or word which clearly indicates
a third preference, and so on;
"quota" means the number calculated in accordance with rule 46;
"surplus" means the number of votes by which the total number of votes for
any candidate (whether first preference or transferred votes, or a combination
of both) exceeds the quota; but references in these rules to the transfer of the
surplus means the transfer (at a transfer value) of all transferable ballot
documents from the candidate who has the surplus;
"stage of the count” means:
(a)

the determination of the first preference vote of each candidate;

(b)

the transfer of a surplus of a candidate deemed to be elected; or

(c)

the exclusion of one or more candidates at any given time;

"transferable vote” means a ballot document on which, following a first
preference, a second or subsequent preference is recorded in consecutive
numerical order for a continuing candidate;
"transferred vote” means a vote derived from a ballot document on which a
second or subsequent preference is recorded for the candidate to whom that
ballot document has been transferred; and
"transfer value” means the value of a transferred vote calculated in
accordance with rules 47.4 or 47.7.
42.

Arrangements for counting of the votes

42.1.

The returning officer is to make arrangements for counting the votes as soon
as is practicable after the close of the poll.

42.2.

The returning officer may make arrangements for any votes to be counted
using vote counting software where:
(a)

(b)

the board of directors and the council of governors of the corporation
have approved:
(i)

the use of such software for the purpose of counting votes in
the relevant election; and

(ii)

a policy governing the use of such software; and

the corporation and the returning officer are satisfied that the use of
such software will produce an accurate result.

43.

The count

43.1.

The returning officer is to:
(a)
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count and record the number of:
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(b)

(iii)

ballot papers that have been returned; and

(iv)

the number of internet voting records, telephone voting
records and/or text voting records that have been created;
and

count the votes according to the provisions in this Part of the rules
and/or the provisions of any policy approved pursuant to rule 42.2(a)(ii)
where vote counting software is being used.

43.2.

The returning officer, while counting and recording the number of ballot
papers, internet voting records, telephone voting records and/or text voting
records and counting the votes, must make arrangements to ensure that no
person obtains or communicates information as to the unique identifier on a
ballot paper or the voter ID number on an internet voting record, telephone
voting record or text voting record.

43.3.

The returning officer is to proceed continuously with counting the votes as far
as is practicable.

44.

Rejected ballot papers and rejected text voting records

44.1.

Any ballot paper:
(a)

which does not bear the features that have been incorporated into the
other ballot papers to prevent them from being reproduced;

(b)

on which the figure "1" standing alone is not placed so as to indicate a
first preference for any candidate;

(c)

on which anything is written or marked by which the voter can be
identified except the unique identifier; or

(d)

which is unmarked or rejected because of uncertainty;

shall be rejected and not counted, but the ballot paper shall not be rejected
by reason only of carrying the words "one", "two", "three" and so on, or any
other mark instead of a figure if, in the opinion of the returning officer, the word
or mark clearly indicates a preference or preferences.
44.2.

The returning officer is to endorse the word "rejected" on any ballot paper
which under this rule is not to be counted.

44.3.

Any text voting record:
(a)

on which the figure "1" standing alone is not placed so as to indicate a
first preference for any candidate;

(b)

on which anything is written or marked by which the voter can be
identified except the unique identifier; or

(c)

which is unmarked or rejected because of uncertainty;

shall be rejected and not counted, but the text voting record shall not be
rejected by reason only of carrying the words "one", "two", "three" and so on,
or any other mark instead of a figure if, in the opinion of the returning officer,
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the word or mark clearly indicates a preference or preferences.
44.4.

The returning officer is to endorse the word "rejected" on any text voting record
which under this rule is not to be counted.

44.5.

The returning officer is to draw up a statement showing the number of ballot
papers rejected by him or her under each of the subparagraphs (a) to (d) of
rule 44.1 and the number of text voting records rejected by him or her under
each of the sub-paragraphs (a) to (c) of rule 44.3.

45.

First stage

45.1.

The returning officer is to sort the ballot documents into parcels according to
the candidates for whom the first preference votes are given.

45.2.

The returning officer is to then count the number of first preference votes given
on ballot documents for each candidate, and is to record those numbers.

45.3.

The returning officer is to also ascertain and record the number of valid ballot
documents.

46.

The quota

46.1.

The returning officer is to divide the number of valid ballot documents by a
number exceeding by one the number of members to be elected.

46.2.

The result, increased by one, of the division under rule 46.1 (any fraction being
disregarded) shall be the number of votes sufficient to secure the election of
a candidate (in these rules referred to as "the quota").

46.3.

At any stage of the count a candidate whose total votes equals or exceeds
the quota shall be deemed to be elected, except that any election where there
is only one vacancy a candidate shall not be deemed to be elected until the
procedure set out in rules 47.1 to 47.3 has been complied with.

47.

Transfer of votes

47.1.

Where the number of first preference votes for any candidate exceeds the
quota, the returning officer is to sort all the ballot documents on which first
preference votes are given for that candidate into sub-parcels so that they are
grouped:
(a)

according to next available preference given on those ballot
documents for any continuing candidate; or

(b)

where no such preference is given, as the sub-parcel of nontransferable votes.

47.2.

The returning officer is to count the number of ballot documents in each parcel
referred to in rule 47.1.

47.3.

The returning officer is, in accordance with this rule and rule 48, to transfer
each sub-parcel of ballot documents referred to in rule 47.1 (a) to the
candidate for whom the next available preference is given on those ballot
documents.
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47.4.

47.5.

The vote on each ballot document transferred under rule 47.3 shall be at a
value ("the transfer value") which:
(a)

reduces the value of each vote transferred so that the total value of all
such votes does not exceed the surplus; and

(b)

is calculated by dividing the surplus of the candidate from whom the
votes are being transferred by the total number of the ballot documents
on which those votes are given, the calculation being made to two
decimal places (ignoring the remainder if any).

Where at the end of any stage of the count involving the transfer of ballot
documents, the number of votes for any candidate exceeds the quota, the
returning officer is to sort the ballot documents in the sub-parcel of transferred
votes which was last received by that candidate into separate sub-parcels so
that they are grouped:
(a)

according to the next available preference given on those ballot
documents for any continuing candidate; or

(b)

where no such preference is given, as the sub-parcel of nontransferable votes.

47.6.

The returning officer is, in accordance with this rule and rule 48, to transfer
each sub-parcel of ballot documents referred to in rule 47.5(a) to the
candidate for whom the next available preference is given on those ballot
documents.

47.7.

The vote on each ballot document transferred under rule 47.6 shall be at:
(a)

a transfer value calculated as set out in rule 47.4(b); or

(b)

at the value at which that vote was received by the candidate from
whom it is now being transferred;

whichever is the less.
47.8.

Each transfer of a surplus constitutes a stage in the count.

47.9.

Subject to rule 47.10, the returning officer shall proceed to transfer
transferable ballot documents until no candidate who is deemed to be elected
has a surplus or all the vacancies have been filled.

47.10.

Transferable ballot documents shall not be liable to be transferred where any
surplus or surpluses which, at a particular stage of the count, have not already
been transferred, are:
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(a)

less than the difference between the total vote then credited to the
continuing candidate with the lowest recorded vote and the vote of the
candidate with the next lowest recorded vote; or

(b)

less than the difference between the total votes of the two or more
continuing candidates, credited at that stage of the count with the
lowest recorded total numbers of votes and the candidate next above
such candidates.
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47.11.

This rule does not apply at an election where there is only one vacancy.

48.

Supplementary provisions on transfer

48.1.

If, at any stage of the count, two or more candidates have surpluses, the
transferable ballot documents of the candidate with the highest surplus shall
be transferred first, and if:

48.2.

(a)

the surpluses determined in respect of two or more candidates are
equal, the transferable ballot documents of the candidate who had the
highest recorded vote at the earliest preceding stage at which they had
unequal votes shall be transferred first; and

(b)

the votes credited to two or more candidates were equal at all stages
of the count, the returning officer shall decide between those
candidates by lot, and the transferable ballot documents of the
candidate on whom the lot falls shall be transferred first.

The returning officer shall, on each transfer of transferable ballot documents
under rule 47:
(a)

record the total value of the votes transferred to each candidate;

(b)

add that value to the previous total of votes recorded for each
candidate and record the new total;

(c)

record as non-transferable votes the difference between the surplus
and the total transfer value of the transferred votes and add that
difference to the previously recorded total of non-transferable votes;
and

(d)

compare:
(i)

the total number of votes then recorded for all of the
candidates, together with the total number of non-transferable
votes; with

(ii)

the recorded total of valid first preference votes.

48.3.

All ballot documents transferred under rule 47 or 49 shall be clearly marked,
either individually or as a sub-parcel, so as to indicate the transfer value
recorded at that time to each vote on that ballot document or, as the case may
be, all the ballot documents in that sub-parcel.

48.4.

Where a ballot document is so marked that it is unclear to the returning officer
at any stage of the count under rule 47 or 49 for which candidate the next
preference is recorded, the returning officer shall treat any vote on that ballot
document as a nontransferable vote; and votes on a ballot document shall be
so treated where, for example, the names of two or more candidates (whether
continuing candidates or not) are so marked that, in the opinion of the
returning officer, the same order of preference is indicated or the numerical
sequence is broken.

49.

Exclusion of candidates
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49.1.

If:
(a)

all transferable ballot documents which under the provisions of rule 47
(including that rule as applied by rule 49.11) and this rule are required
to be transferred, have been transferred; and

(b)

subject to rule 50, one or more vacancies remain to be filled,

the returning officer shall exclude from the election at that stage the candidate
with the then lowest vote (or, where rule 49.12 applies, the candidates with
the then lowest votes).
49.2.

The returning officer shall sort all the ballot documents on which first
preference votes are given for the candidate or candidates excluded under
rule 49.1 into two sub-parcels so that they are grouped as:
(a)

ballot documents on which a next available preference is given; and

(b)

ballot documents on which no such preference is given (thereby
including ballot documents on which preferences are given only for
candidates who are deemed to be elected or are excluded).

49.3.

The returning officer shall, in accordance with this rule and rule 48, transfer
each sub-parcel of ballot documents referred to in rule 49.2 to the candidate
for whom the next available preference is given on those ballot documents.

49.4.

The exclusion of a candidate, or of two or more candidates together,
constitutes a further stage of the count.

49.5.

If, subject to rule 50, one or more vacancies still remain to be filled, the
returning officer shall then sort the transferable ballot documents, if any, which
had been transferred to any candidate excluded under rule 49.1 into subparcels according to their transfer value.

49.6.

The returning officer shall transfer those ballot documents in the sub-parcel of
transferable ballot documents with the highest transfer value to the continuing
candidates in accordance with the next available preferences given on those
ballot documents (thereby passing over candidates who are deemed to be
elected or are excluded).

49.7.

The vote on each transferable ballot document transferred under rule 49.6
shall be at the value at which that vote was received by the candidate
excluded under rule 49.1.

49.8.

Any ballot documents on which no next available preferences have been
expressed shall be set aside as non-transferable votes.

49.9.

After the returning officer has completed the transfer of the ballot documents
in the sub-parcel of ballot documents with the highest transfer value he or she
shall proceed to transfer in the same way the sub-parcel of ballot documents
with the next highest value and so on until he has dealt with each sub-parcel
of a candidate excluded under rule 49.1.

49.10.

The returning officer shall after each stage of the count completed under this
rule:
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(a)

record:
(i)

the total value of votes; or

(ii)

the total transfer value of votes transferred to each candidate;

(b)

add that total to the previous total of votes recorded for each candidate
and record the new total;

(c)

record the value of non-transferable votes and add that value to the
previous non-transferable votes total; and

(d)

compare:
(i)

the total number of votes then recorded for each candidate
together with the total number of non-transferable votes, with

(ii)

the recorded total of valid first preference votes.

49.11.

If after a transfer of votes under any provision of this rule, a candidate has a
surplus, that surplus shall be dealt with in accordance with rules 47.5 to 47.10
and rule 48.

49.12.

Where the total of the votes of the two or more lowest candidates, together
with any surpluses not transferred, is less than the number of votes credited
to the next lowest candidate, the returning officer shall in one operation
exclude such two or more candidates.

49.13.

If when a candidate has to be excluded under this rule, two or more
candidates each have the same number of votes and are lowest:
(a)

regard shall be had to the total number of votes credited to those
candidates at the earliest stage of the count at which they had an
unequal number of votes and the candidate with the lowest number of
votes at that stage shall be excluded; and

(b)

where the number of votes credited to those candidates was equal at
all stages, the returning officer shall decide between the candidates by
lot and the candidate on whom the lot falls shall be excluded.

50.

Filling of last vacancies

50.1.

Where the number of continuing candidates is equal to the number of
vacancies remaining unfilled the continuing candidates shall thereupon be
deemed to be elected.

50.2.

Where only one vacancy remains unfilled and the votes of any one continuing
candidate are equal to or greater than the total of votes credited to other
continuing candidates together with any surplus not transferred, the candidate
shall thereupon be deemed to be elected.

50.3.

Where the last vacancies can be filled under this rule, no further transfer of
votes shall be made.

51.

Order of election of candidates
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51.1.

The order in which candidates whose votes equal or exceed the quota are
deemed to be elected shall be the order in which their respective surpluses
were transferred, or would have been transferred but for rule 47.10.

51.2.

A candidate credited with a number of votes equal to, and not greater than,
the quota shall, for the purposes of this rule, be regarded as having had the
smallest surplus at the stage of the count at which he or she obtained the
quota.

51.3.

Where the surpluses of two or more candidates are equal and are not required
to be transferred, regard shall be had to the total number of votes credited to
such candidates at the earliest stage of the count at which they had an
unequal number of votes and the surplus of the candidate who had the
greatest number of votes at that stage shall be deemed to be the largest.

51.4.

Where the number of votes credited to two or more candidates were equal at
all stages of the count, the returning officer shall decide between them by lot
and the candidate on whom the lot falls shall be deemed to have been elected
first.

PART 7

FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS

52.

Declaration of result for contested elections

52.1.

In a contested election, when the result of the poll has been ascertained, the
returning officer is to:
(a)

declare the candidates who are deemed to be elected under Part 6 of
these rules as elected;

(b)

give notice of the name of each candidate who he or she has declared
elected:

(c)
52.2.

Updated December 2020

(i)

where the election is held under a proposed constitution
pursuant to powers conferred on the NHS Trust by section
33(4) of the 2006 Act, to the chair of the NHS Trust; or

(ii)

in any other case, to the chair of the corporation; and

give public notice of the name of each candidate who he or she has
declared elected.

The returning officer is to make:
(a)

the number of first preference votes for each candidate whether
elected or not;

(b)

any transfer of votes;

(c)

the total number of votes for each candidate at each stage of the count
at which such transfer took place;

(d)

the order in which the successful candidates were elected; and

(e)

the number of rejected ballot papers under each of the headings in
rule 44.1;
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(f)

the number of rejected text voting records under each of the headings
in rule 44.3;

available

on

request.

53.

Declaration of result for uncontested elections

53.1.

In an uncontested election, the returning officer is to as soon as is practicable
after final day for the delivery of notices of withdrawals by candidates from the
election:

PART 8

(a)

declare the candidate or candidates remaining validly nominated to be
elected;

(b)

give notice of the name of each candidate who he or she has declared
elected to the chair of the corporation; and

(c)

give public notice of the name of each candidate who he or she has
declared elected.

DISPOSAL OF DOCUMENTS

54.

Sealing up of documents relating to the poll

54.1.

On completion of the counting at a contested election, the returning officer is
to seal up the following documents in separate packets:
(a)

the counted ballot papers, internet voting records, telephone voting
records and text voting records;

(b)

the ballot papers and text voting records endorsed with "rejected in
part";

(c)

the rejected ballot papers and text voting records; and

(d)

the statement of rejected ballot papers and the statement of rejected
text voting records;

and ensure that complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
rule 26 are held in a device suitable for the purpose of storage.
54.2.

The returning officer must not open the sealed packets of:
(a)

the disqualified documents, with the list of disqualified documents
inside it;

(b)

the list of spoilt ballot papers and the list of spoilt text message votes;

(c)

the list of lost ballot documents; and

(d)

the list of eligible voters;

or access the complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
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rule 26 and held in a device suitable for the purpose of storage.
54.3.

The returning officer must endorse on each packet a description of:
(a)

its contents;

(b)

the date of the publication of notice of the election;

(c)

the name of the corporation to which the election relates; and

(d)

the constituency, or class within a constituency, to which the election
relates.

55.

Delivery of documents

55.1.

Once the documents relating to the poll have been sealed up and endorsed
pursuant to rule 56, the returning officer is to forward them to the chair of the
corporation.

56.

Forwarding of documents received after close of the poll

56.1.

Where:
(a)

any voting documents are received by the returning officer after the
close of the poll; or

(b)

any envelopes addressed to eligible voters are returned as
undelivered too late to be resent; or

(c)

any applications for replacement voting information are made too late
to enable new voting information to be issued;

the returning officer is to put them in a separate packet, seal it up, and endorse
and forward it to the chair of the corporation.
57.

Retention and public inspection of documents

57.1.

The corporation is to retain the documents relating to an election that are
forwarded to the chair by the returning officer under these rules for one year,
and then, unless otherwise directed by the board of directors of the
corporation, cause them to be destroyed.

57.2.

With the exception of the documents listed in rule 58.1, the documents relating
to an election that are held by the corporation shall be available for inspection
by members of the public at all reasonable times.

57.3.

A person may request a copy or extract from the documents relating to an
election that are held by the corporation, and the corporation is to provide it,
and may impose a reasonable charge for doing so.

58.

Application for inspection of certain documents relating to an election

58.1.

The corporation may not allow:
(a)

Updated December 2020

the inspection of, or the opening of any sealed packet containing:
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(b)

(i)

any rejected ballot papers, including ballot papers rejected in
part;

(ii)

any rejected text voting records, including text voting records
rejected in part;

(iii)

any disqualified documents, or the list of disqualified
documents;

(iv)

any counted ballot papers, internet voting records, telephone
voting records or text voting records; or

(v)

the list of eligible voters; or

access to or the inspection of the complete electronic copies of the
internet voting records, telephone voting records and text voting
records created in accordance with rule 26 and held in a device
suitable for the purpose of storage;

by any person without the consent of the board of directors of the corporation.
58.2.

A person may apply to the board of directors of the corporation to inspect any
of the documents listed in rule 58.1, and the board of directors of the
corporation may only consent to such inspection if it is satisfied that it is
necessary for the purpose of questioning an election pursuant to Part 11.

58.3.

The board of directors of the corporation's consent may be on any terms or
conditions that it thinks necessary, including conditions as to (a)

persons;

(b)

time;

(c)

place and mode of inspection;

(d)

production or opening;

and the corporation must only make the documents available for inspection in
accordance with those terms and conditions.
58.4.

On an application to inspect any of the documents listed in rule 58.1 the board
of directors of the corporation must:
(a)

in giving its consent; and

(b)

in making the documents available for inspection;

ensure that the way in which the vote of any particular member has been given
shall not be disclosed, until it has been established:
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(i)

that his or her vote was given; and

(ii)

that MonitorNHS England has declared that the vote was
invalid.
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PART 9

DEATH OF A CANDIDATE DURING A CONTESTED ELECTION

59.

Countermand or abandonment of poll on death of candidate

59.1.

If, at a contested election, proof is given to the returning officer's satisfaction
before the result of the election is declared that one of the persons named or
to be named as a candidate has died, then the returning officer is to:

59.2.

(a)

publish a notice stating that the candidate has died; and

(b)

proceed with the counting of the votes as if that candidate had been
excluded from the count so that:
(i)

ballot documents which only have a first preference recorded
for the candidate that has died, and no preferences for any
other candidates, are not to be counted; and

(ii)

ballot documents which have preferences recorded for other
candidates are to be counted according to the consecutive
order of those preferences, passing over preferences marked
for the candidate who has died.

The ballot documents which have preferences recorded for the candidate who
has died are to be sealed with the other counted ballot documents pursuant
to rule 54.1(a).

PART 10 ELECTION EXPENSES AND PUBLICITY

60.

Election expenses

60.1.

Any expenses incurred, or payments made, for the purposes of an election
which contravene this Part are an electoral irregularity, which may only be
questioned in an application made to MonitorNHS England under Part 11 of
these rules.

61.

Expenses and payments by candidates

61.1.

A candidate may not incur any expenses or make a payment (of whatever
nature) for the purposes of an election, other than expenses or payments that
relate to:
(a)

personal expenses;

(b)

travelling expenses, and expenses incurred while living away from
home; and

(c)

expenses for stationery, postage, telephone, internet (or any similar
means of communication) and other petty expenses, to a limit of £100.

62.

Election expenses incurred by other persons

62.1.

No person may:
(a)
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incur any expenses or make a payment (of whatever nature) for the
purposes of a candidate's election, whether on that candidate's behalf
or otherwise; or
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(b)

62.2.

give a candidate or his or her family any money or property (whether
as a gift, donation, loan, or otherwise) to meet or contribute to
expenses incurred by or on behalf of the candidate for the purposes of
an election.

Nothing in this rule is to prevent the corporation from incurring such expenses,
and making such payments, as it considers necessary pursuant to rules 63
and 64.

Publicity
63.

Publicity about election by the corporation

63.1.

The corporation may:
(a)

compile and distribute such information about the candidates; and

(b)

organise and hold such meetings to enable the candidates to speak
and respond to questions

as it considers necessary.

63.2.

Any information provided by the corporation about the candidates, including
information compiled by the corporation under rule 64, must be:
(a)

objective, balanced and fair;

(b)

equivalent in size and content for all candidates;

(c)

compiled and distributed in consultation with all of the candidates
standing for election; and

(d)

must not seek to promote or procure the election of a specific
candidate or candidates, at the expense of the electoral prospects of
one or more other candidates.

63.3.

Where the corporation proposes to hold a meeting to enable the candidates
to speak, the corporation must ensure that all of the candidates are invited to
attend, and in organising and holding such a meeting, the corporation must
not seek to promote or procure the election of a specific candidate or
candidates at the expense of the electoral prospects of one or more other
candidates.

64.

Information about candidates for inclusion with voting information

64.1.

The corporation must compile information about the candidates standing for
election, to be distributed by the returning officer pursuant to rule 24 of these
rules.

64.2.

The information must consist of:
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(a)

a statement submitted by the candidate of no more than 250 words;

(b)

if voting by telephone or text message is a method of polling for the
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election, the numerical voting code allocated by the returning officer to
each candidate, for the purpose of recording votes using the telephone
voting facility or the text message voting facility ("numerical voting
code"); and
(c)

a photograph of the candidate.

65.

Meaning of "for the purposes of an election"

65.1.

In this Part, the phrase "for the purposes of an election" means with a view to,
or otherwise in connection with, promoting or procuring a candidate's election,
including the prejudicing of another candidate's electoral prospects; and the
phrase "for the purposes of a candidate's election" is to be construed
accordingly.

65.2.

The provision by any individual of his or her own services voluntarily, on his
or her own time, and free of charge is not to be considered an expense for the
purposes of this Part.

PART 11 QUESTIONING ELECTIONS AND THE CONSEQUENCE OF IRREGULARITIES

66.

Application to question an election

66.1.

An application alleging a breach of these rules, including an electoral
irregularity under Part 10, may be made to MonitorNHS England.

66.2.

An application may only be made once the outcome of the election has been
declared by the returning officer.

66.3.

An application may only be made to MonitorNHS England by:

66.4.

(a)

a person who voted at the election or who claimed to have had the
right to vote; or

(b)

a candidate, or a person claiming to have had a right to be elected at
the election.

The application must:
(a)

describe the alleged breach of the rules or electoral irregularity, and

(b)

be in such a form as Monitor NHS England may require.

66.5.

The application must be presented in writing within 21 days of the declaration
of the result of the election.

66.6.

If Monitor NHS England requests further information from the applicant, then
that person must provide it as soon as is reasonably practicable.

66.7.

Monitor NHS England shall delegate the determination of an application to a
person or panel of persons to be nominated for the purpose.

66.8.

The determination by the person or panel of persons nominated in accordance
with rule 66.7 shall be binding on and shall be given effect by the corporation,
the applicant and the members of the constituency (or class within a
constituency) including all the candidates for the election to which the
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application relates.
66.9.

MonitorNHS England may prescribe rules of procedure for the determination
of an application including costs.

PART 12 MISCELLANEOUS

67.

Secrecy

67.1.

The following persons:
(a)

the returning officer; and

(b)

the returning officer's staff;

must maintain and aid in maintaining the secrecy of the voting and the
counting of the votes, and must not, except for some purpose authorised by
law, communicate to any person any information as to:
(i)

the name of any member of the corporation who has or has
not been given voting information or who has or has not
voted;

(ii)

the unique identifier on any ballot paper;

(iii)

the voter ID number allocated to any voter;

(iv)

the candidate(s) for whom any member has voted.

67.2.

No person may obtain or attempt to obtain information as to the candidate(s)
for whom a voter is about to vote or has voted, or communicate such
information to any person at any time, including the unique identifier on a
ballot paper given to a voter or the voter ID number allocated to a voter.

67.3.

The returning officer is to make such arrangements as he or she thinks fit to
ensure that the individuals who are affected by this provision are aware of the
duties it imposes.

68.

Prohibition of disclosure of vote

68.1.

No person who has voted at an election shall, in any legal or other
proceedings to question the election, be required to state for whom he or she
has voted.

69.

Disqualification

69.1.

A person may not be appointed as a returning officer, or as staff of the
returning officer pursuant to these rules, if that person is:
(a)

a member of the corporation;

(b)

an employee of the corporation;

(c)

a director of the corporation; or

(d)
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employed by or on behalf of a person who has been nominated for
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election.
70.

Delay in postal service through industrial action or unforeseen event

70.1.

If industrial action, or some other unforeseen event, results in a delay in:
(a)

the delivery of the documents in rule 24; or

(b)

the return of the ballot paper;

the returning officer may extend the time between the publication of the notice
of the poll and the close of the poll by such period as he or she considers
appropriate.
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