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155th Meeting of the Board of Directors
10.30am, Thursday 8 September 2022
Via Teams

AGENDA
Duration: 30mins
ITEM
1

2
p3

General business
Apologies for absence and
declaration of any conflicts of
interest
Minutes of the Board of
Directors’ Meeting held on 7 July
2022

Purpose

Presented by

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

Andy Trotter
Chair

To approve the minutes of the last meeting

Andy Trotter
Chair

3
p10

Matters arising

To confirm actions allocated at previous
meetings have been completed

Andy Trotter
Chair

4
p12

Board Assurance Framework

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

Andy Trotter
Chair

Governance and Strategy

Duration: 90 mins

Listening to our service users and
carers

To focus Board attention on the perspectives of
people using our services

6
p23

Chair’s report

To note recent developments

7
p24

Chief Executive Report

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

8
p33

Operational Performance Report

To note the update

Iain Dimond, Chief
Operating Officer

Oxleas Strategy 2021-24
• Focus on service
inequalities
• Digital delivery

To note progress on the strategy
implementation.

Workstream leads

Agency cap

To agree the proposed actions

Workforce Race Equality Standard
and Workforce Disability Equality
Standard Action Plan 2022-2024

To note the action plans

5
p15

9
p54

10
p80
11
p89

12
Risk Management Annual report
p102

To note the report
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All
Andy Trotter
Chair
Ify Okocha,
Chief Executive

Rachel Evans, Director for
Strategy and People
Azara Mukhtar, Director of
Finance
Rachel Evans,
Director for Strategy and
People
Steve Dilworth,
Chair, Audit and Risk
Management Committee
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155th Meeting of the Board of Directors
10.30am, Thursday 8 September 2022
Via Teams

AGENDA
Committee and Board reports

45 mins

Performance and Quality
13
p123 Assurance Committee
Continuous Improvement and
14
p137 Innovation Committee
15
Business Committee
p147
16
Partnership Committee
p171
17
p174

Infrastructure Committee

18
p177

People Committee
• Nursing strategy

19
p182

Audit and Risk Assurance report

Health and Safety Oversight
20
p186 Committee
21
Board visits reports
p188
22
p204

Council of Governors update

To note the contents of the report and
agree any strategic implications
To note the contents of the report and
agree any strategic implications
To note the contents of the report and
agree any strategic implications
To note the contents of the report and
agree any strategic implications
To note the contents of the report and
agree any strategic implications
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
Information relating to the experience of
staff and patients and assess impact on
delivery of trust objectives
To note

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 Hingorani-Crain,
Non Executive Director
Steve Dilworth
Non Executive Director
Nina Hingorani-Crain,
Non Executive Director
Andy Trotter
Chair
Andy Trotter
Chair

Closing matters

5 mins

23
p208

Forward agenda

To note

Sally Bryden, Trust Secretary

24

Any other business

To note

Andy Trotter
Chair

25

Review of effectiveness of
meeting

To consider

Andy Trotter
Chair

DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 3 November 2022 at 10.30am
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Board of Directors
8 September 2022

Item
Enclosure

2
2

Subject
Author
Accountable Director
Confidentiality/
FOI status

Minutes of the Board of Directors’ Meeting held on 7 July 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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154th Meeting of the Board of Directors
Minutes of the meeting held on Thursday 7 July 2022
Virtual meeting held via MS Teams
Board of Directors
Andy Trotter
Steve Dilworth
Yemisi Gibbons
Suzanne Shale (SSh)
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)

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

In attendance
Tom Clark
Dr Farid Jabbar
Sally Bryden
Alison Furzer (AFu)
Rachel T Evans (RTE)
Susan Owen

Deputy Medical Director
Deputy Medical Director and Flow Director
Trust Secretary and Associate Director of Corporate Affairs
Director or Informatics
Director of Esates and Facilities
Head of Risk and Governance (minutes)

Observing governors
Sue Sauter (SSa)
Liz Moss

Public: Bexley/Lead Governor
Public: Bromley

Item Subject

Action

1

Apologies for absence
• Nina Hingorani-Crain, Non-executive Director
Declarations of interest
• None raised

Noted

2

Minutes of last meeting
Pending the amendments submitted in advance, the minutes of the meeting on 5 May 2022
were approved as an accurate record.

Approved

3

Matters arising
None raised.

Noted

4

Board Assurance Framework
The Board of Directors noted that all the Board Assurance Framework risks are covered under
the agenda items.

Noted

5

Chief Executive Report
IO presented the Chief Executive’s report. The Draft Mental Health Bill has been published.
Whilst this will improve the relationship between clinicians and patients, there will be an impact
on costs and workload, for example automatic tribunals. The Digital Health and Social Care Bill
introduces plans to unify records across acute and social care, but this will not take effect until
March 2025. There will also be cost implications. The board noted the importance of digital
support for diagnostics.

Noted and
approved
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Item Subject

Action

The new Single Oversight Framework (SOF) includes 68 metrics for providers and the ICS. It is
expected that the CQC will look at metrics across the system. The Integrated Care Board (ICB)
held its first meeting on 1 July 2022. The board noted that Covid-19 cases are increasing, and
this is being kept under review. The board noted the success of the Great Out of Hospital Care
event, the volunteers’ event and Pride London. The board noted that this will be the last
meeting for TC before he takes up a new role as Chief Medical Officer at Dartford and
Gravesham NHS Trust, and the board congratulated TC on this appointment.
SD – We should note that volunteers have provided 12,000 hours of support over the last year.
We should consider carefully the report on digital plans, as there are huge advantages on costs
and supporting cultural needs. This will affect how we deliver our programmes.
AFu – This pulls together a number of disparate policies that we are working on as a system. We
will need to consider how we can use artificial intelligence (IA) in healthcare, and these are part
of the plans for the next two to five years.
SSh – We need to be mindful of the significance of the Mental Health Bill. This will transform
mental health and better protect the rights and autonomy of patients. We will need to engage
people across the trust.
ID – We are seeing an increase in number of patients and staff with Covid-19 in south-east
London and a corresponding rise in the number of admissions. We have not yet returned to
mandatory universal mask wearing, and this is only required where we have an outbreak. This
will be kept under review.
The Board of Directors approved the appointment of Dr Abi Fadipe as Responsible Officer.
6

Operational Performance Report
ID presented the Operational Performance Report. Demand and capacity are the main
challenges, but all directorates have reasons to celebrate the work that they are doing. We have
received good feedback on the CQC re-inspection at HMP Wandsworth. The new crisis house
has opened, and we have digitised the s136 pathway. We are seeing good outcomes from
Home Treatment Team (HTT) reset. Bexley Care held a positive celebration event, and this was
a good opportunity to showcase projects, with a real sense of being underpinned by partnership
working. The board noted the Integrated Board Report (IBR), and that the performance report
has been reviewed by the Performance and Quality Assurance Committee.
SD – Is over recruitment of speech and language therapists (SALTs) a trial? Or are we willing to
extend this across the whole organisation?
ID – This is targeted at areas where we know we have challenges. We are making sure that the
risks are mitigated, and we will support this if the right controls are in place.
JW – We should commend the team at Oxleas House for having a focus on reducing violence,
aggression and abuse, despite staffing challenges.
AM – The trust is undertaking a deep dive into the cost of living crisis. We will review what
neighbouring trusts are doing so we can support colleagues well.
JSh – How long will the CPA pilot take and will it be rolled out further?
ID – This is more of a test and learn exercise that a pilot. The national direction is to move away
from CPA and this is our version of what should replace it. Will need to consider the measures
of success.
SSh – The improvement on the ground is impressive. It is striking that CMHTs are focused on
this, and it would be useful to share the work. The objectives for Great Out of Hospital Care
were predicated on modest energy prices and people being able to travel across our area, so we
will need to look at this strategically and consider if the cost of living crisis will undermine this
priority.
ID – We need to ensure that we listen to staff. Patients are also experiencing challenges. We
have developed our digital offer but for some groups, face to face contact is critical. We are
having conversations about how we can support teams. Some initiatives link to our Green Plan,
for example providing pool cars and electric cars.
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Noted

6

Item Subject
7

Action

Oxleas Strategy 2021-24 - One year on
Noted
RCE presented an update on Our Strategy 2021-2024. We have made steady progress, but we
are aware that there are some elements that we need to accelerate and ensure that all staff are
engaged. We are working towards target waiting times with the zero delays workstream and we
are clearer on how we articulate this. There is good energy on Great Out of Hospital Care, and
much work is being undertaken making Oxleas a great place to work.
SD – How are we making charitable funds more accessible?
RCE – Staff assemblies are now more active and are generating ideas on how to use the funds.
JSt – It will be important to link what teams are doing with strategy and set that in that context.
SSh – There should be closer links between health and safety and our safety and learning culture.

8

Ockenden Report Response
Agreed
JW presented the trust response to the Ockenden Report. The main findings related to the lack
of learning and the culture. We have taken a close look at staffing levels and other key elements
that are important to us. We have found that we have an open and inclusive culture, and issues
are addressed through our operational and governance structures. We are aware that we need
to have a focus on caseload sizes in CMHTs and district nursing services, and we make sure that
staff can access training and engage with families and carers. We are aware that we need to
learn more about prisons.
YG – The PQAC is having greater oversight on these points.
SD – Having a focus on inequalities is difficult to measure. What data are we looking at?
ID – This will be taken forward through the service inequalities work.
JW – We are one of the follow-on adopters in the equalities work, and this will be within the next
year.
JSt – We need to continue to be probing about ‘republics’ and whether some teams might have
these characteristics. Do we have any areas where the doctors and other AHPs are not working
as well as they should with an MDT approach?
ID – The Patient Carer Race Equality Framework (PCREF) will apply nationally to all trusts by April
2023. We will update in September. We have had teams where splits between professional
groups have occurred, and we have managed it. There are unique characteristics to delivering
healthcare in prisons and we need to respect that, but we do need to be consistent.
SSh – Have we made any progress on the harmed patient pathway?
JW – This is a national workstream. Progress will be reported to the next Patient Safety Group
and then to PQAC.
NS – We are triangulating data at team level by looking at local learning and the patterns.
JSh – When will we see the outcomes from the complaints work?
NS – The 30 days timescale is being breached in acute services and CMHTs. We are having
difficulties releasing staff time to undertake the investigation, so we are looking for ways to
streamline and resolve at local level. Over the next three to six months, we will work with
directorates on how we allocate and support investigating officers.
YG – This is complex work but will resolve many of the indicators in the IBR once embedded.
SSh – An intrinsic part is also whether the response meets the complainant’s needs.

9

Patient Safety Annual Report
Noted
JW presented the Patient Safety Annual Report. It was noted that future reports will focus on
directorate priorities. There has been a reduction in serious incidents and a focus on the
Modified Early Warning System (MEWS2). There were four level 3 harm falls, and new training
has been launched. Future priorities include a focus on reducing violence, aggression and abuse.
SD – It is an achievement that we have reduced restraint. What is the relationship between
acuity and restraint levels?
JW – We have evidence of all wards using the Broset risk assessment process
JSt – Do the issues with NEWS2 relate to practice or recording? Do we have data on the
ethnicity of patients restrained, linked to the ward profile and population profile?
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Item Subject

Action

JW – With regard to restraint, it is difficult to extrapolate a firm understanding. With NEWS2,
we set an ambitious target, so this is not a recording issue.
ID – Reducing restraint is a key area where we can make a difference and will be a focus of the
equalities work.
10

Safe staffing report
JW presented the safe staffing report. It noted that data was collected during a Covid-19 surge.
The policy has been updated, and more staff have been trained in the use of the tools and the
need to exercise professional judgement. We have a vacancy rate of 18.7%, which is similar to
our peers. We are making good use of apprentices, graduates and international recruitment.

Noted

JSt – Should safe staffing be on the BAF or should we modify the wording of the existing risk?
JW – We need to look at this from the perspective of substantive staff. We struggle to get bank
or agency on day shifts, so substantive staff are taking the financial consequences of working the
day shifts. We need more male HCAs at night on the bank.
SSh – It is a concern that we are reliant on bank staff at night. Are we looking at prisons?
JW – Bank and agency staff are not working alone. Professional judgment is applied in prisons.
HMP Swaleside is making creative use of pharmacy assistants. We know where the challenges
are, and plans are in place.
SD – The issues in prisons are also driven by the layout and infrastructure. Is there staff feedback
on their trust in this process?
JW – We have discussed with ward managerrs. I will seek assurance from ward managers and
heads of nursing as to the extent it is discussed with wider teams.
SSu – Is there an agreement that agency staff do not get paid more that substantive NHS staff?
JW – Can only use agencies on the framework. Agency staff do not get the long-term benefits
such as pensions and paid leave. We use more bank than agency, and bank staff tend to be
substantive staff.
RCE – Improving rostering will be key to taking this forward.
IO – We may need to consider whether to bring forward a re-audit. There needs to be executive
oversight. We will take a view as to whether it needs to be on the BAF.
11

Workforce Race Equality Standard and Workforce Disability Equality Standard
Noted
RCE presented the Workforce Race Equality Standard and Workforce Disability Equality Standard.
We are required to publish this data, and it has been scrutinised in detail. BAME staff remain
substantially over-represented in disciplinaries, despite us following the Just Culture framework.
We must follow process, so we need to ensure that staff are more equipped to deal with
pressures. Anyone going through a disciplinary process is supported and we are committed to
making improvements. Disciplinaries have reduced overall and there are less in prisons. We
have introduced a fund for reasonable adjustment and made good improvements in the
progression of BAME staff.
SSh – With regard to bullying and harassment, how far do we understand what staff are
experiencing?
RCE – We do have granular data. We want to understand the subtleties and embed our values.
JSh – There is a discrepancy in disability figures and this being a barrier to progression. How can
we reduce that difference?
RCE – We need to have a campaign on why we ask these questions, and how it can drive positive
change.

12

Medical Revalidation
AFa presented the Medical Revalidation Report. This has been presented to the People
Committee. There are good processes in place, with systems set up to capture data.
SSh – Some of this has been made more difficult by on-line working, as doctors are having to
collect their own feedback. What support do we offer?
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Noted
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Item Subject

Action

AFa – We do offer support. The 360 appraisal can be completed electronically. This is about the
individual not the team.
13

Health and Safety Annual Report 2021/22
RTE presented the Health and Safety Annual Report for 2021/22. We are making good progress
against our strategy. The audit system is well embedded and there are improvements in scores.
There are also improvements in staff using PeopleSafe. We have seen that teams are using the
information to make change. The next stage to embed further at ground level. We have
introduced training for managers and updated the e-learning package. We have had a focus on
kitchen sharps. The Heath and Safety Team have assessed every kitchen and actions have been
agreed.
SD – We need to be mindful of the need to be flexible with kitchen sharps in rehabilitation units.
Can PeopleSafe be made mandatory?
RTE – We recognise that some areas require different kitchen equipment to meet therapeutic
needs, and we will take a risk-assessed approach. More staff are now using People Safe.

Noted

14

Performance and Quality Assurance Committee report
YG and ID presented the report from the Performance and Quality Assurance Committee. The
committee received a deep dive into patient-to-patient violence and aggression, with a focus on
female wards. The committee received an update on meeting CQC standards. The research
and development report shows that we have made improvements compared to previous years,
and we are taking a more strategic view.

Noted

15

Quality Improvement and Innovation Committee
Noted
SSh presented the report from the Quality Improvement and Innovation Committee. The
service user and carer voice must be central to QI and to this end, it has been made central to
the remit of the committee, with closer working with the Involve Group. The committee has
been reviewing research papers, for example on the importance of the PDSA cycle. The
committee has developed a workplan on how directorates are to report in and celebrate activity.
The committee is to be renamed the Continuous Improvement and Innovation Committee, and
the revised terms of reference will be reported to the next board.

16

Business Committee report
JSt and AM presented the report from the Business Committee. The trust broke even in the two
months to the end of May 2022. The case relating to the debt with Bridges has been concluded.
The risk register has been reviewed and will be brought to the July meeting for ratification. The
committee discussed how the trust will move forward with the financial recovery exercise with
PA Consulting. Overall, there are opportunities across the ICS. Our contribution to the ICS
breakeven position was £7.25M. We are managing Covid-19 costs within contractual activity,
and we will continue to monitor this.

17

Partnership Committee report
Noted
JSt presented the update from the Partnership Committee. The committee received a
presentation on good practice example from the Community Learning Disability Team (CLDT) and
noted the further opportunities to work more closely with Lewisham and Greenwich NHS Trust.
In line with the recommendation from KPMG that the committee considers how partnership can
support the wider trust strategy, the committee received a presentation on partnership working
under building block 2, bolstering our service user, patient, carer involvement and co-production.
The committee will receive a report from other strategy leads in rotation.

18

Infrastructure Committee report
JSh presented the update from the Infrastructure Committee. The committee received an
update on progress against the current Estate Strategy. A new strategy is being developed and
will be presented to the committee in September 2022. Current projects were reviewed, and
the Cyber Security Strategy was approved. The committee also received a progress update on
the digital strategy.
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Item Subject

Action

19

People Committee report
RCE presented the update from the People Committee. The committee noted the good
progress being made with the apprenticeship scheme.

Noted

20

Audit and Risk Assurance Committee report
SD presented the report from the Audit and Risk Assurance Committee. The Annual Report and
Accounts were approved with an unmodified opinion. Some recommendations were made
relating to roster finalisations, consistency in floor areas used in valuations, assessment of
drawdown of timings of deferred Income, and a review of assets. There are three actions
overdue from KPMG internal audits and it is expected that these will be completed by the next
meeting. The Data Security and Protection (DSP) audit received an outcome of significant
assurance with minor opportunities for improvement (amber/green), and the processes for
managing declaration of interest were well designed and operating effectively. The committee
also noted the need to have a greater focus on service users from its annual effectiveness
review.

Noted

21

Health and Safety Oversight Committee
RTE presented the update from the Health and Safety Oversight Committee. The board held a
session on health and safety, risk appetite and risk profiles. This is being worked into a plan and
a draft will be brought back to the board.

Noted

22

Board visits reports
Noted
AT – Can You Understand it Group (ALD Service) – Queen Mary’s Hospital: A good visit
SP – Bexley Children and Young People’s Speech and Language Therapy Service: There are
challenges with recruitment and the team are working constructively to address this. It was
useful to get the perspective from classroom assistants. The work on learning disabilities could
be scaled up.
SD – Bexley CMHT: There are running themes on recruitment, but the team work well together.
The team reported delays in the induction process and provision of equipment. The receptionist
was a great example of someone being the first point of contact. AFu said that there is generally
a good response time to provide equipment so we will need to understand the issue in this team.
RCE said that data on the joining experience is being gathered and that we need to be proactive
on making sure this is in place.

23

Council of Governors update and proposal to update the Constitution
The report from the Council of Governors was noted.
The Board of Directors approved the amendments to the Trust Constitution.

Noted and
approved

24

Any other business
YG – It may be useful to consider what would patients think of our discussions today?

Noted

Next meeting of the Board of Directors
Thursday 8 September 2022 at 10.30 am
Via MS Teams
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Board of Directors
8 September 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

11

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

03/11/2022

Board Assurance
Framework

In progress

This risk will be agreed through the mobilisation project structure, reported to the Executive Team and then to the Board of
Directors in November 2022.

2

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

08/09/2022

The Business Committee risks have been re-worded and updated for 2022/23 and agreed through the Business Committee.
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Board of Directors
8 September 2022

Item
Enclosure

4
4

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

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

Link to trust strategy

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 report will next go to the Audit and Risk Assurance Committee on 20
September 2022.
n/a

BAF – Board Assurance Framework

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

13

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 14 risks on the BAF. The Health and Safety Oversight
Committee and Continuous 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

0

0

0

0

0

Moderate

0

1

0

0

0

1

High

1

1

1

2

2

7

Significant

3

1

0

1

1

6

Total

4

3

1

3

3

14

Business Committee risks
The following three risks have been re-worded and updated for 2022/23 and
agreed through the Business Committee.
• 1177: Financial sustainability of the Trust in the medium/long term
• 1606: Bed management - key cost driver
• 1984: 2022/23 Delivery of Trust Revenue Financial plan, in the context of the
ICS financial position and forecast outturn
The risk relating to local authority funding was reduced to a low risk by the Business
Committee as effective controls are in place to ensure the discussion with local
authorities are on-going. There may be a small number of services that would
require further discussions when they are due for renewal, however, they are not
material enough to be on the live risk register. The risk has therefore been deescalated from the Board Assurance Framework.
Prisons mobilisation and expansion risk
This risk will be agreed through the mobilisation project structure, reported to the
Executive Team and then to the Board of Directors in November 2022.
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Board Assurance Framework 2022/23: summary version

01 September 2022
Current risk rating (blue line on graph)

Summary risk description

Target rating

Date target rating
to be achieved

Exceptions to note

16
16
12
12

Moderate (8)
Moderate (9)
Moderate (6)
Moderate (8)

31/03/2025
31/03/2024
31/03/2024
31/03/2024

July 2022: Re-worded and updated for 2022/23

9

9

Moderate (6)

31/03/2023

July 2022: Re-worded and updated for 2022/23

12
16
12
16
16
10
12
16
12

12
16
12
16
16
10
12
16
12

Moderate (6)
Low (4)
Low (4)
Low (2)
Low (1)
Moderate (8)
Low (4)
Low (4)
Low (4)

31/03/2023
30/06/2023
31/03/2022
30/06/2023
30/06/2023
31/03/2022
31/03/2023
31/03/2023
31/03/2023

July 2022: Re-worded and updated for 2022/23

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

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

16
12
12
12

16
16
12
12

16
16
12
12

16
16
12
12

16
16
12
12

1984: 2022/23 Delivery of Trust Revenue Financial plan, in the context of the ICS
financial position and forecast outturn

6

9

9

9

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
1994: Cyber security strategic risk
1995: Achieving carbon zero
2006: ICS capital regime
2012: Uncertainties created by move to Integrated Care System approach

12
12
12
12
16
10
12
16
12

12
12
12
12
16
10
12
16
12

12
16
12
16
16
10
12
16
12

12
16
12
16
16
10
12
16
12

1177: Financial sustainability of the Trust in the medium/long term
26
24
22
20
18
16
14
12
10
8
6
4
2
0

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

1471: Staff experiencing violence, aggression and discrimination at work

1984: 2022/23 Delivery of Trust Revenue Financial plan, in the context
of the ICS financial position and forecast outturn

26
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14
12
10
8
6
4
2
0

Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23
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1606: Bed management - key cost driver
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1913: Reducing wait times in community services
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2006: ICS capital regime

1995: Achieving carbon zero

1994: Cyber security strategic risk
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1905: Reducing prone restraint

1844: Demand on adult and children’s community mental health teams
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1912: Pressure on district nursing teams

1502: Impact of demand on staff satisfaction and retention
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1213: Vacancies and recruitment pressures
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2012: Uncertainties created by move to Integrated Care System
approach
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Board of Directors
8 September 2022

Item
Enclosure

5
5

Subject
Author
Accountable Director
Confidentiality/
FOI status

Listening to our Service Users and Carers
Various
Andy Trotter, Chair
Public

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

To encourage thinking from a service user and carer perspective and to
share steps that are being taken to strengthen user and carer involvement
particularly at Board level.

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

The reports highlight the need for carers to be involved when planning
patient care.

Link to trust strategy

The paper aims to support strategy building block Two: Bolstering our
service user, patient, carer involvement and co-production

Link to Board
Assurance Framework

The risks relating to waiting times and demand impact patient experience.

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

N/A
None
LXP – lived experience practitioner

The reports include information on how the quality of services could be
improved for people caring for patients.
There are no specific financial implications outlined.
The reports highlight the need for involvement of carers and service users
to ensure equity in service provision.
The reports highlight the need for effective involvement of carers and
service users
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Executive Summary

We have been working over the past few months to strengthen
service user/carer involvement in our corporate governance structure.
This has involved several developments:
•

•

•

•

Setting up visits for members of the Board to service user/carer
groups to increase the opportunity to meet people who use our
services and develop greater understanding of their
perspective.
Board sub-committee chairs have reviewed how to increase the
service user/carer/governor voice within their committees and
are developing ways to increase this in a meaningful way
Highlighting the service user/carer involvement in key projects
when bringing proposals/updates to the Board and board-subcommittees
Developing the Involve programme to increase
service user/carer involvement across the organisation

Notes from the visits that have taken place since the last board
meeting are attached. To deepen understanding of the trust LXP
programme, colleagues are encouraged to watch the film Lived
Experience Practitioner (LXP) Conference 2018 - YouTube

which gives an overview of the work of lived experience practitioners within
Oxleas.
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Template for Non-Executive Directors’ board visits
Date of visit

11.07.2022

Group

Bromley Adult Mental Health
ResearchNet group (The group
consisted of Ami, Ruth, Nicci, Kat
(two apologies for the evening)
with Neil Springham as convenor).

Board attendees

Steve Dilworth

Brief description of group

A longstanding ResearchNet group, which now operates in an online format. All members
joined pre-pandemic on honorary contracts and meet at 4.30 because they have various
forms of employment.
The group acts as a reference group, with numerous visitors attending from within and
outside the trust. Key projects have recently been helping Oxleas staff craft
communications on difficult issues during pandemic, helping develop the business case
with the South London Partnership, the Complex Care Programme, and we are developing
a business case which builds on the community approaches across South London to
increase the recovery outcomes for people with complex emotional needs.
Potential issues to explore
Do participants feel involved and valued in services?
Do they feel their voice is heard?
Can they share any good practice that could be used in other parts of the trust?
How could their experience be improved?

Overview of visit
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At the meeting we discussed the list of projects completed by ResearchNet, which had
been sent in advance. This included a film which looked at difficulties in a service user
journey between organisations which counted the human and financial cost of missed
opportunities. A published report on the Betts was Experience-based codesign project
was also attached.
The London Ambulance Service pocket card example was explored as an example of lived
experience and training which had great effect.
ResearchNet outlined how essential the regularity of the group was in doing work with
lived experience, particularly because it can have unforeseen stressful effects on
participants. People felt motivated to use good and bad experiences of services to make
service improvements for all. This involved gaining a better understanding of staff
pressures, which was not always apparent when they were patients in receipt of services.
We discussed the CQC visits, which many had been part of. The issues of staff readiness
for co-production was explored. The group felt this was a mixed picture, some already are
ready, others need support and reassurance that they are not being criticised, and a small
minority seem unsuitable for the work. Having senior support is essential for making coproduction happen.
The issue of timescales for projects was discussed. These often slip, mostly because staff
are pressured or called for emergencies. The group understood the pressure staff
experienced, but worried that this might be perceived as service users causing delays
Comments from attendees: “This group really helps me out”, “I’ve been through rubbish
but helping others made a difference” “you feel so worthless yourself but this group gives
you confidence” “virtual is OK but it’s nice to meet up in person” “ it’s so good to share
concerns with like-minded people.” “Staff are mostly receptive but on the whole it’s a
challenge for them to understand our feelings”
The group offered an open invite for me to attend again
Action Points going forward:
• Make sure service users are informed of outcomes on the projects they have been
involved with through co-production ( Ami mentioned this re Betts Ward)
• NS to speak to Sally Bryden about sharing co-production stories similar to the
Betts Ward project which SD thought was a really good example.
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Template for Non-Executive Directors’ board visits
Date of visit

26 July
th

Group

Carers Support Group

Board attendees

Sophy Proctor (NED)

Brief description of group

The group meets monthly, facilitated by Janice Williamson, recently appointed as Carer Lead for
Oxleas. This session was also supported by Juliana Frederick-James.
There were nine attendees. All had been caring for a close family member (and in some cases two
family members) for many years. Some had been part of this group for some time, one had
recently joined.
The group meets to share experiences and provide peer support. It also serves as an opportunity
to promote additional support available (e.g. Befriending services).

Potential issues to explore
Do participants feel involved and valued in services?
Do they feel their voice is heard?
Can they share any good practice that could be used in other parts of the trust?
How could their experience be improved?

Overview of visit
The visit opened with a presentation about the Befriending service available to carers. This was
welcomed, but the group felt that the information should have been available to them before
now. This was the underlying concern of most members in all discussions – issues with
communication and understanding of the need for Carers to be included.
Group members shared their most recent experiences and concerns. These were:
1. Issues with Care co-ordinators: Not passing on information; not being invited to meetings.
A group member described the difficulty they have had in ensuring they were included in
discussions. Incorrect information held on the system has led to Carers being identified as
the patient. Another Carer recently experienced a family member being contacted when
the patient had not returned – rather than the actual carer. Incorrect information has led
to safeguarding issues because the correct phone number wasn’t on the system).
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2. Communication in general is an issue. It is difficult to find out about support available for
patients and for carers. There is a concern that if it is only internal (i.e. on the Ox) then
Carers don’t see it. Also Care Coordinators may not be aware. If information is available
on the external facing website, people who aren’t confident/able to access online
information won’t receive it or don’t have time to search for it. How can we ensure Carers
are aware of what support is available?
3. Consistency of care – change of consultants, change of care coordinators. This causes
difficulties with consistent communication, and a clear understanding of the care being
provided.
4. A general feeling of lack of respect/kindness. Following a patient/family member
absconding and lack of information as to where he was and how it had happened, the
Care Coordinator told the Carer “Well, he came back, didn’t he?”
What’s working:
This group is strong. There is shared support, and it helps to hear about other people’s
experiences. There is a social aspect, with the group meeting up in person.
Having a Carer Lead (Janice’s new role) will help this to grow and continue.
Other groups and support have also helped – the group reported positively about the Hearing
Voices Group, which they felt is good and working well.
They felt Psychology Family Sessions are also really good but sporadic, with no sessions since
November
What the group would like:
More explicit understanding of the importance of Carers, to be included in strategic plans and
consulted around training
More practical ways to ensure Carers are involved and included, particularly by care coordinators
and through care planning.
Better communication with Carers about the different types of support available to them and the
people they are caring for
A demonstrable commitment from senior leaders that Carer voice is heard and acted upon
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Template for Non-Executive Directors’ board visits
Date of visit

14/07/2022

Group

LXP Support & Development
Meeting

Board attendees

Yemisi Gibbons

Brief description of group

Peer support and development exploration for Trust Lived Experience Practitioners (LXPs)

Potential areas to explore
Do participants feel involved in delivering/receiving services?
Do they feel their voice is heard?
What recommendations would members suggest?
Are there areas of good practice that members would like to highlight?

Overview of visit
Fantastic meeting with Amy, Jane, Kelli, Jesse and Joe
The members are an enthusiastic group who are passionate and proud of their operational and
ambassadorial roles, their contributions from a multiple disciplinary team perspective and the
desire to advance their individual careers within the trust
They are involved in both community and in-patients teams from ADAPT Greenwich, Crisis Line,
Goddington ward dealing with patients with challenging behaviours to the new community
transformation initiative ‘Bromley Mental Health Hub’
They articulated the benefits of the unique skills and perspective that their experiences bring to
providing an holistic package for the management of patients.
One team member said their work is part of the recovery model vs the medical model of care
We discussed the development of the Peer Engagement Facilitator (PEF) roles which are the
precursor to becoming LXPs; their involvement would be great for teams currently unfamiliar with
the LXP model. A forensic PEF cohort are being trained across the ICS
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The team gave me examples as to the positive outcomes their involvement has produced. One
member described how, after a long discussion with a patient, they commented that the LXP was
the first person that they had met with their specific diagnosis.
We talked about the new initiatives being developed in the community with greater collaboration
and signposting to third sector organisations who are able to provide more targeted alternative
interventions which can be effective in avoiding mental health deterioration and requiring
intensive secondary care intervention
It was a pleasure to hear members participating in further education, executive roles within the
Mental Health staff network and organising and delivering workshops to raise awareness around
mental health issues
There was a strong sense that clinical and non-clinical colleagues appreciated their input, saw
them as valued members of the team and the team were excited about changing the stigma of
having a mental health diagnosis
The team were reminded of the importance of correctly cataloguing their activities for
remuneration purposes
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Chair report
Andy Trotter, Chair
Andy Trotter, Chair
Public

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

For the Board to note.
This will be a verbal report

Item
Enclosure

6
verbal
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

7
-

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
• Note the developments that have taken place nationally,
noted or acted upon?
regionally and locally.
• Note that the number of Covid-19 cases for patients and staff has
reduced, and there are no outbreaks.
• Agree to Jane Wells, Director of Nursing, taking on the role of
Executive Lead for Oxleas Patient Safety Incident Response
Framework.
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
PSIRF - Patient Safety Incident Response Framework.

Link to trust strategy

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

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

The pressures on services have a potential impact on quality.
The report gives an update on our financial position.
The report shares information on trust programmes to improve equity.
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.
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Executive Summary

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

Patient Safety Incident Response Framework
Increasing capacity and operational resilience in emergency care in
preparation for winter
Pay award
Agency expenditure
Vaccination programmes covering Monkeypox, polio, Covid-19
booster and flu.
The strategy development programme for the ICS is underway and
a series of workshops and webinars are being held
Eltham Community Hospital consultation
IT incidents within the local system
Wellbeing week
Shadow Executive conference
Volunteers thank you event

Further information
Links to further information are included in the report and other reports
in the board pack give more information on operational, people and
quality issues.
The report is brought to the Board for information and to agree to Jane
Wells, Director of Nursing, taking on the role of Executive Lead for Oxleas
Patient Safety Incident Response Framework
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National update
1. Patient Safety Incident Response Framework
The new approach to responding to patient safety incidents across the NHS was published in midAugust. The Patient Safety Incident Response Framework will replace the current serious incident
framework. (An overview of the proposed framework was discussed at our Board awayday in June
2021.)
The new framework represents a significant shift in the way the NHS responds to patient safety
incidents and is a major step towards establishing a safety management system across the NHS. It
is a key part of the NHS patient safety strategy.
The framework supports the development and maintenance of an effective patient safety incident
response system that integrates four key aims:
1. Compassionate engagement and involvement of those affected by patient safety
incidents
2. Application of a range of system-based approached to learning from patient safety
incidents
3. Considered and proportionate responses to patient safety incidents
4. Supportive oversight focused on strengthening response system functioning and
improvement
The transition to the new framework within organisations will be a gradual process that NHS
England expects to take around 12 months with completion by Autumn 2023.
Please see the NHS Providers briefing for further information.
Next steps for Oxleas
One of the first steps will be to confirm our executive lead for the patient safety incident response
framework. The lead will be supported by the board in ensuring that our trust policy and plan for
patient safety incident response meets set expectations and standards. The lead will also ensure
our governance arrangements are comprehensive and that there are systems in place to support
staff and ensure effective organisational response to incidents. The details of this role are set out
in the document: B1465-4.-Oversight-roles-and-responsibilities-specification-v1-FINAL.pdf
(england.nhs.uk)
It is proposed that Jane Wells, Director of Nursing, and trust board lead for patient safety, takes on
this role.
We will be following the published guidance to implement the new framework including:
•
•

reviewing our current systems and processes against the new patient safety incident
response standards.
publishing our own patient safety incident response policy and plan.
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Further updates on the implementation of this new framework will be discussed at the board
committee for performance and quality and then brought to future trust board meetings.
The Board is asked to agree to Jane Wells, Director of Nursing, taking on the role of Executive
Lead for Oxleas patient safety incident response framework.

2. Increasing capacity and operational resilience in emergency care in
preparation for winter
On 12 August, NHS England published a letter outlining core objectives and actions for NHS
organisations to take to improve operational resilience.
The collective core objectives and actions for the system are to:
•
•
•
•

•

•

•

•

Prepare for variants of COVID-19 and respiratory challenges, including an integrated
COVID-19 and flu vaccination programme.
Increase capacity outside acute trusts, including the scaling up of additional roles in
primary care and releasing annual funding to support mental health through the winter.
Increase resilience in NHS 111 and 999 services, through increasing the number of call
handlers to 4.8k in 111 and 2.5k in 999.
Target Category 2 response times and ambulance handover delays, including improved
utilisation of urgent community response and rapid response services, the new digital
intelligent routing platform, and direct support to the most challenged trusts.
Reduce crowding in A&E departments and target the longest waits in ED, through
improving use of the NHS directory of services, and increasing provision of same day
emergency care and acute frailty services.
Reduce hospital occupancy, through increasing capacity by the equivalent of at least
7,000 general and acute beds, through a mix of new physical beds, virtual wards, and
improvements elsewhere in the pathway.
Ensure timely discharge, across acute, mental health, and community settings, by
working with social care partners and implementing the 10 best practice interventions
through the ‘100 day challenge’.
Provide better support for people at home, including the scaling up of virtual wards
and additional support for High Intensity Users with complex needs.

As a provider of mental and physical healthcare, we are taking forward these objectives with our
partners. This includes programmes such as Resplendent which is improving out of hospital care
through community physical health services in Bexley and Greenwich, working with acute care and
London ambulance service partners to reduce A&E pressures through our 24/7 crisis line and
mental health joint response cars with ambulance and police colleagues and increasing bed
capacity for mental health services.
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3. Pay award
In July, the Government announced that it is accepting the recommendations of the Doctors’ and
Dentists’ Remuneration Body, the 35th report of the NHS Pay Review Body, and the 44th report of
the Senior Salaries Review Body. The pay awards will be backdated to April 2022.
Staff on Agenda for Change terms will receive a minimum uplift of £1,400. The pay award involves
a progressive distribution, with the lowest pay bands receiving the biggest uplift. These changes
have been communicated to our staff.
Doctors will receive a 4.5 per cent pay rise. The government has stated that those staff already
covered by multi-year pay deals were not in scope, so junior doctors will not get an additional uplift.
NHS England has confirmed that systems and providers will be funded in full for the pay award on
top of existing allocations.
The health unions had called for an above-inflation pay rise in their submission to the NHS pay
review body. They have expressed deep concern about the Government’s award, which they say
does not keep pace with rising prices and will exacerbate the staffing position and the wellbeing of
staff. Unite and GMB unions have launched their industrial action ballot with RCN, Unison and
others due to ballot over coming weeks.

4. Agency expenditure

We have seen a rise in agency spend in the trust and for the first time ever we have breached the
NHSE agency cap. The reasons for this are set out in the separate paper provided under item 10.
We also know that from 1 September 2022, NHS England will be taking the following actions to
maintain a focus on reducing expenditure on agency staff:
•
•
•

•

establishing agency expenditure limits at system level
reintroducing agency staffing performance and monitoring within the NHS Oversight
Framework
monitoring performance against existing requirements on agency shifts through onframework providers and within national capped rates, allowing for existing ‘break glass’
rules
implementing toolkits and resources to help systems and providers to better utilise
substantive and bank staff.

At Oxleas, we have an internal agency control panel and monitor our expenditure closely. Our
agency spend has recently increased significantly, due to a number of factors including staffing
pressures, prisons expansion, the hosting of NHSE programmes and more. This is set out in detail
in a separate paper under item 10.
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Regional/system update
1. South East London Integrated Care System
Board meetings
The first South East London Integrated Care System Board meeting took place on 1 July 2022. A
recording of the meeting is available at www.selondonics.org/icb/meetings-and-board-papers/icbmeetings/
The next meeting of the Integrated Care System Board will take place on 14 September 2022.
The strategy development programme for the ICS is underway and a series of workshops and
webinars are being held. More details are available at:
https://letstalkhealthandcareselondon.org/ics-strategic-priorities
A session for the Board, the Strategic Executive, our Lead Governor and our Shadow Executive to
contribute their views was held on 23 August.
Vaccination programmes
Currently, a key focus for the ICS is the delivery of the South East London vaccinations programme.
This is taking forward four programmes:
•
•
•
•

Monkeypox vaccine (Commenced)
Polio vaccine (Commenced in some areas and formally due to start week of 25 August
2022)
Covid-19 booster vaccine (Due to start during the week of 12 September 2022)
Flu vaccine (Due to start during September 2022)

The ICS has established a twice-weekly Vaccination Gold Command which oversees the
vaccination programmes. This has representation from across the system, including
representation from Directors of Public Health, Place-Executive Leads, Vaccination Directors,
Clinical Leads, Communications and Finance. Underneath Gold Command sit the delivery groups at
borough level, responsible for the planning and delivery of the vaccinations.
Oxleas will be supporting the delivery of these programmes through our immunisation teams as
required and will also support the national communications programmes.
Eltham Community Hospital consultation
South East London ICS is proposing changes to some services currently at Eltham Community
Hospital. Since it opened in 2015, Eltham Community Hospital has been underused. Currently
there are two GP practices based there, musculo-skeletal services (MSK), phlebotomy (blood tests)
and X -ray services and intermediate care beds on the site.
As services to care for patients in their own homes have strengthened, the intermediate care
wards at Eltham have become less busy. The ICS believes that consolidating the intermediate care
beds with services provided at Meadowview at Queen Mary’s Hospital in Sidcup will enable a
better service to be provided at better value for money. It will also enable the opening of a
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Community Diagnostic Centre at the site which will have significant benefits for the residents of
Greenwich and beyond.
These proposals will have an impact on the intermediate care services provided by Oxleas.
Therefore, we are undertaking a consultation with colleagues whose place of work will be affected
by the proposed changes.
The South East London ICS is undertaking a wider consultation on the proposals. Details of this are
available at:
https://letstalkhealthandcareselondon.org/elthamhospital?tool=forum_topic#tool_tab
Several events are being set up for local people including 8th September 10am – midday at Eltham
Hospital and a discussion on 14th September at the Healthier Greenwich Partnership Public Forum.

2.

IT incidents within local system

We have been supporting partner organisations across the system who have been affected by
damage to their IT infrastructure. In recent weeks, there have been two major incidents; the first
relating to hot weather at Guy’s and St Thomas’ NHS Foundation Trust followed by a cyber attack
on Advanced which provides a range of health and care IT systems including Adastra and
Carenotes.
More details of the support we have been providing and the steps we are taking in response to
learning from these incidents are included in the Infrastructure Committee report.

Organisational report
1. COVID-19 update
We continue to monitor reported cases of Covid-19 infection in staff and patients. At the time of
writing, we have one patient testing positive and 17 members of staff away from work due to
Covid. There are no outbreaks.
We will be implementing the new national guidance in relation to testing in that staff will no
longer need to test twice weekly. However, we are awaiting clarification from the ICB on
vulnerable patients, but essentially most asymptomatic testing will pause for both patients and
staff. Some vulnerable patients may still require testing and the staff who work with those
patients, but this will be very low in numbers.
As the number of staff and patient cases have decreased, the weekly meetings have been stood
down.

2. Performance Overview
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3. Trust developments
Take 5 – trust wellbeing week

In July, we held a wellbeing week across the organisation to encourage colleagues to ‘Take
5’ to look after their physical, mental, financial and family health. Throughout the week,
there were a variety of activities designed to promote wellbeing including help on managing
the pressure of cost of living increases.
Our Mental Health Staff Network ran a series of online sessions and our Health and
Wellbeing Champions met with teams across our sites to talk with colleagues about the
range of support that is available. These activities were supported by visits by Board
members and the Executive team to a wide range of teams including those working in
prisons and in the community.

Shadow Executive conference

Members of this year’s and last year’s shadow executive took part in a conference on 29
July 2022 as part of the trust programme to provide them with opportunities for personal
and career development.
The shadow executive is made up of 12 members of staff from across the organisation who
are fairly new to Oxleas. They provide a sounding board to the Executive team to help
develop fresh thinking and new approaches.

Volunteers’ thank you event

A special event to thank our many volunteers who have given over 12,000 hours help to
Oxleas over the last year took place in July. A film of the event which aims to encourage
more local people to support us in this way is available in the news section on our website
www.oxleas.nhs.uk
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

8
8a-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
noted or acted upon?
• The reset projects that are underway for our Crisis teams
• The start of the project to open an additional acute ward in
November 2022
• The directorate spotlight on ADAPT within Community Mental
Health
• The work to support adults with autism on our mental health
wards
• The temporary move of activity out of Hawksmoor Youth Centre
• The progress towards the i-thrive model of delivery for CAMHS
• The improved vacancy rate at HMP Wandsworth
• Mobilisation of the SW England contract
• Formal consultation to consolidate our intermediate care beds for
both Bexley and Greenwich patients on to one unit at Meadow
View with a total of 36 beds
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 metrics in the Integrated Board Report and actions being taken in
response are discussed in the relevant board sub-committees.
No
HBPOS – Health Based Place of Safety
ED – Emergency Department
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 autism.
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
• The tangible improvements highlighted following the CRHTT
reset including the positive impact on morale the pool car and
parking permit model have had
• The improved oversight of violence and aggression in our Acute
and Crisis Mental Health Directorate
• New roles including Graduate Mental Health workers and
Health and wellbeing practitioners in Community Mental Health
to support demand management
• The plans to begin a new enhanced programme of
Hydrotherapy in ALD from October
• The exciting developments for Bexley Children’s speech and
language therapy service
• The continued pressure and increasing waits across our CAMHS
teams
• Mobilisation is underway for the implementation of the Pan
London Mental Health Treatment Requirement (MHTR) Service
for Women, the contract will start on 1st October 22.
• A bid has been submitted for surrey prisons
• Business case for Lymphoedema services in Greenwich
• The concerns over the impact of the cost of living crisis on our
staff
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.
Currently, we are focusing on 16 quality areas in this dashboard to
improve performance. Details of the actions being taken were
presented to the Performance and Quality Assurance Committee in
July and the executive meeting in August (as there was no PQAC).

36

Finance metrics have been discussed at the Business Committee. The
People Committee reviews performance metrics relating to workforce
issues including impact of recruitment difficulties.
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
September 2022
Acute & Crisis Mental Health Directorate
Re-set projects are underway or completed for 3 service groups (8 teams) - Crisis Resolution and
Home Treatment (CRHTT), Liaison and Crisis Line. A fourth re-set (The Tarn psychiatric intensive
care) will begin in October 2022. The Crisis Line re-set benefits continue to be demonstrated: most
calls are answered within 60 seconds across 24hrs; and the police and London ambulance calls are
prioritised in the queue.
The CRHTT re-set for 4 teams is due for completion in September 2022 and it has exposed and
corrected multiple operational, data quality and clinical model issues. We are beginning to see the
benefits of the CRHTT re-set project on patient experience, productivity, and staff morale:
-

Popularity of pool car / parking permit model has improved morale
Commitment to paying historical expenses/ changes in expense rate
Increase in face-to-face contacts across all 4 teams
Increase in the volume of visits taking place in the patients’ homes
Improvement in completion of support network tool (above target) and in the engagement
of the patient’s social system in care
Improvement in health and safety awareness and use of PeopleSafe
Improvement in data quality and simplification of RIO processes

The Liaison team re-set project was launched in July 2022 and the culture and clinical model
elements are progressing swiftly. We have exposed operational variances, and already addressed
gatekeeping variances and some unnecessary duplication of assessments.
We have made progress in establishing robust oversight of Directorate KPIs and have seen sustained
improvements for s132 rights, 72 hr follow up and gatekeeping. We continue to refine the standard
operating procedures and support staff to eliminate the small number of breaches – which are all
connected to staff error and data quality input.
We have had multiple meetings with Met Police and London Ambulance Service colleagues; and
Oxleas are to the fore in exploring solutions to system issues:
-

Digitisation of s136 pathway
Auditing of SMART tool for Health-based Place of Safety bed availability
Evaluation of the 0300 blue light advice line
Exploring new models for NHS111 press 2
Securing the future of the mental health Joint Response car with LAS and establishing
adequate operational governance for MHJRC

We continue to work with our system partners in SE London (Met Police and LAS) to encourage them
to take advantage of the opportunities to resolve system issues together.
We have challenges around violence and aggression on our wards, where we experience 6/7 actual
physical assaults on staff every week. Our oversight and coordination of this has greatly improved
and we have a system which allows us to follow up with police, ensure staff are supported and the
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patients themselves are on the right care pathway. This includes a roll out of SeeThinkAct
philosophy and framework across every site. Our research has shown that staff generally do not wish
to progress with investigation by police and that police close their investigations prematurely. We
are working with the police leads for Operational Cavell and Operation Affinity to reverse this trend.
There is very good operational oversight on flow and bed management – which has revealed to us
the key areas for further improvements. For example:
•
•
•

Of the 185 inpatient beds across 11 wards, 93* patients have been in in a bed for 40 days or
longer. (*snapshot from 17/08/2022)
A QI project on the 40-day stayers on inpatient wards is being developed
Early analysis shows a 50/50 split between known/unknown patients presenting at
emergency departments and Health-based places of safety. Acute & Crisis have significantly
improved our daily communication with the Community Directorate teams to make sure
that we work together to avoid admission. However, there is more work to do in terms of
relapse prevention and early referral to CRHTTs.

We have reviewed the contracts and operational oversight with Hestia Crisis House, Hospital to
Home (H2H), Bridge Back Home which has led to:
-

Increased referrals to H2H and Bridge (evaluations pending)
Increase in Crisis House bed base from 5 to 7, with occupancy continuously above target

However, there is no funding in place for either of these schemes and so the onus is on the
directorate to prepare an evaluation and make the case as soon as possible, for continued
investment.
We have also established fresh relationships with ICS partners and work closely with them to resolve
barriers to discharge. We have re-set the delayed transfer of care oversight and have a sound
understanding of the themes driving delays. These include the awareness, leadership and
confidence to navigate the accommodation / housing funding pathways; the lack of provision in the
system and the practical and early solving of barriers to discharge.
Challenges
However, private bed usage increased in Q1 and Q2, with a dip again in July. In September 2022,
anti-ligature works in Woodlands will finish, releasing three beds back into circulation.
We continue to have many voids for older adult male beds (16 on average daily) and that excludes
three beds closed on Scadbury for ligature reasons. We need to review the older adult bed base to
align the provision with demand trends.
We are gathering intelligence to understand the cohorts of people presenting at emergency
departments, who are known/ not known to Oxleas – and the cohort of these that need admission
to an inpatient bed. Anecdotal reports suggest that there is a 50/50 split in known/unknown
patients presenting to ED. However it seems that the cohort of all presentation that then need
admission to an inpatient bed is growing. The solution to this must include our Flow Director and
Community Directorate colleagues.
We have launched the project to open a new adult acute ward in November 2022. It is an obvious
challenge to mobilise and staff a new ward given the described resource and labour market
challenges that exist. We are very optimistic that this pragmatic approach to use a vacant space will
drive down the volume of out of area placements.
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The ambition of the directorate to address core issues and start to thrive, has been hampered by
resource constraints. Temporary band 8B project support roles were established to address priority
areas, which has delivered results for us: CRHTT, Liaison, joint endeavours with system partners and
Winter pressure schemes.
The Directorate vacancy rate is 22% and our sickness is above the trust average. Our efforts to
deliver our workforce strategy has been hampered by the sickness and vacancy challenges listed
above. This is a priority, but it may be 6 months before we see the benefits of the work we have
invested. The Directorate is well engaged with trust strategic work and will be hosting 6 Graduate
workers from 26th September.
The Directorate have a good record for PDR, but many teams struggle to complete and record
supervision with their staff. We notice a trend of low supervision rates in those teams struggling
with issues such as violence and aggression, incidents, and cultural challenges.
Our ward managers have a significant administrative burden – audits, HealthRoster, Bank shifts,
Datix, Complaints, health and safety audits – which prevents them from being on the floor with
patients as clinical leaders, supervisors and role models. We have listened to our ward managers
and charge nurses and are working with the Nursing Directorate to trial Band 7 clinical leads /
Operational leads for wards so that we have enough time for administration and clinical leadership.
We await the publication of the evaluation of the 2 x MH assessment areas at PRUH and QEH. These
models are costly with only marginal improvements for patients in terms of the quality of the
environment. The evaluation must deliver recommendations to guide the system partners as to the
next steps for these models.
We had particular concerns about quality, safety and leadership at Oxleas House and on the Tarn
PICU in particular. We put in place an improvement plan which ran from January to June 2022 which
bolstered the service and stabilised the unit. In October, we launch an 8 month re-set project for the
Tarn which has 6 elements: Culture & Code of Conduct, Quality & Safety, Operational Policy:
Standards and consistency, Clinical Model & Clinical Competency, Staffing Model, Recruitment &
retention and Environment.
Common to all re-set projects and teams are the twin challenges of culture and productivity. In
terms of productivity, many services apply inefficient methods of shift coordination, task allocation
and planning. Combined with the culture challenges, local service leaders are struggling to effect
change, to solve the problems using their own authority and creativity. For example, the CRHTT’s
and Liaison teams report being too busy and needing more staff – yet the analysis of activity reveals
a low level of activity taking place daily per staff member and a lack of awareness as to how
resources can be better allocated. We want our leaders to test our solutions without fear of
criticism or failure, but it will take time to establish this trust between front line leaders and
Directorate leads.
We have invested in cultural re-set work (using Affina organisational development) and have
introduced a model/ philosophy for demand & capacity & productivity to support teams to allocate
resources in a more efficient way. However, should this work reveal that we need more staff, then
the resulting business cases will express this using the agreed methodology.
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Community Mental Health Directorate
Spotlight on ADAPT
The ADAPT pathway provides care and treatment for services users who are diagnosed with Anxiety,
Depression, Personality Disorders and Trauma. 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 (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 2,700 people. The teams work in
geographical areas to support community care and access for residents.
ADAPT Referrals and Caseloads
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Caseload Trends
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Our referrals and caseload sizes remain high and well above pre-pandemic levels. We have had a
focus on discharges to ensure some flow through our teams and are seeing some positive impact,
referrals continue to outstrip discharges. We are currently examining the referrals and caseload sizes
in Bromley West ADAPT who have remained a significant outlier in terms of demand and caseload
sizes.
Workforce
All 5 teams have challenges with vacancies in all professions and this is the biggest challenge at
present. This has an impact on continuity of care, clinical decision making at times, 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. There are plans to review the workforce complements and the addition of new roles
within the teams to enhance dynamism and proactive engagement with service users and families.
The management of caseloads, safe discharge, and the safe transition between crisis and community
teams has become a key priority. We are reviewing our operational policy within the ADAPT
pathway to redefine and expressly clarify the treatment offer for patients entering the teams. The
offer will be providing in a continuum of skills -based groups, core groups such as SUN group and
mentalization based therapy (MBT) and bespoke provisions such as long term MBT groups and eye
movement desensitization and reprocessing therapy. In addition, we are reviewing the offer of
treatment for the personality disorders pathway via the William Morris Centre and a task and finish
group has been set up to map this. For every pathway, we are developing a core offer to, as far as
possible, eliminate variation across the service line.
The teams’ approach will embrace the core principles of structural clinical management and the
teams’ decision making will be enhanced by the full utilization of the multidisciplinary team
meetings and zoning which will take place three times per week. Currently, there are also daily
huddles (systems thinking meetings) to allow the escalation of crisis to the appropriate services and
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the identification of patients who are no longer in crisis to ensure safe transition from home
treatment teams, approved mental health professional assessment list and inpatients. There is also a
discussion of new referrals which are needing an assessment based on the Care Act parameters.
All teams have identified that there are cohorts of people who could be discharged from ADAPT
teams and work has started to utilise the new primary care network mental health practitioner roles
to support this. There is a new pathway as well that supports the PCP team to move patients to the
HUB for social inclusion and re-ablement services so there is no onward referral to the ADAPT teams.
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 the teams continue to receive compliments
from patients and their carers.
Spotlight on Older Peoples Community Mental Health (OPMH)
The OPMH pathway provides care and treatment for older people who have a mental health
problem and live in the boroughs of Bromley, Bexley and Greenwich. Across the directorate there
are three teams to support over 1400 people. The service is for anyone experiencing a mental health
issue. We work with people who have illnesses such as schizophrenia, bipolar disorder dementia,
anxiety and depression and provide help and support to their carers.
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Workforce challenges and solutions
All three teams are facing challenges around recruitment. Some of our experienced Band 6 nurses
have had the opportunity to move to the primary care networks and whilst this brings older people’s
expertise into GP practices, our community mental health team have been struggling to attract Band
6 nurses.
The teams have been reviewing the roles, for example in Greenwich they have been considering
physical health monitoring and funding a Band 5 physical health nurse. Each of the community
mental health teams will have a graduate in September through the new trust graduate programme
and the three teams have also agreed to take one Mental Health Well- Being Practitioner in training
with Health Education England. They will be enrolled in a graduate certificate or postgraduate
certificate training delivering the national curriculum for Mental Health and Wellbeing Practitioners
and will work alongside service users, families, carers and multi-disciplinary team members to coordinate care, supporting collaborative decision-making about care and treatment. They will also
deliver a set of wellbeing-focused psychologically informed interventions, aligned to cognitivebehavioural principles, based on the best evidence available, that address problems often
experienced by people with severe mental health problems.
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Adult Learning Disabilities
Supporting Adults with Autism Resource Pack
In June 2022, the Oxleas Adult Autism Service published the 'Supporting adults with Autism
Spectrum Disorder (ASD) in Inpatient Mental Health wards' guide and resource pack.
The Oxleas Adult Autism Service routinely works in partnership with all the community mental
health teams and inpatient mental health wards across the three boroughs in order to support
Oxleas’ teams to adjust the care for autistic people at risk of admission to, or admitted to, inpatient
wards. The resource was created through intense cooperation of the teams' psychologists,
occupational therapist and speech and language therapist and in conjunction with staff from
Goddington ward (Green Park House) that offered continuous feedback on the need of specific
specialist resources and effectiveness of these.
The pack includes information regarding how to accommodate the needs of autistic patients when
they arrive on the ward and throughout their stay, including the need for reasonable adjustments to
the environment and the therapeutic approach.
The pack also includes a wealth of therapeutic resources designed to increase the staff and patient's
ability of establishing a positive and consistent therapeutic approach, increasing communication,
increasing socio-emotional understanding and regulation.
This resource was introduced in June 2022 with an online event followed by a series of ad-hoc and
ongoing trainings in order for this to be embedded in the day to day practice within all the mental
health inpatient wards in Oxleas. From our knowledge, this is the first resource pack of this kind
created.
The feedback so far has been very positive from all parties with numerous requests from our
colleagues of further sharing and training around the resources, which is happening and ongoing.
The Autism service is now looking into the possibility of producing a similar pack for our colleagues
working in the community looking at adjustments to psychological, occupational therapy,
communication, engagement, and approach to be used with autistic clients.
Have a say about health
Health Ambassadors from Advocacy for All hosted an event in Bromley where people were given the
opportunity to speak up about their experiences of health services. Bromley CTLD staff attended the
event working with health ambassadors and service users who raised issues across a number of
topics including access to health (primarily GP appointments). The discussion was led by service
users and staff attended to help facilitate the conversation and answer any urgent queries;
being part of round table discussions on accessibility and reasonable adjustments when it comes to
accessing GP surgeries. This is part of a wider piece of work commissioned by South East London and
the ALD management team are looking at ways to continue the input into this project, linking-up
current objectives.
Hydrotherapy
We are very pleased to report that ALD sessions can resume at the Goldie Leigh pool after a long
closure period due to Covid and the resulting infection control guidance. ALD has access to the pool
for 3 days a week, offering sessions to Greenwich and Bexley service users who have been assessed
to require aquatic therapy intervention. For many service users with severe physical disabilities, it
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has been very difficult to offer an appropriate alternative intervention during the pool closure so this
will be very welcome news.
Since sessions stopped in 2020, there have been a number of changes to the planned model of
service delivery and there has been a significant amount of work across the 3 service groups using
the pool (ALD, CYP and MSK) to improve the health and safety culture and skills and knowledge of
those working at the pool. Work has focussed on producing a new bespoke risk assessment and plan
and operating proceedure, improving security, cleaning and infection prevention and control
processes and offering new specialist external training to all staff covering aquatic therapy and
evacuation. This has resulted in a raised profile for the pool and its users across the trust and some
very positive work with our resuscitation and security officers and the Estates and Health and Safety
teams which will be a great asset going forward.
The Physiotherapy Service has been contacting carers and reviewing caseloads, prioritising the
service users most in need and plan to resume sessions in October. Sessions will be offered to those
people who require therapeutic input in the water; for others who require swimming as an activity
or as exercise, signposting to suitable local pools will be offered. The planned new Waterfront
Leisure Centre in Woolwich will offer an accessible hydrotherapy pool when it opens.

Children and Young People Directorate
Following the success of the Children’s Community Nursing Team’s Winter Pressures pilot, we have
submitted a costing for a virtual ward model of delivery to ICS colleagues and are awaiting feedback
on this.
In Greenwich, the Young Greenwich service has temporarily ceased activity from Hawksmoor Youth
Centre following a recent Health, Safety and Fire inspection. As the building is owned by Greenwich
Council, we are working with them to ensure we can reinstate occupancy as soon as possible. In the
interim, all services have been diverted to other venues so there is no impact to service delivery.
We continue to work with RBG on the service redesign in the Greenwich Integrated Therapies
Service and have attended 2 of 4 negotiation meetings. The meetings have enabled both RBG and
Oxleas to discuss the service model.
Bexley Children's Speech and & Language Therapy (SLT) Service are working in partnership with
Bexley Local Authority colleagues to review and develop universal and targeted services for early
years children and their families. The goals of the programme are to:
•

Develop children’s achievement in early language and communication skills

•

Improve early years practitioner’s skills and knowledge in speech and language development
to support early identification and intervention

•

Increase parent/carer understanding and involvement in children’s language development

•

Promote communication rich environments for all

We are hopeful that a programme of joint working and joint delivery of services will better meet the
needs of children and families in Bexley.
Zero delays work is currently underway in Specialist Children’s Services with 8 teams at validation
stage and 7 teams with the work stream in progress.
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Work has begun to define the priority metrics to be developed for the team dashboards.
Business continuity is in place for special schools nursing provision into Bexley (0.5 wte), Bromley
CAMHS, Bexley CAMHS Generic and LDND pathways–linked to capacity and demand.
The CAMHS Leadership Team are reviewing unallocated investment funding from posts where
recruitment has repeatedly been unsuccessful. They will be preparing options for utilisation of this
funding through alternative staffing models. This work should be completed in September.
Consideration is being given to business continuity in Greenwich Occupational Therapy due to
upcoming vacancies and increased demand.
Clinical Lead roles in Bexley and Greenwich CAMHS are due to start in September. The Clinical Lead
in Bromley is already in post. Clinical Leadership roles in Specialist Children’s Services will be
recruited to in Autumn 2022.
Bexley CAMHS service re-design to the iThrive Model continues in accordance with the mobilisation
plan, and the management structure has been agreed. There is continued focus on developing
procedures to support clinical pathways and the development of standardised job plan templates is
underway.
The capacity and demand model is near to completion, with some small changes to be implemented
before it can be rolled out as a tool to support service design.
Work has commenced in Greenwich CAMHS around a service redesign to the i-thrive model,
alongside a review of the clinical in-reach model with Get Real Change. Discussions are taking place
with RBG regarding possible interim adaptations to current in-reach service model.
A business case for a Bromley CAMHS development of a fully integrated single point of access has
been shared in first draft with Bromley Y. The first joint leadership session has been held with
Kaleidoscope (a consultancy commissioned by the ICS) – focusing on the development of an
integrated single point of access with improved pathways and access. Investment is available to
further develop mental health pathways across local Youth Justice services and to embed CYP
mental health expertise within Primary Care Networks – initial discussions are being held with local
commissioners to understand expectations ahead of the business case submission.
Discussions are underway internally in respect of the CAMHS crisis pathway with a view to
expanding the scope of the service, including provision of intensive outreach support within a
community setting, in accordance with national and local policy. A full options paper will be
developed in due course.
Waiting times are being reviewed regularly. There are currently 1514 children and young people
awaiting assessment across CAMHS, with a growing number waiting more than 52 weeks in Bexley
(21.4%) and Bromley (37.5%).

Forensics and Prison Directorate
Current Achievements
We have appointed Harneet Hundal and Peter Stevens as Interim Co-Clinical Directors of the
Directorate as Elizabeth Zachariah has taken on the role of Clinical Lead for the mobilisation teams
for new prison contracts. They will take on these roles effective 1/9/22.
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The transitioning of mental health services at HMP Wandsworth went live on 1 April 2022 and has
now reached a steady state of business as usual, where the vacancy rate is currently 12% compared
to 67% at the outset. There was a re-inspection of mental health services by HMIP/CQC on the 20th 22nd July, where it was noted the service, while safe with improved staffing, good documentation
and processes for management of referrals, was still fragile. They had no concerns about safety or
quality of care, the issue raised was the number of days it is taking to transfer patients out to
appropriate facilities for on-going levels of care. Given the number of patients identified by the
clinical team needing to be transferred out (a total of 19 between April -July), this is now under
control with only 1 patient waiting on 31/7/22.
The SW England Contract Award:
•

Lot 1 Bristol, Ashfield, Erlestoke, and Leyhill

•

Lot 3 Dorset – Guys Marsh, Portland, and The Verne

•

Lot 4 Devon – Channing Wood, Dartmoor, and Exeter

NHSE was successful in a legal challenge brought by Practice Plus Group (PPG) lifting the suspension
of the contract award notice on 21 July 22. We have now proceeded with the mobilisation of the
contract for lot 1 for a start date of 1st October 2022 and lots 3 and 4 yet to be finalised due to
significant IT connectivity and infrastructure requirement challenges. Ongoing dialogue with NHSE
Commissioners locally and nationally underway to find a workable solution. The first Project Board,
chaired by NHSE, was held on 24 August 2022 to oversee the mobilisation and implementation of
the new contracts.
Mobilisation is underway for the implementation of the Pan London Mental Health Treatment
Requirement (MHTR) Treatment Service for Women This is a service under our London Pathway
Partnership (LPP) with a contract which will start on 1st October 22.
HMP Swaleside had a HIMP/CQC joint inspection on the 21st of July with final report pending. The
verbal feedback was overall positive, there were two areas of concern highlighted. Firstly, healthcare
staffing and the impact on patient’s health needs. The inspectors noted a good job had been done in
12 weeks reducing the level of vacancies from 85% to 44%. Secondly, was in relation to medicines
management mostly around medication queues where there is at times no officer available to
monitor them which can create long waits extending morning medications with some omission of
lunch time medications. However, they were impressed that staff had managed to catch up on the
backlog of in-possession medication risk assessments. While there remains much to be done, overall
the inspectors said that staff were upbeat, caring and should be proud of the progress made in such
a short time.
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 technician in Prisons. Additionally, band 7
psychologist across the Directorate. There are national shortages of all these professional groups.
Developments
The project team Is carrying out the following activities:
•

Completed and submitted on 2nd August bid for Surrey Prisons (5 prisons)
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Greenwich Cluster Prisons (Belmarsh, Thameside, Isis)
Expression of Interest (EOI) submitted 25th July 2022
Feedback from EOI received on 4th August notifying us we passed this stage and would now need to
enter a competitive tender process as there was more than one successful applicant for each of the
three lots. We put in an EOI for our current group of prisons:
Lot 1 - HMP Belmarsh - Contract value (per annum) is £8,041,723, Contract Value (5 years) is
£40,208,615, Contract Value (7 years) is £56,292,061. • HMP Thameside - Contract value (per
annum) is £9,020,153, Contract Value (5 years) is £45,100,765, Contract Value (7 years) is
£63,141,071
Lot 3- HMP/YOI Isis - Contract value (per annum) is £4,148,087, Contract Value (5 years) is
£20,740,435, Contract Value (7 years) is £29,036,609
Invitation to tender (ITT) Issued – 30/08/2022
Deadline for clarification questions – 26/09/ 2022
Deadline for receipt of ITT submissions – 7/10/2022
Contract Award - 28/12/2022
Service Commencement - 01/04/2023
Kent Pharmacy Procurement Contract
Contract value: £2.3 million per annum (6 years) is £13.8 million
ITT issued 12/7/22
Visits to Commissioner site -Early August 2022
Bid submission closing date – 01/09/2022
ITT evaluation process - September – October 2022
Formal award decision notices and debrief letters issued to Bidders -November 2022
10-day standstill period – December 2022
Service commencement date – 01/04/2023

Adult Community physical Health
Our directorate continues to be extremely busy, particularly since our intermediate care change
programme has progressed on 18th August to a formal consultation with staff. It is proposed that we
will consolidate our intermediate care beds for both Bexley and Greenwich patients on to one unit at
Meadow View with a total of 36 beds. This will increase the ratio of nursing and therapy provision
for patients in order to provide an improved staffing model for rehabilitation on one site.
Over the past few months, we have liaised extensively with local system leaders around this
proposal and we are also currently supporting the SEL ICS with public engagement which includes
the proposal for Eltham Community Hospital to host a Community Diagnostic Centre.
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Current Achievements
The National Urgent Crisis 2 hour Response (UCR) continues to be delivered through our JET and
Rapid Response teams and this month we have started our pilot project to extend the service to
include falls pick up provision. We continue to work with LAS and 111 to maximise this provision.
The Business Case developed with local system partners for provision of a Lymphoedema service in
Greenwich has been completed and is now being submitted for governance and funding decisions.
As the only borough in south east London without a service, we are hopeful to be able to start
recruitment in late September.
We have been working with the Involved team to establish our Directorate Service User Reference
group. Several people have come forward to show interest and we will be establishing a regular
forum to review developments within our directorate and bring service users in to our
transformation workstreams.
Since the pandemic we have experienced increased demand and high waiting lists. Our teams have
worked extremely hard to reduce the waiting times and we can now report that we have zero waits
over 18 weeks and numbers of people waiting over 15 weeks are also decreasing.
Challenges
Pressure in our District Nurse teams across Bexley and Greenwich is our biggest challenge. We have
continued high demand which is made increasingly challenging when there are vacancies and staff
sickness. We are embarking on a recruitment campaign which will follow the RGN campaign and
provide flexible times for interviews at evenings and weekends so that we can attract more
candidates. We have also undertaken a trustwide campaign to attract staff to support housebound
patients with diabetes within our District Nursing teams in order to support the current pressure on
the teams.
The current cost of living pressure continues to be a major concern for community health staff and
we continue to discuss ways to support those who are impacted by exploring additional bank
opportunities and hardship loans that are available.
Developments
We are waiting to hear the outcome of bids to SEL ICS for development of our Virtual wards within
Bexley and Greenwich. We already have services which provide Virtual ward intervention (Chronic
Obstructive Pulmonary Disorder SOS, District Nurse intravenous therapy, Community Care Plus) with
caseload data now being reported fortnightly to NHS England.
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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 16 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 – 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 Mental Health Act S132 Compliance
• 10325 Mental Health Act S58 Compliance
• 10322 CPA 6-month reviews
Details of the issues resulting in this performance and the actions being taken in response were discussed at the July
Performance and Quality Assurance Committee and August Executive (as there was no PQAC in August) 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
August 2022 - Reporting July 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?

Jul-22

Operational
Performance

Iain Dimond

Referral to treatment for incomplete care pathways

10248

NHSI

IBR

Yes

90%

80.5%

Operational
Performance

Iain Dimond

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

10915

MHSDS / UNIFY2 IBR

Yes

>=56%

62.5%

Operational
Performance

Iain Dimond

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

10916

MHSDS / UNIFY2 IBR

Yes

>=56%

83.3%

Operational
Performance

Iain Dimond

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

57.6%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

99.6%

Operational
Performance

Iain Dimond

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

94.3%

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. April 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

420(420)

Published by NHS Digital two months in arrears. April 2022
figure - Published 14th July 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%

100.0%

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

8.9%

Quality of Care

Neil Springham

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

11699

NHSE

IBR

Yes

TBD

88.8%

Quality of Care

Neil Springham

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

11703

NHSE

IBR

Yes

TBD

73.8%

Quality of Care

Neil Springham

Complaints

10528

NHS Digital

IBR

Yes

N/A

24

Quality of Care

Rachel Evans

Turnover (Annual)

(provisional)

NHS Digital

Not collected N/A

N/A

15.7%

Published 28th July 2022 - NHS digital (April 2021 to April
2022). Leaver rate 15.7% (FTE). Joiner rate 19.5%(FTE).
Stability index 84.1%.

Quality of Care

Rachel Evans

Proportion of Temp Staff

10332

FT

Not collected N/A

8%

5.6%

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

Quality of Care

Rachel Evans

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

6.0%

<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

No CAS alerts for July 2022. 1 CAS alert noted in previous
months due for completion November 2022.

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

Committee

Regulatory

Reported

Monthly

Origin

Metric
Code

NHSI / NHSE 10766

View from our regulators

Target

Jul-22

Comments - July 2022

Variance

Assurance

Comments - July 2022

Variance

Assurance

Comments - July 2022

Variance

Assurance

Variance

Assurance

NHS Improvement - Segment
1

2

Regulatory

N/A

CQC

10348

CQC Rating
Green

S.No

Committee

Reported

Origin

Metric
Code

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

Target

Jul-22

3

Quality

Monthly

DoH

10341

4 Must Dos - Treated with dignity and respect

>90%

97.5%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

88.3%

5

Quality

Monthly

Trust
(Internal)

10338

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

>90%

90.4%

6

Quality

Monthly

Trust

11699

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

>95%

88.8%

7

Quality

Monthly

Trust

11700

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

<5%

3.5%

8

Quality

Monthly

Trust

11703

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

>90%

73.8%

9

Quality

Monthly

Trust

11702

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

<10%

10.0%

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

Target

S.No

Committee

Reported

Origin

Jul-22

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

5.4%

11

Quality

Monthly

NHSI

11128

6 Week Wait for Audiology Diagnostic Assessment (DM01
Monthly)

>99%

100.0%

12

Quality

Monthly

Trust
(Internal)

11403

Performance against 30 working day target for Responding to
complaints

>80%

71.4%

13

Quality

Monthly

Trust
(Internal)

11404

Performance against outstanding actions identified from
Complaints

>90%

73.3%

14

Quality

Monthly

Trust
(Internal)

10335

4 Must Dos - Enough information about care and treatment

>90%

89.8%

15

Quality

Monthly

Trust
(Internal)

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

92.7%

16

Quality

Monthly

DoH

11268

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

>95%

95.4%

17

Quality

Monthly

DoH

10024

Referral to treatment for Psychological Therapies (PT)

>95%

76.3%

18

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

80.5%

19

Quality

Monthly

Trust / CYP 11397

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

TBC

58.4% Variance, assurance graphs and commentary to be provided at a
later date.

20

Quality

Monthly

Trust / CYP 11503

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

TBC

77.1% 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

61.5% Variance, assurance graphs and commentary to be provided at a
later date.

S.No

Committee

Reported

Origin

Metric
Code

22

Quality

Monthly

NHSI

10314

Safe - People are protected from abuse and avoidable harm.
People are protected from physical, sexual, mental or
psychological, financial, institutional or discriminatory abuse
and neglect
CPA 7 Day follow up (Discharge from Inpatient setting)

23

Quality

Monthly

NHSE

11519

24

Quality

Monthly

NHSE

25

Quality

Monthly

26

Quality

27

Target

Jul-22

Comments - July 2022

>95%

100.0%

CQUIN-72 Hour Post Discharge Follow Up

80%

92.7%

11520

72 Hour Post Discharge Follow Up (Self Harm)

100%

92.9%

Trust
(Internal)

10342

Adult Acute Bed occupancy (excluding leave)

<95%

97.4%

Monthly

Trust
(Internal)

10463

OPMH Acute Bed occupancy (excluding leave)

<95%

65.5%

Quality

Monthly

NHSI / CQC 10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

95.2% Bx.33/34; Br.28/31; Gr.18/18.

28

Quality

Monthly

NHSE

10446

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

>95%

90.0%

30

Quality

Monthly

Trust
(Internal)

10355

No of incidents (1-3)

N/A

1051

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

21
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33

Quality

Monthly

NHSE

10448

Medication errors

34

Workforce &
Development

Monthly

DoH

10334

Vacancy Rate

<14%

Committee

Reported

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

Target

S.No

Origin

Metric
Code

N/A

71

12.8%

Jul-22

Comments - July 2022

37

Quality

Monthly

NHSI

10915

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

>56%

62.5%

38

Quality

Monthly

NHSI

10916

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

>56%

83.3%

39

Quality

Monthly

Trust
(Internal)

10645

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

>90%

98.2%

40

Quality

Monthly

NHSI

11314

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

41

Quality

Monthly

Trust

11454

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

100%

42

Quality

Monthly

DoH

10323

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

100%

96.8% Trust.121/125

43

Quality

Monthly

DoH

10325

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

100%

86.4% Trust.19/22

44

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

>95%

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

45

Quality

Monthly

Trust

10322

MH CPA Service user reviews every 6 months

>95%

89.5%

46

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

99.6%

47

Quality

Monthly

Trust / NHSI 10359

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

>95%

99.0%

Target

>80%

89% 80% or more = green, 75% or more = amber, less than 75% = red.

S.No

Metric
Code

N/A

Origin

48

Workforce &
Development

Monthly

Trust
(Internal)

10353

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

49

Workforce &
Development

Monthly

Trust
(Internal)

10354

Supervision Completeness

>80%

78% 80% or more = green, 75% or more = amber, less than 75% = red.

50

Workforce &
Development

Monthly

Trust
(Internal)

10331

Bank Costs as % of pay spend (All professions)

>7%

9.2% Figures include all professions >7.0% Green; 5.0 -7.0% Amber; <=
5.0% Red.
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Workforce &
Development

Monthly

Trust

10332

Agency costs as % of pay spend

<8%

5.6% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

52

Business

Monthly

NHSI

10326

Normalised Surplus - Year to Date (£M)

0.0

53

Business

Monthly

NHSI

10327

Cash Position (£m)

54

Business

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

3.5

55

Business

Monthly

Trust

10330

CIP 2022/23 - Year to Date (£m)

4.5

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

Jul-22

Comments - July 2022

Assurance

0.5 The Trust delivered a £0.5m surplus at the end of month 4. This is
after adjusting for the £7.25m the Trust contributed towards the
ICB plan position in June 2022. An element of the new funding
(MHIS & SDF) related to posts that are yet to be recruited into
were deferred in M4. This represents £0.6m of new funding. If
posts continue to not be recruited into then further surpluses will
be released to meet the ICB financial plan.
138.4 The total cash held at the bank increased by £1.2m during July,
driven primarily by an increase in working capital. The total
amount of cash now held at the bank is £138.4m against a plan of
£115.4m, driven by a higher level of deferred income and accrued
expenses than planned.

2.1 YTD expenditure is currently £1.36m behind the revised plan,
principally due to slippage within the Estates programme of ward
refurbishments. The majority of these works are expected to
commence within the next few months. However works valued
at £1.84m planned at Green Parks House are continued to be
delayed whilst waiting authorisation from the PFI owner and may
not start until the end of the year at the earliest. Additional
projects including network security firewalls and network
switches have been identified which can be undertaken if
necessary to ensure that Trust fully utilises its allocation whilst
being able to accommodate the adjustments for QEH.
4.5 The Trust will continue to pursue transformational programmes.
We expect to deliver some of our CIP non recurrently through
vacancies.

Rules

Assurance

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

Variance

28%

Reported

Va ri a ti on

Assurance

420(420) Published by NHS Digital two months in arrears. April 2022 figure Published 14th July 2022. Inappropriate bed-days(Total OAP beddays)

Committee

115.4

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
8 September 2022
Subject
Authors
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

9
9a&b

Strategy update
• Building block 4: Increasing our focus on service user inequalities
• Building block 7: Increasing digital and remote service delivery
Iain Dimond, Chief Operating Officer
Alison Furzer, Director of Informatics
As above
None
To update the Board on the progress of the fourth and seventh building
blocks of our strategy and the plans for future action.

What risks/issues in the For the board to note
report need to be
noted or acted upon?
Building block 4: Increasing our focus on service user inequalities
• A Service User Equalities Group has been established chaired by the
Executive Lead
• An action plan based on the identified workstreams has been drafted
• We have established a governance structure for the work
• Oxleas has become an early adopter of the Patient and Carer Race
Equality Framework (PCREF) and we have increased our capacity this
programme by establishing and appointing to the post of Lead for
PCREF and Service User Health Inequalities

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

Building block 7: Increasing digital and remote service delivery
The presentation highlights plans for how we are taking forward our
strategy. We will need a continued focus on this activity to ensure we
deliver the expected outcomes for our staff and patients
Updates have regularly been provided at the Executive Team and at board
sub-committees.
No.
CIIC - Continuous Improvement and Innovation Committee
EDS - Equality Delivery System
PCREF - Patient and Carer Race Equality Framework
PQAC - Performance and Quality Assurance Committee
Eobs-Electronic Observations
Emeds- Electronic Medication
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Link to trust strategy
Link to Board
Assurance Framework
Please summarise
implications for:
Quality

Finances
Equality analysis

Service users/
carers/staff

Executive Summary

Building block 4: Increasing our focus on service user inequalities
Building block 7: Increasing digital and remote service delivery
The workstreams within the strategy aim to mitigate key risks outlined in
the Board Assurance Framework.

BB4: Improving the quality of care to people in our local populations, so
that is sensitive to the culture, disability, religion, gender, sexual
orientation and other characteristics.
BB7: Quality of care will be supported by service users and their carers
being able to access information digitally to support their care
BB7: The strategy aims to improve financial sustainability
BB4: Enabling the trust to support the implementation of the Healthcare
Inequalities 2022/23 Planning Guidance
BB7: We need to ensure that we have parity of access for our patients,
whether they access our services digitally or face to face. The needs of
digitally excluded patients and other equality considerations are being
incorporated into the development, of patient facing programmes such as
Oxcare
BB4: Ensuring that staff are supported to deliver inclusive care.
Engaging with seldom heard from groups and communities and using this
feedback to target service development where it is needed most
BB7: We work closely with our staff in the delivery of this programme and
many are involved in the various associated project boards. We have staff
and carers participating in our patient facing programmes such as Oxcare
EXECUTIVE SUMMARY
Key Highlights, Issues and Exceptions
Building block 4: Increasing our focus on service user inequalities
A Service User Equalities Group has been established chaired by the
Executive Lead, and a draft action plan has been developed with the
following workstreams:
•
•
•
•

Workstream 1: Data quality and use led by Alison Furzer
Workstream 2: Equity of access led by Neil Springham and Japleen
Kaur
Workstream 3: Equity of Experience led by Neil Springham and
Japleen Kaur
Workstream 4: Equity of Outcomes led by Abi Fadipe and Christine
Kapopo
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•

Workstream 5: Supporting our staff to deliver inclusive care led by
Rachel Clare Evans

We have established a governance structure for the work. The actions
will be taken forward by the Service User Equalities Group, with quarterly
progress reports to the Executive Team, Performance and Quality
Assurance Committee (PQAC) and Continuous Improvement and
Innovation Committee (CIIC); and six-monthly reports to the board. The
trust will publish an annual Equality Delivery System (EDS) report. An
updated EDS 2022 will be launched soon.
Oxleas has become an early adopter of the Patient and Carer Race
Equality Framework (PCREF) and we have increased our capacity to
support this programme by establishing and appointing to the post
of Lead for PCREF and Service User Health Inequalities.
Building block 7: Increasing digital and remote service delivery
The Oxleas Strategy 2021 – 2024 was agreed at the March 2021 Board.
The strategy agreed three big priorities for the organisation underpinned
by eight building blocks.
Building block 7 is focused on increasing digital and remote service
delivery
Building block 7 brings further focus to the work that was already
underway through the implementation of our Oxleas digital strategy,
which was launched in 2020
The attached presentation summarises progress to date and outlines the
next steps
Action required
The Board is invited to note the developments to deliver on these building
blocks in the strategy.

57

Building Block
Four:
Increasing Our
Focus on Service
Inequalities
Iain Dimond
Workstream Lead
1

Policy Background & Case For Change
58

Healthcare
Inequalities
2022/23
Planning
Guidance

• Priority 1: Restoring NHS services inclusively: where performance
reports will be broken down by patient ethnicity and IMD quintile,
focusing on unwarranted variation in referral rates and waiting lists for
assessment diagnostic and treatment pathways, immunisation,
screening and late cancer presentations.
• Priority 2: Mitigating against ‘digital exclusion’ – ensuring providers
offer face to face care to patients who cannot use remote services; and
ensure more complete data collection, to identify who is accessing face
to face/telephone/video consultations is broken down by patient age,
ethnicity, IMD, disability status etc.
• Priority 3: Ensuring datasets are complete and timely – to continue to
improve data collection on ethnicity, across primary
care/outpatients/A&E/mental health/community services, specialised
commissioning and secondary care Waiting List Minimum Dataset
(WLMDS).
• Priority 4: Accelerating preventative programmes; covering flu and
Covid-19 vaccinations; annual health checks for people with severe
mental illness (SMI) and learning disabilities; supporting the continuity of
maternity carers and targeting longterm condition diagnosis and
management.
• Priority 5: Strengthening leadership and accountability –Supporting
PCN, ICS and Provider health inequalities SROs to access training and
wider support offer, including utilising the Health Inequalities Leadership
Framework, developed by the NHS Confederation

2

Strategic Vision for Oxleas
59

Our aim is to improve service user access and reduce inequalities of experience and
outcomes, in order to deliver Oxleas’ strategic objectives and the imperative for the NHS to
take stronger action to tackle health inequalities as outlined in the NHS Long-Term Plan .
We want to make sure that people in our local populations get
prompt access to well-designed patient-centred care that is
sensitive to the culture, disability, religion, gender, sexual
orientation and other characteristics of those who use our
services. We want the accessibility, cultural appropriateness and
fairness of our services to be assessed on a routine and
comprehensive basis. We need to ensure our focus on great out
of hospital care and zero waits is equally benefitting people with
all protected characteristics.
It has therefore been agreed as one of the main building blocks to
achieving Our Strategy 2021-24.
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Programme approach
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Phase 1
Strategy and infrastructure
development
• Establishing our Service
User Equalities Group
• Agreement of
Workstreams to deliver
core elements of the
strategy
• Developing infrastructure
to support programme
• Becoming a pilot Trust
for the MH PCREF

Phase 2
Strategy implementation
Implement strategy through:
• Development of an action plan
for each workstream
• Implementation of the action
plan monitored by the Service
User Equalities Group
• Alignment of workplan to
actions being taken forward at
Place and ICS level
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Service User Equalities Group

Membership

Role

• Representation is drawn Trustwide from both central
departments and service directorates
• The group is chaired by the Trust Chief Operating Officer

To ensure that people who are Black, Asian and minority ethnic, have
lived experience of disability, mental health and neurodiversity, are
LGBTQ+, of all ages and genders have equity of access, experience and
outcomes when using Oxleas’ services
To ensure that Oxleas has a robust approach to collecting data on the
protected characteristics of people who use our services, including those
initially referred, self-referrals, the active caseload, and that this data is
part of on-going performance management
To support services to address health inequalities by identifying gaps in
access and provision and to shape priorities for action, including working
in partnership to do so
To provide a sense check for the scope and impact of the service user
access and equalities work programme
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Drivers of Equity in Healthcare
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6

Workstreams
63

Workstream 1: Data quality and use. Lead: Alison Furzer, Director of Informatics
Who’s involved: Informatics, Rio Transformation team, Service leads
Our existing data shows significant gaps in terms of patient demographics. The data is not always used in a
meaningful way. Staff may not feel able to ask patients for the information.
Proposed actions:
• Benchmarking demographic data on service users (active caseload) compared to local population data –
• Identifying gaps – which services / teams?
• Updated demographics section on RiO and other electronic patient records (sexual orientation, gender and
disability)
• Raise awareness amongst patients/service users / carers of why the information is needed and what we do
with it.
Workstream 2: Equity of access. Lead: Japleen Kaur, Assistant Director of Involvement/ Neil Springham,
Director of Therapies
Who’s involved: Service leads, IT, Communications team, Stakeholder Engagement team, Involvement team,
Community Development team, QI team, Estates
Different groups access services differently, with underrepresentation in some services and overrepresentation
in others. This is an inequality in access. Examples include older people being underrepresented in talking
therapies and Black-British men being overrepresented in mental health.
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Workstreams (2)
64

Access to advocacy support is essential for service users who would otherwise have difficulties in
accessing and navigating services. Whilst our public website contains links to advocacy services
and support in Bexley, Bromley and Greenwich, do we know how many people access advocacy,
do we promote it on wards and is it appropriate in particular for minority ethnic people, disabled
people and LGBTQ+ people?
Proposed Actions:
• All services to have a generic email for patient contact to provide an alternative to phone
contact Clear information in a range of formats in plain language on what each service
provides, referral criteria, and how to get access
• Disability access guides to key sites available on public website
• Early adopter of the Patient and Carer Race Equality Framework
• Map advocacy support available to identify gaps
• Engagement with seldom heard from groups and communities (What Matters to Us) and use
this feedback to target service development where it’s needed most
Workstream 3: Equity of Experience. Lead: Neil Springham, Director of Therapies & Japleen
Kaur, Assistant Director of Involvement
Who’s involved: Clinical leads, Patient Experience Team, Ward Matrons/Managers, Patient Safety
Team, Nursing leads, AHP leads, Forensics and Prisons (physical health leads)
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Workstreams (3)
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Different groups report having different levels of satisfaction with the healthcare They receive.
This is an example of inequality of experience. An example is lesbian, gay and bisexual (LGB) and
Black, Asian and minority ethnic individuals reporting poor levels of satisfaction with community
mental health services compared to heterosexual and white-British counterparts
Proposed actions:
• Scope care pathways where we can pilot inclusive assessments, factoring ethnicity, disability,
sexual orientation and gender identity
• Patient experience data by protected characteristics is routinely produced, analysed and
reviewed by services
• Monitor patient satisfaction levels related to transfer of care by patient’s protected
characteristics to identify differences of experience and then plan actions to address these
• Regularly review the data that shows some people with protected characteristics feel less
involved in planning their care and identify how we can address this in service provision
• Improve waiting times for physical health checks in prisons and medication reviews for
patients in prison Triangulate information on the use of restraint with overall patient
numbers in order understand whether restraint is disproportionately used for any particular
ethnic group or gender or other protected characteristic
• Identifying examples of good practice (eg in cultural appropriate care, gender identity
appropriate practice, disability inclusion) and share them trust-wide
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Workstreams (4)
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Workstream 4: Equity of Outcomes. Lead: Dr Abi Fadipe, Medical Director and Christine
Kapopo, Associate Director of Nursing
Who’s involved: Involvement team, service leads (involvement champions), Equality and Human
Rights team, Informatics, Patient Experience Team
Different groups receiving the same treatment also have different recovery outcomes. This is an
inequality in outcomes. As an example, Black, Asian and minority ethnic groups generally have
poorer recovery rates in talking therapy services (IAPT) than White-British people
Inequality of access, experience and outcomes affect a range of people, with age, ethnicity,
gender, disability and sexual orientation being key factors. People’s socio-economic status and
location also have an impact. Homeless people, nomadic communities, drug users, sex workers,
and victims of domestic violence face particular barriers in accessing healthcare.
Proposed actions:
• Co-produce outcome measures that are culturally sensitive and appropriate and that take
into account what goals the service user or patient wants to achieve, in line with the service
criteria and what matters most to them
• Ensure outcome measures align with the PCREF
• Monitor outcomes by patient demographics
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Workstreams (5)
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Workstream 5: Supporting our staff to deliver inclusive care. Lead: Rachel Clare Evans, Director of Strategy
and People, Nicole Scuzs, Head of OD and Head of Equality and Human Rights
Who’s involved: Organisational development team, Communications team, Equality and Human Rights team,
Service managers
Our workforce is diverse, and this diversity of experience should be valued and supported to enhance the way
we plan, improve and provide our services. However, some staff may need more support, for example with
clear information, training and supervision, to feel confident about working with and delivering care to our
diverse communities.
Cultural understanding, race equality, disability equality, LGBTQ+ awareness and gender identity awareness are
all areas where on-going information, discussion and learning should be encouraged. This needs to happen at
team level to help embed inclusive ways of working.
Proposed actions:
• Service user equalities zone on The Ox
• ‘What’s it got to do with you?’ guide on why we ask for demographic data, accompanied by a
communications campaign aimed at staff (One Oxleas, screen savers, podcasts, posters and social media)
On-going programme of bitesize and in-depth inclusion workshops
• Communication Access UK learning / team talks FAQs, videos and information on The Ox on equality,
diversity and inclusion + standing item in Team meetings
• Talks to teams that find it harder to access The Ox (prisons and in-patient services in particular)
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PCREF (Patient Carer Race Equality Framework)
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DRAFT PCREF Progress Dashboard from Mental Health Trusts
Name of Trust
Month reported:

Oxleas NHS Foundation Trust
July 2022

Overall rating (this quarter)
Overall rating (previous quarter)

In Progress
In progress

Key code

Completed (Com)

Update on PCREF Part 1 Leadership and
Governance [Statutory and Regulatory
obligations]
Key Summary
•
Oxleas Executive agreed to become an
early adopter of PCREF in February
2022
•
PCREF is part of the Service User
Equalities Group (SUEG) which reports
to the Quality Improvement Committee
and the Board
Key actions planned for next steps
•
MHA detention report to September
SUEG
•
Use of force/restrictive practice data by
ethnicity report to September SUEG
•
Agree PROMs to be used

In progress (IP)

Not started (NS)

Part 1 PCREF milestones

Status

Development of board level
accountability
Mental Health Act detention by
ethnicity
Patient reported experience measures
(PROMs) by protected characteristics
Use of force/restrictive practice data
by ethnicity

Com

Update on PCREF Part 2 Organisational
Competencies [Cultural & Practice change]

Part 2 PCREF milestones

Status

Key Summary
•
5 workstreams for SUEG agreed
•
Recruiting to a post of Lead for PCREF
and Service User Health Inequalities
(interviews 26th July)
Key actions planned for next steps
•
Lead for PCREF in post
•
Each workstream to have an action plan

Development of PCREF
Competencies
Engagement Planning
Stakeholder Management (incl.
workforce)

Update on PCREF Part 3 Feedback
Mechanism [Patient and Carer experience
and co-production]
Key Summary
•
Service User Forum established with
service user / carer representative on
the SUEG

Part 3 PCREF milestones
Patient reported experience measures
by protected characteristics
IAPT experience measures
Carers experience in CAMHS services

IP
IP
IP

IP
NS
NS

Status
IP
IP
NS

Key actions planned for next steps
•
TBC
Overall PCREF summary [including updates on ICS MH equalities/PCREF work]
Progress is modest due to lack of staff capacity and infrastructure.
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Programme governance
69

• Service User Equalities Group
• Quarterly progress reports to the Executive, PQAC and QI
committee
• Six monthly reports to the Board
• Annual publication of EDS Report (updated EDS 2022 will
be launched soon)
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Building Block 7 – Update
Alison Furzer- Workstream lead
September 2022
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Our Trust Strategy – Building Block 7

7. Increasing digital & remote
service delivery

72

Building Block 7 – Key Drivers
Improve Patient Outcomes:
• Digital technology provides opportunities for patients to play an
increasingly active role in their health and care.

• We want to offer service users choice in how they access care, at times and
locations that suit them.

Address Resource Constraints:
• Workforce challenges mean that we need to think creatively about how we
deliver care and offer flexibility to our staff.

Build Capacity to meet Increased Demand & Complexity
• Increased Post pandemic waits for services & expected SEL growth
population growth predictions will mean that we need to reimagine how we
delivers services and digital solutions will play an increasingly key role.

Implement National Policy
• Policies such as the long-term plan and the plan for health and social care
which set out a NHS wide vision for a digital future.

The pandemic has shown that digital delivery of care is possible
at scale in many of our services
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Digital Strategy: Strategic pillars
Increasing digital & remote service delivery:
➜ Digitally
connected patients

➜ Digitally
connected workforce

Core “Block 7”
Elements

➜ Right information at the right time
➜ Improving our processes

➜ Supporting smarter working

➜ Our digital infrastructure

Key
Enablers
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➜ Digitally
connected patients
Key Achievements:

 Commenced our roll out of Oxcare so that
patients can take a more active role in their care.
 Developed our work with front-line staff and service
users to develop a patient digital engagement
programme centred around Oxcare.
 Central funding secured to provide integrated teams
link into RiO for video appointments.
 Completed e-referral roll out to MH services with the
exception of ‘Bexleycare’ services.

Measures of Success:
•
•
•

Trust wide Video appointments increased from 288 in
19/20 to 53,000 in 21/22. peaking at 74,000 in 20/21.
KPI agreed for Oxcare and Y1 roll out target of 562
users met.
Recent survey of Attend Anywhere video appointments
generated 848 patient responses with 94% happy to
have a video appointment again.

75

➜ Digitally
connected workforce
Key Achievements:

 Approval to create clinical digital
leadership posts within directorates to
support our CCIO
 Worked with clinicians to improve
confidence with digital appointments
 Temporary Oxcare resource agreed to
embed Oxcare in teams pathways
 Work with quality team commenced on
requirements for Trust wide digital
Auditing tool

Measures of Success:
•

Recent survey of Attend Anywhere video
appointments generated 665 staff
responses with 99% happy to continue
using video calling as an appointment if
clinically appropriate
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Key Enablers - Update
➜ Right information at the right time
Key Achievements
 Pictorial views of CAMHS processes are available
within iFOx containing live data aligned to the
process map.
 Expansion of relevant clinical ‘IBR’ metrics to team
dashboards
Measure of success: iFOx usage up 35% in last year

➜ Supporting smarter working

➜ Improving our processes
Key Achievements
 EObs now rolled out to physical health as
well as MH
 Trust wide standardised approach to Rio
waiting lists underway
Measure of success: 3,385,478 electronic
observations undertaken in last year

➜ Our digital infrastructure

Key Achievements
 Agile working and IT persona work moving at
pace following equipment delays
 New Ways of Working pilot sites are complete.
feedback helping to inform roll out at other sites

Key Achievements
 Development of cyber strategy and implemented
technology to semi-automate the distribution of
security updates
 Service desk redesign to maximise efficiencies

Measure of success: 200% increase in laptops, 11%
increase in iPads and 88% increase in iPhones

Measure of success Helpdesk 20/21 peak call rate
reduced from 11% to 4% year for year
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Linking back to the key priorities
Key Contributions
• Working with teams to rollout standard process to use waitlist
functionality in Rio & iFox waiting list metrics for dashboards
• Working with suppliers to develop functionality to support those teams
that require multiple waitlists in one clinical pathway
Key Contributions
• 22 individual projects currently identified across 5 services
• 25% currently in progress. Prioritisation and requirements gathering for
other projects underway with services
• New datasets & metrics for initiatives such as virtual ward and home
first programme
Key Contributions
• Focus on long standing issues.- as part of corporate wide initiative
• Continued effort to ensure all staff have the right IT kit for their role
• Enhancing our IT service desk offering to make it easier for staff to
resolve issues
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Summary and next steps
• We have seen major changes in the way we deliver care in many of our services
• We have some significant plans for this year (eMeds, Oxcare, iFOx dashboards) that should all help
facilitate a further step change in our digital journey
• We have invested in the technology and now we need to bring about a shift change in the confidence of
our staff to embrace digital opportunities
• We are investing in additional clinical leadership roles within directorates to help bring about improved
adoption
• To date we have mainly focused on ensuring that we have the right digital technology to support our staffa horizontal approach
• We want to test out creating virtual digital MDT teams around services to co-design standardised digital
pathways- a vertical approach- creating a digital golden thread for each pathway
• We will evaluate this approach to determine impact and how best to scale
Embed digital pathways to offer a consistent digital offer
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Any Questions?
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Board of Director
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

10
10

2022/23 Bank and Agency Analysis and Forecast Breach of the NHSI
Threshold
Alex Owoo, ADoF Financial Management & Planning
Rachel C Evans, Director of Strategy and People and Azara Mukhtar,
Director of Finance
Not confidential

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

To make the Board aware of the forecast breach to the NHSE Threshold
for 2022/23. Approval is sought for this breach and the report analyses
the drivers. These relate to patient safety issues in the main with a key
element linked to an NHSE hosted programme.
What risks/issues in the Meeting the thresholds was one of the requisites of the NHS receiving
report need to be
additional funding to meet financial balance as part of the June 2022 final
noted or acted upon?
submissions. It should be noted the Trust returned all COVID and Top Up
funding (which was not patient contract backed) to the ICS to ensure a
balanced plan for the ICS and as such is not in receipt of any of the
additional funding. The ICB is held to account for breaches to the
Threshold on a South East London basis.
Where has this report
This report was commissioned by the Business Committee for the Board
been previously
following discussion of the Month 4 financial position at the August
discussed? Where will
meeting. Due to timings it has not been to any meetings before coming
to the Board.
this report go next?
The report will be discussed at the September Formal Executive following
the September Board to take forward any further mitigating actions.
Are there any issues in
the report that might
cause upset?
Glossary of
terms/acronyms used
in the report

N/A
NHSE – NHS England
ICS – Integrated Care System
ICB – Integrated Care Board
CEO – Chief Executive
DOF – Director of Finance
PICU – psychiatric intensive care unit
YTD – year to date
MHIS – mental health investment standard
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Link to trust strategy
Link to Board
Assurance Framework
Please summarise
implications for:
Quality
Finances

Equality analysis
Service users/
carers/staff

This relates to Strategy Building Block Eight: making best use of our
resources
Making Oxleas a Great Place to Work
Zero Delays
Great Out of Hospital Care

Ensuring patients and service users have access to safe levels of staffing to
ensure quality services and that those clinical staff are appropriately
supported by fir for purpose support functions.
Although the NHSE threshold is breached all agency and bank spend is
within the pay budget which is currently and forecast to be underspent
for 2022/23.
It is thought unlikely that even if the ICB were to breach the NHSE
threshold that this would result in punitive action against the ICS given
the level of staff vacancies that exist.
Ensuring all Trust services are appropriately staffed to provide safe care.
Not using agency staff would adversely impact on service users and staff if
the services ran without this level of support.

This paper explains the context for the increased agency spend at Oxleas and the likely
breach of the agency threshold this year. There are numerous reasons for this increase,
Executive some to do with known staffing pressures, others to do with prisons expansion, our
Summary agreement to host NHSE programmes (e.g., 111), and the ongoing high medical agency
spend etc. The cap is not adjusted to reflect increased establishment as we expand.
Notwithstanding these increases, Oxleas has retained a high-level of control of agency
spend and compares favourably with our neighbouring trusts. Overall total spend on pay
remains £2.2m below year-to-date budget even with the higher levels of bank and agency
spend. There is significant work ongoing to tackle our staffing pressures and these are
summarised below.
The Executive will continue to work on mitigations to reduce agency spend, but we do not
believe that we can avoid breaching the threshold by the end of the financial year without
having a negative impact on patient care. We are recommending that the Board approve a
20% overspend on the assigned threshold.
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2022/23 Bank and Agency Analysis and Forecast Breach of NHSE Threshold

Introduction
This paper explains the context for the increased agency spend at Oxleas and the likely breach
of the agency threshold this year. There are numerous reasons for this increase, some to do
with known staffing pressures, others to do with prisons expansion, our agreement to host
NHSE programmes (e.g. 111), and the ongoing high medical agency spend etc. The cap is not
adjusted to reflect increased establishment as we expand. Notwithstanding these increases,
Oxleas has retained a high-level of control of agency spend and compares favourably with our
neighbouring trusts. Overall total spend on pay remains £2.2m below year-to-date budget
even with the higher levels of bank and agency spend. There is significant work ongoing to
tackle our staffing pressures and these are summarised below.
We will continue to work on mitigations to reduce agency spend, but we do not believe that
we can avoid breaching the threshold by the end of the financial year without having a
negative impact on patient care. We are recommending that the Board to approve a 20%
overspend on the assigned threshold.

Background
Some years ago, the under-supply of skilled and experienced clinical workers in the healthcare
market was leading to spiralling agency rates. Following the Francis Report, NHS Trusts were
being led into agency-fuelled bidding wars in an effort to fill their establishment and comply
with the standards of patient care. Rates were sufficiently attractive that some clinicians were
leaving their NHS substantive roles, only to return as agency workers for considerably higher
pay and fewer responsibilities. Far from vacancy gaps being filled, the chasm was widening,
especially in geographical areas where there were genuine alternatives for registered nurses,
trained doctors and skilled therapists. Trusts’ temporary staffing budgets were spiralling out
of control and NHS England was picking up the bill which reached £4.5 billion in 2015/16.
In October 2015, NHS Improvement launched its Agency Rules. From 1 April 2016, all staff
groups had to be procured through NHS Improvement approved frameworks with differential
caps (percentage uplifts on NHS pay rates) for clinical and non clinical AfC posts, doctors in
training and other medical staff. There was a ‘break glass’ provision for trusts that needed to
override the caps on exceptional ‘safety grounds’. Shifts exceeding the caps were reported to
NHS Improvement weekly, with retrospective adjustments reporting for a period of four
weeks. Caps did not apply to substantive or bank staff. The requirement for weekly reporting
to NHSI was removed prior to the pandemic. Oxleas continued to apply these controls and
convene a weekly agency control panel for all requests exceeding 1 week duration apart from
Band 5 and 6 nursing posts throughout the pandemic and to date.
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Revised system cap and controls:
On the 20th May 2022, Julian Kelly (NHS Finance Director) wrote to all ICB Accountable officers
and Chief Financial Officers setting out the methodology for allocating the additional £1.5b to
deal with additional inflationary pressures. The additional funding came with requirements
on systems and organisations. These controls include:
•
•
•

Monitoring of agency usage by providers – providers will be expected to abide by
previously established usage and rate limits
Providers will also be required to abide by a similar set of conditions in relation to bank
staff
Approval from NHSE/I for any consultancy spend above £50k and for non-clinical
agency usage.

The cap is set at a system level and providers do not have individual caps set by NHS England.
SEL has agreed individual provider caps in line with plan submissions. These controls are now
in force and the threshold for Oxleas within SEL remained at £11.5m (planned agency spend
in the June 2022 submission).

Track record of the Trust spend/ adherence to controls (control panel)
The Trust was able to put in place controls and measures that ensured that we were not only
benefiting from the agency rules once these were introduced in 2016/17 but we were also
living withing the assigned threshold. The chart below demonstrates the success of the Trust
in reducing agency spend up until this financial year. It is worth highlighting that the potential
breach is not for lack of trying, we have applied stringent controls and very rarely go off
framework except for very unique circumstances, such as where there is potential risk or
harm to patients. The threshold is not increased to reflect increased establishment, e.g., in
relation to expansion, MHIS etc.
Further analysis of this position can be found in the graph below:-
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The above graph assumes the following for 2022/23 forecast spend:
•
•

•
•
•
•

A new acute ward will be opened mid-year resulting in an equivalent increase in
agency staff spread across the inpatient bed base c. £1.0m
Use of agency to cover for vacant shifts within the new prison’s contracts given the
exceptionally high vacancy rates in Kent etc currently. M4 year to date agency spend
in prisons is £670k (straight line £2m annually) vs an annual spend of £614k in
2021/22.
Cover for acuity and specialing in the wards continuing at the same rate as present
(patient safety)
Waiting list reduction – including recovery on backlog on services across the trust
Hosting NHSE programmes outside of the core Oxleas services (£302k M4 year to date
agency spend, straight line £906k) and assuming no new programmes are hosted
Medical cover for vacant shifts at both consultant and training grades continuing at
the same level as present

Bank spend, on the other hand, has increased steadily over the years and we anticipate this
will continue to rise as we swap agency for bank and cover vacant shifts.

Whilst agency spend has reduced by 59% over the 6-year period to 2021/22, bank has
increased by over 111% over the same period. This is testament to the concerted efforts from
both the Executive and the operational teams to bring down agency spend. The chart below
sets out the observed percentage demand change over the years.
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Further analysis of agency bookings over the last 3 years, shows that the highest percentage
changes are reported on the band 6, 5 and medics staff groups. These are by far the most
difficult to recruit bands. This can be seen on the split by staffing group analysis. These charts
help to explain why we are reporting a breach for the very first time in the last 5 years.
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Themes for agency spend
Over the same period in question, the below depicts the observed percentage change in the
reasons for requesting agency. The principal reason for booking agency relates to vacancies.
Over the last three years we have had increasing amounts of MHIS, SDF and other investment
funding which has resulted in more substantive posts being created, a number of which have
created new vacancies. In the same period and particularly post 2020/21 we have seen
increased turnover in staff and additional vacancies. This shows that excluding, the impact of
covid-19, ward observation and specialing account for the second and third most stated
reasons for requesting agency bookings. This supports the view that the increases in agency
demand are partly as a result of acuity and activity within the wards. Anecdotal evidence
suggests that most of our acute wards are seeing higher levels of acuity and are utilising the
same level of staffing support that are prevalent in the PICU wards.
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The above charts explain why we are reporting a breach for the very first time in the last 5
years.
Comparisons to other providers
Each system has been set a limit on their agency costs in line with 2022/23 plans or with a
minimum 10% reduction from 2021/22 levels of expenditure.
The limit for South East London ICB for 2022/23 is £95.593m, which is equal to the aggregate
provider planned agency spend. This is a 12% reduction from the 2021/22 agency spend of
£108.3m.
At month 4 the system is forecasting to spend £103.4m on agency, exceeding the expenditure
limit by £7.8m and YTD have spent £4.3m more than planned. Oxleas planned agency spend
is 12% of the planned system forecast, however, our total pay spend constitute only 6% of
the overarching SEL pay spend. This can be seen through the prism of operating a very difficult
to recruit geography as well as Oxleas supporting the wider NHS system by taking over
contracts that in some cases are operating at 60/70% vacancies.

GSTT
KCH
LGT
Oxleas
SLaM
SEL Providers
Agency spend limit

SEL ICB
SEL ICS total

Year to date (YTD)
Plan
Actual Variance
£m
£m
£m
9.5
10.1
(0.6)
5.6
8.5
(2.9)
5.6
4.9
0.7
3.8
4.0
(0.1)
7.9
8.7
(0.8)
32.5
36.2
(3.7)
34%

0.0
32.5

38%
% of limit

0.6
36.8

(4%)

(0.6)
(4.3)

Full-year (FY)
Plan
Forecast Variance
£m
£m
£m
29.7
30.3
(0.6)
16.8
16.8
0.0
16.8
16.8
0.0
11.5
12.3
(0.7)
20.7
26.0
(5.3)
95.6
102.2
(6.6)
95.6
0.0

0.0
95.6

95.6
Non(6.6) compliant

1.2
103.4

(1.2)
(7.8)

Step change drivers
The following have been identified internally as the key drivers for the increase in agency
spend:
•
•
•
•
•
•

Inability to recruit into all posts relating to new funding (MHIS, Spending Review,
Service Development Fund, Community growth/uplift)
New prisons contracts that came with significant vacancy rates
NHSE hosted programmes
Increased observation/acuity in wards - specialing
Reopening of an acute ward using agency to staff or backfill
Covid cover – the direction of travel for this line is either a stabilised run rate or a
decline in spend.
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Some measures have been enacted to try and mitigate this position, such as the offer of bank
gold rate in some of our hard-to-fill services. This in itself will not be sufficient to materially
sway enough people to move into taking up bank shifts. In addition the agency rates being
extended to bank rates indicated in the Julian Kelly letter will limit some of our ability to offer
these rates. There is the added problem that our staff are able to take up bank shifts that
come with inner London waiting and higher banding in other neighbouring providers.

Mitigations
The Trust will continue to apply the existing controls. All agency requests, apart from the
difficult to recruit clinical roles, will continue to require a panel approval before they can be
advertised. Except in very unique circumstance, all agency requests will be sourced from a
provider who is within the framework. Where there is a request to go over the medical cap,
this must be signed off by both the medical director and the CEO. Monthly review and
monitoring of agency spend by the finance department. Provide monthly detailed analysis of
spend to the Executive and the Board.
We have embarked on a significant programme of work to improve our recruitment and
workforce planning. We will be improving the workforce planning capability in all
Directorates and identifying core areas of pressure with a view to undertaking team level rolereviews. At a central level, we will be intensifying our focus on rolling job adverts for hardto-fill roles, engagement in career fairs, international recruitment, publicising our staff offer
and benefits, further building our graduate scheme, and further streamlining our recruitment
processes. By proactively tackling our vacancy position, we will start to reduce the demand
for temporary staff.

Recommendation
Taking all the above into consideration, we came to a conclusion that it is highly unlikely that
we will not breach the threshold by the end of the financial year. We are therefore
recommending to the Board to approve, a 20% overspend on the assigned threshold.
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Board of Directors
8 September 2022
Subject
Authors
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

11
11a&b

WRES and WDES Action Plan 2022 - 2024
Rachel Clare Evans, Director of Strategy and People
Karen Edmunds, Head of Equality and Human Rights
As above
None
To note the action plans to respond to the WRES and WDES reports that
were discussed at the July meeting, and which build on our wider work to
Build a Fairer Oxleas (BAFO).

What risks/issues in the The action plans contain various interventions to improve equity and
report need to be
inclusion in relation to race and disability, including in relation to
disciplinaries and bullying.
noted or acted upon?
Where has this report
been previously
discussed?

The update has been discussed at the People Committee, the Equality and
Human Rights Committee, the BAFO Steering Group and with Shadow
Executive and our networks.

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

No.

Link to trust strategy

Big Priority 3 – Making Oxleas a Great Place to Work

Link to Board
Assurance Framework

BAF Risk 1471 – Staff experiencing discrimination

Please summarise
implications for:
Quality
Finances

BAFO: Building a Fairer Oxleas
WRES: Workforce Race Equality Standard
WDES: Workforce Disability Equality Standard

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.
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Equality analysis

Service users/
carers/staff

Executive Summary

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.

EXECUTIVE SUMMARY
The WRES and WDES action plans, along with the work of Building a
Fairer Oxleas (BAFO) aim to tackle ongoing issues related to Black,
Asian and minority ethnic staff and disabled staff having a poorer
experience whilst working at Oxleas. Some of the actions require ongoing focus to tackle long-standing inequalities.
Oxleas has made sustained progress in terms of fairer recruitment.
Trustwide data now shows that Black, Asian and minority ethnic people
and disabled people are as likely to be appointed from shortlisting as
White and non-disabled people. However, we continue to see some
differences for posts of Band 8a and above, in some services /
professions and for some groups of staff of particular minority ethnic
groups or particular lived experience of disability.
We have been using Just Culture to reduce the number of formal
disciplinary cases, but we continue to see a greater number of Band 2
and 3 staff going through formal processes compared to other Bands.
We are improving our processes to ensure that they are as streamlined
as possible and to ensure that the best support is available for affected
staff.
Whilst year on year we have improved our data on the disability status
of staff we still do not know this for 13% of our workforce. Actions to
encourage staff (and job applicants) to declare their disability status
are being developed.
More focus on timely reasonable adjustments, supported by a central
budget, and promotion of the Health and Wellbeing passport will help
improve disabled staff’s experience.
Black, Asian and minority ethnic staff and disabled staff report higher
levels of bullying, harassment and abuse from service users, colleagues,
managers than White staff and non-disabled staff. We are looking at
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how to tackle poor behaviours in teams by supporting managers and
staff to raise concerns and to challenge these behaviours at an early
stage. We are also working with a company ‘A Kind Life’ who have
successfully worked with a large number of NHS trusts to tackle
bullying and harassment.
The draft WRES and WDES action plans have been updated with input
from key stakeholders, including Black, Asian and minority ethnic staff,
disabled staff and the BAMEx and Disability staff networks.
Action required
The Board is invited to note the developments and approve the future
reporting plans.
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Workforce Race Equality Standard (WRES) Action Plan 2022-2024 DRAFT
The WRES is an annual assessment of how NHS organisations are doing in relation to nine metrics related to improving the experience of Black, Asian and
minority ethnic NHS staff. This is the sixth action plan, based on data drawn from the NHS Staff Survey and our staff data on the Electronic Staff Record
(ESR). The aim is to make year on year improvements through targeted actions, recognising that some change will take longer than 9 to 12 months. We
have made some small improvements since last year’s report and the actions below are for the period September 2022 to March 2024. The actions align
with Oxleas Equality and Human Rights Objectives and the Equality Delivery System 2 (EDS2) outcomes.
Oxleas’ Equality
Objective + EDS3
Outcome

WRES Indicator

Ethnicity Pay Gap report: identity
themes and actions based on data

Making Oxleas a
great place to work
EDS3 (DRAFT)
3C: Board members
and system leaders
(Band 9 and VSM)
ensure levers are in
place to manage
performance and
monitor progress
with staff and
patients

Actions

1.
Percentage of staff in
each of the AfC
bands and VSM
(including Executive
Board members)
compared to the rest
of the workforce

Continue progress against Model
Employer Aspirational Goals (increase
in representation of Black, Asian and
minority ethnic staff at Bands 6 and
above)

Identify services / Directorates where
there is significant underrepresentation of Black, Asian and
minority ethnic staff to raise
awareness and provide targeted
support

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Lead

Measurement (KPI)

Target date

Head of Equality
and Human Rights

Report to Workforce
Committee + identified
actions

November 2022

Director of Strategy
and People

Percentage of Black,
Asian and minority
ethnic staff at Bands 6
and above, as at 31st
March each year (ESR)

On-going

Head of Equality
and Human Rights / Data on ethnicity of
Inclusion Manager Band 6 and above by
Directorate and Service
/ HR Business
Partners

January 2023
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Oxleas’ Equality
Objective + EDS3
Outcome

Making Oxleas a great
place to work
EDS3 (DRAFT)
2B: When at work, staff
are free from abuse,
harassment, bullying
and violence from any
source

WRES Indicator

2.
Relative likelihood
of White applicants
being appointed
from shortlisting
compared to
Black, Asian and
minority ethnic
applicants

3.
Relative likelihood
of Black, Asian
and minority
ethnic staff
entering the
formal disciplinary
process compared
to White staff

Actions
Band 8a and above posts:
Analysis of data by individual ethnic
groups at each stage of the recruitment
(panel, shortlisting, appointment,
service) to identify any evidence of
inequalities.
Inclusive recruitment:
JDs designed for diversity, linked to our
values and values-based interview
templates

Head of Equality and
Human Rights +
Inclusion Manager
(Workforce)

Head of OD and
Engagement +
Recruitment team

Measurement (KPI)

Target date

Report to People
Committee

January 2023

Interview templates,
model JDs, clear
guidance

January 2023

Embedding use of Just Culture across
all Directorates through:
- refresher webinars
- targeted support from HR Business
Partners and Advisers
- regular item on SMTs
- share learning from Just Culture

Head of Employee
Relations + HR
Business Partners
and Advisers

Number of Just
Culture panels held
vs Disciplinary cases

On-going

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 and scripts
- development support for HCAs

Head of OD and
Engagement

Reduction in
disciplinary cases

From September
2022

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Lead
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Oxleas’ Equality
Objective + EDS3
(DRAFT) Outcome

WRES Indicator
4. Relative likelihood of
White staff accessing
non-mandatory
training and CPD
compared to Black,
Asian and minority
ethnic staff

Making Oxleas a great
place to work
EDS3 (DRAFT)
2B: When at work, staff
are free from abuse,
harassment, bullying
and violence from any
source

and
7. Percentage of Black,
Asian and minority
ethnic staff believing
that their trust
provides equal
opportunities
for career progression
or promotion
5. Percentage of Black,
Asian and minority
ethnic staff
experiencing
harassment,
bullying and abuse from
patients, relatives or the
public in the last 12
months

Actions

Expanded coaching
opportunities (Linked to wider
talent management work)

On-going programme of
leadership development for
Band 6 and Band 7 staff

Lead

Measurement (KPI)

Head of OD and
Engagement

50% of coaching places to
be for Black, Asian and
minority ethnic staff

Head of OD and
Engagement

October 2022

NHS Staff Survey 2022
results show significant
improvement

March 2023

Patient compact / agreement
related to behaviours

Head of OD and
Engagement /
Director of
Therapies

NHS Staff Survey results
show year on year
improvement

Start September
2022
Finalise by early
2023

Encouraging staff to speak up –
promotion of the Guardian
Service, greater visibility of
outcomes, encouraging
reporting of incidents on Datix

Head of Employee
Relations, HR team
Guardian Service +
team managers

NHS Staff Survey results
show year on year
improvement

On-going

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Target date
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Oxleas’ Equality
Objective + EDS3
(DRAFT) Outcome

WRES Indicator

Making Oxleas a great
place to work
EDS3 (TBC)
2B: When at work, staff
are free from abuse,
harassment, bullying
and physical violence
from any source
2C: Staff have access to
independent support
and advice when
suffering from stress,
abuse, bullying
harassment and
physical violence from
any source
3A: Board members,
system leaders (Band 9
and VSM) and those
with line management
responsibilities
routinely demonstrate
their understanding of,
and commitment to,
equality and health
inequalities.

6. Percentage of Black,
Asian and minority
ethnic staff
experiencing
harassment, bullying
and abuse from
staff in the last 12
months

8. In the last 12 months
have you personally
experienced
discrimination at
work from – a
manager / team
leader or
other colleagues

Actions

Bitesize sessions on dealing
with microaggressions and
gaslighting and not being a
bystander

On-going promotion of the
Guardian Service using
innovative ways to reach
HCAs and other Band 2 and 3
staff

BAFO Accredited teams to
support regular team
discussions on race, equalities
and inclusion and use of team
bios / profiles to support
mutual understanding

Lead
Head of Equality and
Human Rights +
Head of OD and
Engagement

Head of Employee
Relations + HR BPs
and HRAs + Team
managers

Head of Equality and
Human Rights +
Service Directors and
SMTs

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Measurement (KPI)

Target date

Attendance numbers +
feedback

From October 2022

Improvement in WRES 6
data (NHS Staff Survey)

March 2024

100 BAFO accredited teams
by December 2023
Improvement in WRES 8
score (NHS Staff Survey)

On-going
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Oxleas’ Equality
Objective + EDS3
(DRAFT) Outcome
Making Oxleas a great
place to work
EDS3 (DRAFT)
3B: Board/Committee
papers (including
minutes) identify
equality and health
inequalities related
impacts and risks and
how they will be
mitigated and managed

WRES Indicator

9. Percentage
difference
between
the organisation’s
board voting
membership and
its overall workforce

Making Oxleas a great
place to work
EDS3 (TBC)
2D: Staff recommend
the organisation as a
place to work and
receive treatment

n/a

Actions
Proactively encourage a
diverse field for all Executive
Director and Non-Executive
Director recruitments,
through the design of job
descriptions and the overall
approach to the recruitment
Continue year on year
progress against Model
Employer Aspirational Goals

Lead

Director of Strategy
and People, Chair and
Chief Executive

Director of Strategy
and People and
Chief Executive

Target date

Any future Board vacancies
to use the Diversity by
Design approach to
recruitment

Ongoing

Aspirational goal to
increase in percentage of
Black, Asian and minority
ethnic members of the
Board from 40% to 45%

March 2024

Support for Staff Network
Executives, including
development and
communications

Head of Equality and
Human Rights + Exec
Champions +
Communications

All Networks have an Exec
team and an Exec
Champion and network
pages updated regularly

on-going

Celebrations of diversity –
Black History Month
(October), Gypsy, Romany and
Traveller History Month
(June), and South East Asian
History Month (July)

Head of Equality and
Human Rights +
Inclusion Manager +
Communications team

NHS Staff Survey results

On-going

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Measurement (KPI)
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Workforce Disability Equality Standard (WDES) Action Plan 2022-2024 DRAFT
The WDES is an annual assessment of how NHS organisations are doing in relation to ten metrics related to improving the experience of NHS staff with
disabilities or long-term health conditions. The first report was in 2019, based on 2018-19 data drawn from the NHS Staff Survey and our staff data on the
Electronic Staff Record (ESR). The aim is to make year on year improvements through targeted actions, recognising that some change will take longer than
9 to 12 months. We have made some small improvements since last year’s report and the actions below are divided into short term, medium term and
longer term. The actions align with Oxleas Equality and Human Rights Objectives and the Equality Delivery System 2 (EDS2) outcomes.
Oxleas’ Equality
Objective + EDS3
Outcome
Making Oxleas a
great place to
work

WDES Indicator

Actions

1. Percentage of staff in
each of the AfC bands
and VSM (including
executive
board members)
compared to the rest of
the workforce

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)
Promote flexible working options (as
these roles may be more attractive to
some candidates due to disability or
caring responsibilities)
Promotion of the Disability Confident
Scheme, including clearer
understanding of Guaranteed interview
scheme in practice and the range of
reasonable adjustments for candidates.

2. Relative likelihood
of non-disabled
applicants being
appointed from shortlisting compared to
Disabled applicants

Disability Network info on public
website

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Lead
Head of Equality
and Human
Rights + Inclusion
Manager +
Service Managers
Service mangers +
recruiting
managers +
Recruitment team
Head of Equality
and Human
Rights + Inclusion
Manager +
Recruitment team

Measurement (KPI)
and milestones
We know the
disability status of
90% of staff by
March 2023
Equal likelihood of
applicants with a
disability, including
neurodiversity and
mental health, being
appointed vs nondisabled applicants is
sustained and across
all services (Trac)

Target date

March 2023

March 2023

Sept 2022 to
March 2023
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Oxleas’ Equality
Objective + EDS3
Outcome

WDES Indicator

Making Oxleas a great
place to work
EDS3 (DRAFT)
3C: Board members
and system leaders
(Band 9 and VSM)
ensure levers are in
place to manage
performance and
monitor progress with
staff and patients

Making Oxleas a great
place to work
EDS3 (DRAFT)
2B: When at work,
staff are free from
abuse, harassment,
bullying and physical
violence from any
source

3. Relative likelihood of
disabled staff entering
the formal Capability
process (on grounds of
performance) compared
to non-disabled staff

4. (a) Percentage of
disabled staff compared
to non-disabled staff
experiencing harassment,
bullying and abuse in the
last 12 months from:
(i) patients, relatives or
the public
(ii) Managers
(iii) Other colleagues

Actions

Lead

Measurement (KPI)

Target date

Support managers to have
honest conversations with staff
about their performance as a
part of 1:1s and to develop
improvement plans

Head of Employee
Relations + HRBPs
and HRAs

Number of capability
cases

On-going

Promotion of the Mindful
Employer Charter 10 Steps
Toolkit to managers and staff

Head of Equality
and Human Rights /
Inclusion Manager
+ Wellbeing
Champions
Head of Equality
and Human Rights
+
Head of OD and
Engagement

Feedback from Mental
Health Staff Network
and staff

March 2023

Bitesize sessions on dealing
with microaggressions and
gaslighting and on how not to
be a bystander

On-going promotion of the
Guardian Service using
innovative ways to reach HCAs
and other Band 2 and 3 staff

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Head of Employee
Relations + Team
managers

Improvement in WDES
4 results (NHS Staff
Survey)

Improvement in WDES
4 results (NHS Staff
Survey)

On-going

March 2023
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Oxleas’ Equality
Objective + EDS2
Outcome
Making Oxleas a
great place to
work
EDS3 (DRAFT)
2B: When at
work, staff are
free from abuse,
harassment,
bullying and
physical violence
from any source

WDES Indicator

4. (b) Percentage of disabled
staff compared to non-disabled
staff saying they reported
their last experience of
harassment, bullying and abuse
at work

5. Percentage of disabled
staff compared to non-disabled
staff believing that their trust
provides equal opportunities
for career progression or
promotion

Actions

Lead

Encouraging staff to speak up –
promotion of the Guardian Service,
greater visibility of outcomes,
encouraging reporting of incidents
on Datix

AD of People,
Head of
Employee
Relations
Guardian Service
+ team managers

Including disability related
microaggressions in trust wide
conversation about what constitutes
microaggressions and why it’s
important to challenge them.

Head of Equality
and Human
Rights / Inclusion
Manager
(Workforce)

20% of coaching places and people
being trained as coaches to be
disabled staff (including staff with
lived experience of mental health)
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

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Measurement
(KPI)

NHS Staff Survey
results show year
on year
improvement

Target date

On-going

On-going

Head of OD and
Engagement

Disability status
data + Data on
cohort

Head of Equality
and Human
Rights / Inclusion
Manager

NHS Staff Survey
results

October 2022

January 2023

100

Oxleas’ Equality
Objective + EDS2
Outcome
Making Oxleas a
great place to work
EDS3 (DRAFT)
2A: When at work,
staff are provided
with support to
manage obesity,
diabetes, asthma,
COPD and mental
health conditions

WDES Indicator

Actions

Lead

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

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.

Head of
Employee
Relations + HR
Business Partners
/ Advisers

7. Percentage of Disabled staff
compared to non-disabled
staff saying that they are
satisfied with the extent to
which their organisation
values their work.

Promotion of opportunities
for staff to get involved in the
staff networks for Disability
and Mental health and the
neurodiversity sub-group and
to have their voice heard

EDS3 (DRAFT)
2D: Staff recommend
the organisation as a 8. Percentage of disabled staff
place to work and
saying their employer has
receive treatment
made adequate adjustment(s)
to enable them to carry out
their work

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.

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Measurement (KPI)

Target date

HealthRoster data
OH data on reasonable
adjustments

April 2023
and on-going

Data on Central budget
spend

Inclusion
Manager
(Workforce)
+
HR Business
Partners / HRAs
Head of Equality
and Human
Rights / Inclusion
Manager
with HR Business
Partners and HR
Advisers.

5% Improvement in
percentage from 44.2%
in 2021 (NHS Staff
Survey results)

April 2023

NHS Staff Survey – 5%
increase in percentage
of disabled staff saying
adequate adjustments
have been made

April 2023
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Oxleas’ Equality
Objective + EDS3
Outcome
Making Oxleas a
great place to
work
EDS3 (DRAFT)
2D: Staff
recommend the
organisation as a
place to work and
receive treatment
3A: Board
members, system
leaders (Band 9
and VSM) and
those with line
management
responsibilities
routinely
demonstrate their
understanding of,
and commitment
to, equality and
health inequalities

WDES Indicator

9. (a) The Staff
engagement score for
disabled staff compared
to non-disabled staff and
the overall engagement
score for
the organisation
9. (b) Has your Trust
taken action to facilitate
the voices of Disabled
staff in your organisation
to be heard
10. Percentage difference
between the
organisation’s board
voting membership and
its overall workforce
(percentage of disabled
staff)

Actions

Lead

Measurement (KPI)

Target date

Continue to support the Disability
Network, Neurodiversity subgroup and Mental Health Staff
Network, to be a voice for staff at
Oxleas and to support on-going
improvement in engagement

Head of Equality
and Human Rights
+
Exec Champions +
Network Chairs

Year on year
Improvement in
Engagement score in
NHS Staff Survey

March 2023 and
March 2024

Director of Strategy
and People / Head
of Equality and
Human Rights

representation of
Disabled staff on key
groups

Ensure Disabled staff are involved
in the BAFO Steering Group,
Shadow Executive and other key
groups
Proactively encourage a diverse
field for all Executive Director and
Non-Executive Director
recruitments, through the design
of job descriptions and overall
approach to the recruitment
Ask all Board members to declare
their disability status (no person
identifiable information to be
shared or published without
consent)

For further information please contact Building a Fairer Oxleas – oxl-tr.bafo@nhs.net
June 2022

Director of Strategy
and People, Chair
and Chief Executive

Any future Board
vacancies to use the
Diversity by Design
approach to
recruitment

Trust Secretary

Complete disability data
for the Board

On-going

On-going

March 2023
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

12
12

Risk Management Annual Report 2021/22
Susan Owen, Head of Risk and Governance
Ify Okocha, Chief Executive
Subject to FOI

What is the purpose of For the Board of Directors to note
bringing this report to
the board?
What risks/issues in the The purpose of this report is to provide assurance that:
• the trust is actively managing risk at all levels of the organisation.
report need to be
• the board has sufficient focus on the risks that may compromise the
noted or acted upon?
achievement of our strategic objectives or introduce uncertainty.

Whilst the number of risks across the board assurance framework and board
sub-committees remained relatively stable throughout 2021/22, the fact that
new risks were opened, and others were closed or tolerated, shows that risks
were refreshed throughout the year through the usual governance processes. In
quarter 3, there was a particular focus on re-aligning directorate risks to the
service line structure.

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 decision to tolerate or close will be informed by the impact on patient and
staff safety, availability of resources and the impact on the trust’s reputation.
We accept that some risks cannot be fully eliminated, and some elements of
residual risk will remain, even after all mitigations have been implemented.
This report was previously discussed at the Executive Team on 12 July 2022 and
the Audit and Risk Assurance Committee on 19 July 2022.

n/a

BAF – Board Assurance Framework
CIP – Cost Improvement Programmes
SEL ICS – South-east London Integrated Care System

Link to trust strategy

The risks described in the report relate to all priorities and all building blocks in
the trust strategy.

Link to Board
Assurance Framework

The report includes an overview of all Board Assurance Framework risks and
changes in the BAF risk profile over the year 2021/22.
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Please summarise
implications in the
report for:
Quality

The report includes descriptions of risks to quality, safety and effectiveness of
services, including changes and improvements made.
The report includes descriptions of risks relating to financial sustainability and
financial challenges.
The report includes descriptions of risks relating to workforce initiatives, including
Building a Fairer Oxleas.
The report includes descriptions of risks relating to patient experience and
outcomes, and staff well-being and morale.

Finances
Equality analysis
Service users/
carers/staff
Executive
Summary

EXECUTIVE SUMMARY (High-level / strategic summary)
Key Highlights, Issues and Exceptions
The report provides an overview of risk management activity for the year 2021/22
•

Between April 2021 and March 2022, the number of risks on the Board Assurance
Framework decreased from 17 to 16 (section 1.1).

•

As of 31 March 2021, there were three significant risks on the Board Assurance
Framework. These relate to financial challenges and wait times in community
services (section 1.2).

•

Seven risks were escalated to the Board Assurance Framework and seven risks
were de-escalated (sections 1.3 and 1.4).

•

The number of risks across board committee risks registers increased from 44 to
48. During the year, board committees opened 28 new risks, closed 16 risks and
tolerated six risks. Whilst the number of risks remained stable, the fact that new
risks were opened, and others were closed or tolerated, shows that risks were
refreshed throughout the year (section 2).

•

The number of risks across service directorate risk registers decreased from 152 to
95. Between April and September 2021, when the directorates were in the
borough structure, there was little change to the risk profile. In quarter 3, the risk
registers were re-aligned to the new service line structure, and duplications were
removed. This accounts for the reduction in risks at year end (section 3).

•

The Audit and Risk Assurance Committee received thematic risk reports and risk
register reports from board sub-committees on a rotational basis (section 4).

Additional information/analysis
Details of all risks are maintained on Datix. Further information is available on request
from the Head of Risk and Governance.
Action required
The Board of Directors are asked to note.
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Introduction
This report provides an overview of risk management activity for the year 2021/22, covering the
following:
➢ The trust risk profile at the start, mid-point and end of year.
➢ Commentary on changes or improvements as a result of risks.
➢ Risk management processes.

1

Board Assurance Framework

The purpose of the Board Assurance Framework (BAF) is to describe the key organisational risks
which could have a long term or significant impact on the trust if they materialised; and to provide
the Board of Directors with assurances they are being effectively controlled. The BAF is a standing
item at every meeting of the Audit and Risk Assurance Committee and is reported to the Board of
Directors at the meeting immediately following each committee.
A month-by-month trend analysis of all risks included on the BAF in year is given as Appendix A, and
an overview of the longevity of BAF risks is given at Appendix B.

1.1

Board Assurance Framework as at start, mid-point and year end

The number of risks on the Board Assurance Framework decreased from 17 at the start of the year
to 16 as of 31 March 2022. The proportions of significant risks decreased from 24% to 19% by year
end.
Risk level
Low
Moderate
High
Significant
Total
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April 2021
No
% of total
0
0%
4
24%
9
53%
4
24%
17

No
0
3
10
2

Sept 2021
% of total
0%
20%
67%
13%
15

March 2022
No
% of total
1
6%
2
13%
10
63%
3
19%
16
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1.2

Board Assurance Framework risks rated significant at year end

As of 31 March 2022, there were three significant risks on the Board Assurance Framework.
Description

Controls in place 2021/22

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

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

Risk Level
(C x L)
SIG (16)
(4 x 4)

CIPs will be a rolling item for all the directorates monthly finance
meetings. Directorates will be invited to the monthly Financial
Sustainability Group to be monitored and held to account for CIP
development and delivery
Any new bids or contracts will aim to include a 13% contribution to
existing overheads. In September 2021, the trust was successful in
the Kent and Medway Prisons bids (Lot 1 and Lot 2); increasing the
trust turnover by circa £21.4m/annum over 7 years. Due to the
successful bid, the Forensics and Prisons directorate are reviewing the
required corporate input to service the enlarged directorate. This is
being considered as pat of the contract mobilisation process.

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

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.
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Service line reporting will be introduced so that service lines are
aware of their contribution and linked with benchmarking data will
highlight areas of work on the cost base.
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.
A 5-year capital programme is being developed to ensure the ICS are
aware of our capital needs over this period.
The Trust is engaged in discussions with partners in the ICS to ensure
a fair process for the allocation of capital
Asset surveys are underway or planned for all major building
components across our estate.
6 monthly monitoring is undertaken of all sites to ensure standards
are maintained
Planned and preventative maintenance programme in place across
the trust
Plans to rationalize the estate portfolio to enable more targeted
expenditure
Ligature audits are undertaken annually and both capital and
operational management plans developed
A move to a laptop estate and the introduction of IT personas for all
staff to ensure a targeted provision of spend on the right equipment
for all staff
The Estates, IT and Finance teams are represented at all SEL ICS
meetings relating to capital expenditure.
Good relationships are in place with SEL ICS.
Cash reserves are available within the Trust to fund projects and there
is no requirement at present for central funding.

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)
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1.3

Risks escalated to the Board Assurance Framework 2021/22

Seven risks were escalated to the Board Assurance Framework in 2021/22, of which five remained
on the BAF as of 31 March 2022. The details of the two significant risks are provided in section 1.2.
Description

Date
escalated

Initial
rating

Rating
31/03/21

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

July 2021

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Aug 2021

HIGH (12)
(4 x 3)

CLOSED

This could mean that despite the Trust meeting its full year
allocated plan, it may have to adjust its spending profile in light of
other SEL NHS organisations’ financial performance (this applies
to both annual capital and revenue).
1997: The programme of works to ensure ligature points are
minimised in all ward environments may be delayed due to the
availability of capital under the ICS capital management regime.
This would create an unacceptable risk to patient safety
1994: Oxleas could be subjected to a cyber-attack resulting in
Trust information (staff, patient, corporate etc.) falling into the
hands of cyber criminals. The risk to the organisation falls into
four broad categories which are covered by individual risks in our
Trust risk register
1995: The Trust may be unable to meet the NHS target of zero
carbon emissions by 2032 due to
•Lack of capital available for investment.
•Lack of resources to take projects forward
•Lack of commitment from all Trust directorates to reduce carbon
emissions within their sphere of influence
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.
2012: As new legislation is introduced to create the Integrated
Care System approach to developing health services, there is a
risk that the trust will not have the capacity to respond to and
influence the developments, resulting in a negative impact on
trust stability and service provision.
2025: From 1 April 2022, it will be a legal requirement for health
and social care to have had two doses of the Covid-19 vaccine.
There is a risk that the trust will experience staff shortages and
disruption to service delivery if significant numbers of staff choose
not to have the vaccine, which will result in their employment
being terminated. There is also a risk that there will be an impact
on staff trust in the organisation.
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Remains on
BAF at
31/03/21
Yes

No
See section 1.4

Aug 2021

HIGH (10)
(5 x 2)

HIGH (10)
(5 x 2)

Yes

Aug 2021

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Yes

Oct 2021

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

Yes

Oct 2021

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Yes

Jan

SIG (16)
(4 x 4)

CLOSED

No
See section 1.4
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1.4

Risks de-escalated from the Board Assurance Framework 2021/22

Seven risks were de-escalated from the BAF in 2021/22. Two were tolerated and five were closed.
Description
1915: There is a risk that we are unable to
deliver the service and meet safeguarding
requirements due to current level of staffing
available for work and the inability to recruit or
use agency. In addition, there is increased
demand from MASH to support safeguarding
work
1926: There is a risk that reduced staffing
levels arising from increased sickness due to
Covid-19, self-isolation, protections for
vulnerable staff and new demands (eg
vaccination) mean that we are unable to
maintain the continuity of essential services

1565: There is a risk that if other organisations
in the ICS fail to meet their financial
improvement trajectories (FIT) that the Trust
may be asked to contribute further CIP. This
risk will be reviewed post COVID-19 funding
arrangements
1877: The finance risk has been split over time
periods of initial outbreak, recovery period and
long term. Phases 1, 2 and 3 have been fully
mitigated.
Phase 4: Long term risks that due to the cost
to the economy of dealing with the Covid-19
outbreak that the NHS settlement for 2021/22
onwards will require renegotiation and the
settlement may not be as favourable to mental
health and community services. The phase 4
guidance covering 2021/22 planning has not
been issued as yet and therefore the impact
and likelihood of this risk remains unknown. It
is expected that Covid-19 will still require some
form of non-recurrent funding in 2021/22 as
an effective vaccination will not be available
before the start of the next financial year.
1939: The complexity of the ligature risk
assessment tool makes it difficult to translate
into clear messages to staff, so there is a lack
of consistency and standardised approach to
completing the risk assessments. This means
that there may be a lack of understanding on
the residual risks that remain and the
mitigating actions that need to be taken by the
ward staff.
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Rating April
2021
(C x L)
SIG (16)
(4 x 4)

Date
deescalated
April 2021

Risk rating at
de-escalation
(C x L)
CLOSED

The People Committee
reduced the risk from
significant (16) to moderate
(8) in May 2021 as the
immediate threat of Covid
absences had diminished,
due to the successful
vaccination rollout.
Replaced with risk ID 1984

HIGH (12)
(4 x 3)

May 2021

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

July 2021

CLOSED

Replaced with risk ID 1985 on
the delivery of the financial
plan 2022/23. This risk was
not escalated to the Board
Assurance Framework.

MOD (9)
(3 x 3)

July 2021

CLOSED

The Patient Safety Group
agreed that risk can be
reduced to a low risk for
adult mental health services
and older persons mental
health services, as mitigations
are in place and the trust
received a positive report
from the CQC. Whilst the risk
has been reduced, the
ligature work is still being
taken forward by the mental
health patient safety
workstream.

HIGH (12)
(4 x 3)

Sep 2021

LOW (4)
(4 x 1)

Reason for de-escalation
Closed at CYP Quality Board service has now transferred
and operational issues are no
longer a risk to the trust.

Tolerated

Tolerated
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Description
1997: The programme of works to ensure
ligature points are minimised in all ward
environments may be delayed due to the
availability of capital under the ICS capital
management regime. This would create an
unacceptable risk to patient safety
2025: From 1 April 2022, it will be a legal
requirement for health and social care to have
had two doses of the Covid-19 vaccine. There
is a risk that the trust will experience staff
shortages and disruption to service delivery if
significant numbers of staff choose not to have
the vaccine, which will result in their
employment being terminated. There is also a
risk that there will be an impact on staff trust
in the organisation.
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Reason for de-escalation
Replaced with risk ID 2006 ICS capital regime

Given the Government’s
change of policy on
mandatory vaccination for
NHS staff, this risk has been
closed.

Rating April
2021
(C x L)
HIGH (12)
(4 x 3)

Date
deescalated
Oct 2021

Risk rating at
de-escalation
(C x L)
CLOSED

SIG (16)
(4 x 4)

Mar 2022

CLOSED
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2

Board committee risks

Each board committee is responsible for maintaining their risk register, including risks belonging to
sub-groups and work streams. The sub-committees are:
➢
➢
➢
➢
➢
➢
➢

Business Committee
Health and Safety Oversight Committee
Infrastructure Committee
Partnership Committee
People Committee
Performance and Quality Assurance Committee (PQAC)
Quality Improvement and Innovation Committee (QII)

The Audit and Risk Assurance Committee does not directly own any risks as its remit is to receive
assurance from the other committees that risks are being effectively managed. This is achieved
through thematic analysis of risks and rotational reporting from the other six committees.

2.1

Board committee risk profile at start, mid-point and year end

Whilst the number of risks remained relatively stable, there was an increase in the proportion of
high and significant risks.
As described in sections 2.3, 2.4 and 2.5, a number of new risks were opened in year, and others
were closed or tolerated, so risk registers were refreshed throughout the year. Committees have
maintained their good practice in closing or tolerating low risks, as recommended in an internal
audit in 2019/20.
Risk level
Low
Moderate
High
Significant
Total

No
No
2
23
15
4

% of total
5%
52%
34%
9%

No
6
30
14
2

44

% of total
% of total
12%
58%
27%
4%
52

No
No
7
19
18
4

% of total
15%
40%
38%
8%
48

Longevity of Board Committee risks as of 31 March 2022
No of risks as at
31/03/2022
6

Mean average in
months
15 months

Median average
in months
11 months

Health and Safety Oversight

5

15 months

12 months

Infrastructure Committee

13

8 months

7 months

Partnership Committee

1

5 months

5 months

People Committee

3

42 months

14 months

Performance and Quality Assurance

19

15 months

16 months

Quality Improvement and Innovation

1

46 months

46 months

Total

48

15 months

11 months

Committee
Business Committee
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April 2021– board committee risk profile
Committee

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Business

0

0%

2

9%

2

13%

2

50%

6

Health and Safety

0

0%

0

0%

0

0%

0

0%

0

Infrastructure

1

50%

9

39%

1

7%

0

0%

11

Partnership

0

0%

0

0%

0

0%

0

0%

0

People

0

0%

2

9%

4

27%

1

25%

7

PQAC

0

0%

10

43%

8

53%

1

25%

19

QII

1

50%

0

0%

0

0%

0

0%

1

Totals

2

5%

23

52%

15

34%

4

9%

44

September 2021 - board committee risk profile
Committee

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Business

1

17%

3

10%

1

7%

1

50%

6

Health and Safety

0

0%

3

10%

1

7%

0

0%

4

Infrastructure

1

17%

15

50%

3

21%

0

0%

19

Partnership

0

0%

0

0%

0

0%

0

0%

0

People

0

0%

0

0%

3

21%

0

0%

3

PQAC

3

50%

9

30%

6

43%

1

50%

19

QII

1

17%

0

0%

0

0%

0

0%

1

Totals

6

12%

30

58%

14

27%

2

4%

52

March 2022 - board committee risk profile
Committee

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

Business

3

43%

1

5%

1

6%

1

25%

6

Health and Safety

0

0%

3

16%

2

11%

0

0%

5

Infrastructure

0

0%

8

42%

5

28%

0

0%

13

Partnership

0

0%

0

0%

1

6%

0

0%

1

People

0

0%

0

0%

3

17%

0

0%

3

PQAC

3

43%

7

37%

6

33%

3

75%

19

QII

1

14%

0

0%

0

0%

0

0%

1

Totals

7

15%

19

40%

18

38%

4

8%

48
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2.2

Board committee risks rated significant at year end

Three of the board committee risks rated significant at year end were Board Assurance Framework
risks; these are covered in section 1.4.
The one significant risk at year end which was not escalated to the Board Assurance Framework
related to resuscitation equipment. This is held by the Patient Safety Group so falls under the remit
of the Performance and Quality Assurance Committee. The risk was increased from a moderate to
significant risk in December 2021 due to concerns about the audit results on some wards and
remained at this level as of 31 March 2022. By May 2022 there was sufficient assurance from the reaudits that the necessary improvements had been made, so the risk was reduced to moderate.
Continued improvements are anticipated which could reduce the risk further.

2.3

Board committee risks opened 2021/22

Board committees opened 28 new risks during 2021/22. Of these, six risks were closed, and three
risks were tolerated in year. The ratings in the table reflect the current risk rating as the date of
this report.
Committee

Low

Mod

High

Sig

Total

1
1
6
0
0
3

1
1
5
1
0
2

1
0
0
0
1
1

4

Performance and Quality Assurance Committee

1
0
0
0
0
3

Quality Improvement and Innovation Committee

0

0

0

0

0

Total

4

11

10

3

28

Business Committee
Health and Safety Oversight Committee
Infrastructure Committee
Partnership Committee
People Committee

2.4

2
11
1
1
9

Board committee risks closed 2021/22

Risks are closed when there is sufficient assurance that the risk has been eliminated, or it is agreed
that the risk will not materialise due to a change in circumstances. Risks can also be closed for
administrative purposes, for example, they have been merged with an existing risk.
In 2021/22 board committees closed 16 risks; the data below reflects the risk rating at the point the
risk was closed.
Committee

Low

Mod

High

Sig

Total

Business Committee

0

2

0

0

2

Health and Safety Oversight Committee

0

0

0

0

0

Infrastructure Committee

3

4

0

0

7

Partnership Committee

0

0

0

0

0

People Committee

0

0

0

1

1

Performance and Quality Assurance Committee

2

3

1

0

6

Quality Improvement and Innovation Committee

0

0

0

0

0

Total

5

9

1

1

16
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2.4.1 Improvements to note from closed board committee risks
Most of the risks were closed because of a change in circumstances which meant that the risk was
no longer relevant, but an example of improvements made as a result of raising a risk is given below.
Risk description

Rating
prior to
closure

Performance and Quality Assurance Committee
1344: The RiO form for capturing details of
MOD (9)
children in the adult client’s network is not
(3 x 3)
being consistently completed. This means
that the identification of safeguarding
concerns for children may be missed
appropriate action may be delayed or not
taken

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

2.5

MOD (9)
(3 x 3)

Comments

The Safeguarding Committee agreed that this risk is closed
that this risk is closed, as from a corporate perspective,
robust controls are in place, including:
• Safeguarding Record Keeping Guidance with
screenshots is on the Ox.
• Outreach sessions for adult mental health talking
through the expectations and providing physical copies
of screenshots showing how to complete the form
• An Ifox report within the Clinician Task List, showing
compliance levels by directorate, borough, team and
individuals for senior managers and clinicians
• Adaptation to the Datix form - there is now a
mandatory section asking if the Children in Adult
network form has been completed for any
safeguarding incidents (this is serving as another
prompt).
The Safeguarding Committee agreed that this risk is closed
as comprehensive mitigations are in place. The Quality
Impact Assessment has been reviewed and the risk of nonaccidental injury (NAI) has been downgraded. There will be
an overall Multi Agency Safeguarding Hub (MASH) health
review; however, the timescales are yet to be agreed. The
Safeguarding Team continues to monitor MASH very closely
now and have regular meetings with management. The
school nursing specification for safeguarding has been
strengthened since the risk was opened.

Board committee risks tolerated in 2021/22 (managed risks)

Risks are tolerated when all reasonable controls have been put into place and the risk has been
reduced to an acceptable level. If the new intelligence is received which suggests that performance
is declining, the committee should consider re-opening the risk until further controls and assurances
are in place.
In 2021/22, board committees tolerated six risks; the data below reflects the risk rating at the point
the risk was tolerated.
Committee

Low

Mod

High

Sig

Total

Business Committee

0

0

0

0

0

Health and Safety Oversight Committee

0

0

0

0

0

Infrastructure Committee

1

2

0

0

3

Partnership Committee

0

0

0

0

0

People Committee

0

1

0

0

1

Performance and Quality Assurance Committee

1

1

0

0

2

Quality Improvement and Innovation Committee

0

0

0

0

0

Total

2

4

0

0

6
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3

Service directorate risk registers

Each service directorate is responsible for maintaining their own risk register. The governance
arrangements for reviewing risks are decided locally. Risks are reviewed through local quality
governance structures, and senior management teams. An overview is also reported through the
quarterly Operational Review meetings.

3.1

Service directorate risk profile at start, mid-point and year end

Between April and September 2021, when the directorates were in the borough structure, there was
little change to the risk profile. In quarter 3, the risk registers were re-aligned to the new service
line structure, and duplications were removed. This accounts for the reduction in risks at year end.
Risk level
Low
Moderate
High
Significant
Total
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No
9
90
34
19

April 2021
% of total
6%
59%
22%
13%
152

No
11
88
36
13

Sept 2021
% of total
7%
59%
24%
9%
148

March 2022
No
% of total
7
7%
57
60%
23
24%
8
8%
95
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April 2021 - service directorate risk profile
Directorate

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

9%

44

0%

29

17%

24

11%

9

18%

11

17%

5
0
4
1
2
7

11%

54%

10
7
5
0
6
6

23%

9%

25
22
15
6
3
19

57%

F&P

4
0
0
2
0
3

20%

35

Totals

9

6%

90

59%

34

22%

19

13%

152

Bexley
Bromley
Greenwich
ALD
CYP

0%
0%
22%
0%

76%
63%
67%
27%

24%
21%
0%
55%

September 2021 - service directorate risk profile
Directorate

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

27%

42

8%

29

0%

20

0%

6

0%

7

25%

6
1
0
0
0
6

46%

26%

10
8
3
1
5
9

28%

55%

23
20
17
3
2
23

26%

F&P

3
0
0
2
0
6

46%

44

Totals

11

7%

88

59%

36

24%

13

9%

148

Bexley
Bromley
Greenwich
ALD
CYP

0%
0%
18%
0%

23%
19%
3%
2%

22%
8%
3%
14%

March 2022 - service directorate risk profile
Directorate

Low

Moderate

High

Significant

Total

No

%

No

%

No

%

No

%

0%

10

0%

20

50%

19

0%

7

38%

8

30%

1
0
4
0
3
0

13%

33%

0
4
5
3
4
7

0%

71%

9
16
10
2
1
19

16%

F&P

0
0
0
2
0
5

0%

31

Totals

7

7%

57

60%

23

24%

8

8%

95

Acute / Crisis
Mental Com
Physical Com
ALD
CYP
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0%
0%
29%
0%

28%
18%
4%
2%

17%
22%
13%
17%

119

3.2

Service directorate risks rated as significant as at 31 March 2022

The eight risks rated as significant as at 31 March 2021 are summarised below. Risk numbers 2015
and 2040 have reduced since 31 March 2022. The other six risks remain at the rating of significant.
Risk description
Acute and Crisis Mental Health Services
2022: There is a risk to the financial sustainability of the division and to the trust if overspends continue
at the current rate in the following areas:
• private adult (male and female) and male PICU Beds
• cost of temporary staffing associated with sickness absence
• cost of staffing associated with increased observations
• underperforming income generation model
Adult Community Physical Health Services
1569: CIP targets were put on hold during 20/21 but will be applicable in 22/23 There is a risk that the
Directorate will not achieve allocated CIP targets due to reduced opportunities for savings schemes in
the ACPH directorate, therefore this may cause a financial pressure for the trust. Previous plans will be
reviewed in light of service changes in 20/21 eg in-patient bed restructuring. We will seek to identify
additional CREs via procurement savings and income generation
1575: There is a risk that pressure on the District Nursing Service will impact upon quality of care and
staff morale.
1957: The waiting times for some services across physical health have increased due to:
• some services being stood down during the pandemic
• increase in referrals due to post covid recovery
• staff absence due covid or isolation. Teams particularly impacted are Bexley Neuro, Bexley CHRT,
Bexley MSK, Bexley Community Speech and Language Therapy (SLT), Greenwich and Bexley podiatry
There is a risk that delays could impact on patient safety, experience and outcomes. There is also a
negative impact on staff well-being and resilience in terms of managing the increased demand.
2015: Greenwich MSK - Reduction in referrals for income generating service, risk to income. Greenwich
MSK has experienced a low level of referrals resulting in a reduction of income despite having a private
income via the Meridian service. The service was closed during wave one and 2 of the pandemic as per
the BCP and referrals have not been at the agreed rate with Circle.

Risk rating
(C x L)
31/03/2022
SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

SIG (20)
(4 x 5)
SIG (20)
(4 x 5)

SIG (16)
(4 x 4)

This risk was reduced to a moderate (9) risk in May 2022. During March 2022 and April 2022 referral
numbers have increased, due to a new text system where patients can choose where to be treated and
waiting lists are visible which also impacts on patient choice.
Children and Young People
2040: There is a risk that some areas of service delivery [in school nursing] cannot be met and capacity
to respond to referrals will be affected due to ongoing vacancies in the nursing workforce within the
Young Greenwich Team. In addition, the pressure felt by existing staff may result in higher turnover
This was reduced to a high (12) risk in May 2022, as vacancies have reduced due to successful
recruitment.
2020: There is a risk that some aspects of service delivery cannot be met and waiting times will grow due
to ongoing vacancies - both in new investment and recurrent establishments
2035: There is a risk that waiting times for CAMHS services will continue to grow as a result of increased
demand and vacancies within the service

SIG (15)
(3 x 5)

SIG (16)
(4 x 4)
SIG (16)
(4 x 4)

An analysis of tolerated risk, closed risks, longevity and team level risks for service directorates has
not been included in the report for this year, as the data will be skewed by the rationalisation of risks
following the service line re-structure. As described in section 4.1, thematic analysis on service line
risks was presented to the Audit and Risk Assurance Committee in November 2021 and March 2022.
Service line risks following the restructure are to be the subject of a KPMG internal audit to be
undertaken in quarter 2 of 2022/23.
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4

Risk management processes

4.1

Reporting to the Audit and Risk Assurance Committee

4.1.1 Thematic analysis
The Audit and Risk Assurance Committee receives a thematic analysis at every meeting. Topics
covered in 2021/22 and are summarised in the table below.
Month
May 2021
June 2021
July 2021
September 2021
November 2021
January 2022
March 2022

Topic
N/A – this meeting focused on the Annual Report and Accounts
N/A – this meeting focused on the Annual Report and Accounts
Risk Management and Legal Services Annual Report 2020/21
Thematic review of moderate risks
Thematic review of service line risks (first cut following the restructure)
Legal services interim report
Thematic review of service line risks (update)

4.1.2 Board committee reporting
A risk report from each of the board committees is a standing item on the Audit and Risk Assurance
Committee agenda. The reporting schedule for 2021/22 is summarised in the table below.
Month
Board committee
May 2021
N/A – this meeting focused on the Annual Report and Accounts
June 2021
N/A – this meeting focused on the Annual Report and Accounts
July 2021
Performance and Quality Assurance Committee
September 2021
Partnership Committee
November 2021
People Committee
January 2022
Health and Safety Oversight Committee
March 2022
Business Committee and Partnership Committee
Plan for the remainder of 2022
May 2022
N/A – this meeting focused on the Annual Report and Accounts
June 2022
N/A – this meeting focused on the Annual Report and Accounts
July 2022
Infrastructure Committee (last reported March 2021)
September 2022
Performance and Quality Assurance Committee
November 2022
People Committee and Health and Safety Oversight Committee
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Appendix A: Board Assurance Framework 2021/22 month-by-month trend
Summary risk description

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

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

16

16

16

16

16

16

16

16

16

16

16

16

1213: Vacancies and recruitment pressures

12

12

12

12

12

12

12

12

12

12

12

12

1471: Staff experiencing violence, abuse and discrimination at work

12

12

12

12

12

12

12

12

12

12

12

12

1502: Impact of demand on staff satisfaction and retention

12

12

12

12

12

12

12

12

12

12

12

12

9

9

9

9

9

9

9

9

9

9

1984: SE London ICS financial risk (revenue and capital) - in year
1606: Bed management - key cost driver

12

12

12

12

12

12

12

12

12

12

12

12

1844: Demand on CMHTs

12

12

12

12

12

12

12

12

12

12

12

12

1905: Reducing prone restraint

12

12

12

12

12

12

12

12

12

12

12

12

1912: Pressure on district nursing teams

9

9

9

12

12

12

12

12

12

12

12

12

1913: Reducing wait times in community services

16

16

16

16

16

16

16

16

16

16

16

16

1914: Local Authority contracts for integrated and embedded services

16

16

8

8

8

8

8

8

8

8

4

4

1921: Responding to service delivery concerns

12

12

12

12

12

8

8

8

8

8

8

8

1994: Cyber security strategic risk

10

10

10

10

10

10

10

10

1995: Achieving carbon zero

12

12

12

12

12

12

12

12

2006: ICS capital regime

16

16

16

16

16

16

2012: Uncertainties created by move to ICS approach

12

12

12

12

12

12

16

16

Risk de-escalated in year
1915: Service delivery in Greenwich health visiting prior to transfer

12

1926: Impact of Covid-19 on staffing levels and staffing pressures

16

8

1565: Collective responsibility for delivery of SE London control total

9

9

1877: Finance COVID-19 risk

9

9

1939: Ligature risk management

12

12

1997: Ligature management programme and ICS funding
2025: Mandatory Covid-19 vaccinations for health and social care staff
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4

4
12
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Appendix B: Longevity of Board Assurance Framework risks 2021/22 as of 31 March 2022

ID
1177
1213
1471
1502
1984
1606
1844
1905

Summary risk description
Financial sustainability of the Trust in the medium/long term
Vacancies and recruitment pressures
Staff experiencing violence, aggression and discrimination at work
Impact of demand on staff satisfaction and retention
SE London ICS financial risk (revenue and capital) - in-year
Bed management - key cost driver
Demand on CMHTs
Reducing prone restraint
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ID
1912
1913
1914
1921
1994
1995
2006
2012

Summary risk description
Pressure on district nursing teams
Reducing wait times in community services
Local Authority contracts for integrated and embedded services
Responding to service delivery concerns
Cyber security strategic risk
Achieving Carbon Zero
ICS capital regime
Uncertainties created by move to Integrated Care System approach
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

13
13

Performance and Quality Assurance Committee (PQAC) report (minutes from )
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.
Deep dive on violence and aggression on staff

The following risk / issues require noting:
• Integrated Board report exception report – non achievement of 16 key
metrics
• HBPOS - High number of breaches due to significant bed pressures in
June
• Deep dive on violence and aggression on staff
• CQUINs – no financial implication for 2022/23
• HMP Wandsworth – Independent review of progress noted reasonable
progress especially in such a short period of time. (7 weeks since transfer
of the mental health services)

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
CQUIN – Commissioning for quality and innovation
CYP - Children and young people
FFT – Friends and Family Test
IBR – Integrated Board Report
RTT – referral to treatment time
HBPOS – Health based place of safety
HMIP – Her majesties inspection prisons
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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 July. No
Summary meeting was held in August. The draft minutes for July’s committee are available for

information. The meeting was not quorate therefore no decisions or approvals were made.

Key highlights
Integrated Board Report (IBR)
The July committee was presented and noted the IBR exception report. The exception report
presented is attached including the front sheet. Due to no meeting convening in August the
IBR was presented and discuss at the formal Executive Committee. The presentation of the
material is 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 –
In July there were 16 metrics which have failed to meet target (minimum) 3 out of the last 6
months.
Since the last Board update one additional exception has been added; 10325 Mental Health
Act compliance S58. There were 2 recorded breaches from a total of 12 in June. The
directorates are understanding the reasons for the breaches and setting an improvement plan
to address these.
An updated narrative was provided for 10915 Early intervention in Psychosis (EIP)
percentage of first contact within 2 weeks – two breaches occurred in Bexley, both
considered Isolated incidents with no specific actions for improvement required.
COVID-19
The committee noted that we are not seeing an impact on service delivery due to Covid
numbers increasing and sickness levels being high. However, it was noted that the case
rate in prisons has also increased; Maidstone prison had a recent outbreak status altering
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service delivery for a period, however, normal service has been resumed. A total of 47
people were absent with Covid related issues at the time of reporting in July and 10
inpatients were covid positive.
Health Based Place of Safety (HBPoS)
There were 29 referrals with 11 breaches in June, which is higher than in previous
months, this predominately due to lack of bed availability, AMHP availability in two cases
and one patient declining a bed due to a covid outbreak on the ward.

Directorate feedback
The Forensic directorate presentation was noted by the committee in June. The committee
acknowledged the challenges and plans for improvement presented.

Patient safety
The following reports were noted by the committee in July
 Deep dive on Violence and Aggression (Staff). The committee noted the snapshot
audit that found 50% of assaults on staff, resulted in no harm or minimal harm and
the other half in minor and moderate harm; with the majority taking place within the
Acute and Crisis Directorate. A twice-yearly report will be provided to PQAC going
forward. The committee were informed of improvement programmes of work that
have been implemented to help keep our staff safe.
 Serious Incidents - There were 3 incidents declared as Serious Incidents in June, Two
in the acute and crisis directorate and one at HMP Swaleside. The committee note the
key learning from these incidents.
 Medical Devices – The new T34 syringe drivers are being rolled out for end-of-life care
 Mortality Surveillance Report – The committee noted that the medical examiner
legislation is still going through parliament, but the plan is to have the local
process led by Lewisham and Greenwich NHS Trust in the community by the end
of August.

Clinical effectiveness
The following presentation and report was noted by the committee
• Co-occurring Mental Health / Drug and Alcohol Misuse services (COMHAD) the
committee noted the priority areas of focus and development for Oxleas COMHAD
services over the next 12 months.

Commissioning for quality and innovation (CQUIN).
The committee noted that the five CQUINS that have been agreed for 2022/23. Every
effort must be made to achieve them, however, there are no financial implications for
the trust if targets are not achieved. Progress on CQUINs will be reported quarterly
through Exec and PQAC, and on to the ICS.
HMIP / CQC Inspection update
HMP Elmley - The committee was provided with the published HMIP inspection report for
HMP Elmley and noted that the inspection took place before we took over running the
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primary care services from IC24 on 1 April 2022. The inspection identified several failings and
some significant staffing challenges, however no unmet need was identified. Enforcement
action was not taken against IC24 due to the imminent transfer to Oxleas. All the concerns
and recommendations within the report are well known by Oxleas and are being actioned as
part of the mobilisation (pre April) and transitional improvement work plan.
HMP Wandsworth - A joint HMIP/CQC independent review of progress was conducted week
beginning 20th June 2022. They found that we are making reasonable progress against the
actions and recognised the improvement that has been made in such a short period of time
(11 weeks).
Governor Involvement

“What would patient and staff think of our discussion today?” The committee has
introduced this question as a standard item as an opportunity for Governor colleagues to
have an input.
Action required
The Board are requested to note the report
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Performance Quality Committee
20 July 2022

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

Integrated Board Report
Vijay Chudasama, PMO Manager
Simon Henley Castleden, Programme Director
Iain Dimond, COO
Not Confidential
The purpose of this report is to assure PQAC 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 16 metrics which have failed to meet target
(minimum) 3 out of the last 6 months.
•
•

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

Item
4
Enclosure 3a-3c

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 Mental Health Act S132 Compliance
10325 Mental Health Act S58 Compliance
10322 CPA 6-month reviews

Performance is discussed within Directorate SMT meetings, and at the Trust executive
meetings
None
ADAPT - Anxiety , depression, affective disorders, personality disorders and

trauma

AHP – Allied Health Professional
CAMHS – Child and Adolescent MH Services
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CMHT – Community Mental Health Teams
CPA – Care Plan Approach
EIP – Early Intervention in Psychosis
FFT – Friends & Family Test
ICMP – Intensive Case Management for Psychosis
MBT – Mentalisation Behaviour Therapy
RTT – Referral to Treatment
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 June 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 16 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.
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Metric(s)

Driver of
performance
issue

Planned action
to address
performance
issue
Timescale to
improve
performance

• 10798 Friends involved in care and treatment
• 11703 FFT, overall patient experience % good and % v good
(MH and CAMHS)
• 11702 FFT, overall patient experience % poor and % v poor
(MH & CAMHS)
• 10338 Percentage of patients who responded that they felt
better because of the help that they received from the team
• 11699 FFT, overall patient experience % good and % v good
(ACS & CYP)
Improvement in compliance for June, at 73.5%, for MH and
CAMHS, compared to May (66.8%). Slight improvement from May
for ACS to 87.4%.
Overall, FFT scores continue to show a lower satisfaction score for
mental health compared to physical health, (though in line with
regional comparators)
A large data set text analysis software has been developed with
Imperial to a feasibility stage. This will be piloted in MSK services.
Undertaking this pilot will allow the technology to be spread to
other areas (i.e., MH) where team level information can inform
service improvement where we anticipate a positive impact on the
metric.
FFT data analysis - first feasibility meeting held 27/06/2022 with
team, PE and IT.

Specific context
of performance
issues

It is anticipated sustained, multi-pronged approach will be required
to impact PE scores in MH as they are influenced by multiple
factors

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
Breaches for 11403 – 30 day target
Directorate
Number of breaches
Acute & Crisis
14
Community AMH
2
Forensics & Prisons
1
Complaints completion target remains problematic in Adult Mental
health.

Target
>80%
Driver of
performance
issue
Planned action
to address

Complaints:
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performance
issue

Timescale to
improve
performance
Specific context
of performance
issues
Metric(s)
Target

>95%

Driver of
performance
issue

Acute & Crisis trialling senior management/director early
resolution for outstanding complaints, supported by
innovate use of retired experience staff on bank.
• Monitoring of reduced patient advocacy contract (which
would have supported early local resolution, particularly
on wards)
Patient experience redesign of system continues, pilot in Bromley
community MH reconfigured based on initial EBCD findings (to
better address new understanding of problems). Filmed
complainant interviews to begin.
•

Review of outstanding actions being undertaken with directorates
to expedite completion of actions.
Complaints - Acute & Crisis resolution approach/advocacy contract
monitoring/redesign begun.
Complaints has a single metric for completion time but the issues
affecting that are multi-factorial.
• 10024 RTT – PT
Directorate
Performance
No. of breaches
CYP
56.2%
117
CMH
85.5%
76
ACC
77.1%
11
ALD
91.7%
5
FOR
85.7%
1
ACS
100.0%
0
Overall performance for PT RTT in June was 77.1% (95% target),
slightly reducing from the May position. Most breaches are from
CYP and CMH. Both have improving positions compared to May.
CMH: Total number for breaches reduced in June, slightly
improving compliance to 85.5%.
Breaches are: • Bexley - 83.4% (172/206), most breaches in Bexley ICMP
(17) and Bexley ADAPT (15)
• Bromley - 94.9% (168/177)
• Greenwich - 75.5% (105/139), most breaches in Greenwich
East ADAPT (18) and Greenwich West ADAPT (15)
CYP: There has been a meeting to agree that CYP will lead this pilot
on a trust level - reviewing how we report on RTT and to look at an
alternative way to measure treatment start. Support will be
needed from informatics to design new reports and from
transformation to make changes in RiO.
The April PQAC made the decision we to have a NED led review of
the performance against this metric ahead of the CQC visit.
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Planned action
to address
performance
issue

CMH: Higher number of waits are in ADAPT and ICMP teams.
Greenwich – The team has increased the number of MBT Psycho
Education Groups to reduce waiting times, especially within the
ADAPT team. In addition, the new PTT lead is currently liaising with
RiO Transformation to implement sub waiting lists.
Bexley – Advert has been submitted to TRAC to fill the vacant and
maternity posts which will increase resources able to address
waiting time breaches. An assessment clinic has been introduced in
the service to prioritise referrals and to signpost for alternative
interventions where appropriate.
Wellbeing calls to clients on the waiting list also take place for all
borough services.
CYP: Continued focus on recruitment and reviewing options for RTT
posts (recruit to train).

Timescale to
improve
performance

CMH: Increasing capacity for MBT Psycho education groups and
compliance to increase in Bexley and Greenwich by September
2022.
CYP: End March 2023

Specific context
of performance
issues

CMH: Greenwich – The figures reported above fail to reflect clients
who have attended the skills workshop (and therefore not actually
waiting) due to outstanding RiO transformational work. The
reduced level of true exceptions is due to increased demand on the
service.
Bexley – Staff shortage due to maternity leave, career break and
resignation.

Metric(s)
Target

>95%

Driver of
performance
issue

• 11268 RTT – AHPs
Directorate
Performance
No. of breaches
CYP
87.9%
197
ACS
96.8%
146
ALD
85.2%
8
CMH
93.4%
8
ACC
89.3%
8
FOR
100%
0
Overall performance at 94.5% in June, slightly under the 95%
target), improving from May.
CYP: Performance remains below target. June position is 87.9%,
with 197 breaches. Issues are linked to recruitment and national
shortage of therapists - particularly in OT and SaLT. In addition,
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there has been a growth in demand for EHCP statutory provision of
assessments.
ACS: Though compliant for June, 96.8%, given the number of ACS
breaches for June (146), reducing these would also significantly
contribute to achievement of this metric at Trust level.
CMH: Consistent improvement in performance in CMH over past
few months, achieving target (93.4% against 95% target) for June.
Most breaches are from Bexley ADAPT OT and Bromley West
ADAPT OT.
ALD: Performance remains low at 85.2% (6 patients). OT vacancies
remain an issue.

Planned action
to address
performance
issue

FOR: Issues seen over the past few months requiring validation
have been addressed, with no breaches this month.
CYP: Due to challenges around recruitment and national shortage
of therapists, there is continued focus on improving recruitment to
make posts more attractive, i.e., more attractive adverts, increased
opportunity for CPD. Over recruitment agreed for certain posts.
Discussions taking place with commissioners in both boroughs to
address growth in EHCP (negotiated tender in Greenwich)

Timescale to
improve
performance

CMH: Bexley – Staff have been recruited to fill some of the
vacancies, one is due to start in late July, the other is anticipated to
start in September. Bromley – A new OT has been appointed to
assist in working through the waiting list.
CMH: Bexley recruitment timescale predicated to improve
compliance within 3 months, once vacancies have been filled.
Bromley to improve by August report.

Specific context
of performance
issues

CYP: Vacancy issues, including national shortage of therapists and
increased demand into the service from EHCP statutory
requirements.

Metric(s)
Driver of
performance
issue

• 10248 RTT – Incomplete Pathways
Compliance of this metrics only refers to CYP directorate.
Performance against this target remains below target, at 81.3%
(against 92% target) for June, improving from May.

Planned action
to address
performance
issue

Consultant led services in Greenwich are holding ongoing
vacancies. Agreed to over recruit following a recent interview
process - however due to the numbers waiting - it will be some
time before improvement can be seen in the data.
Staff have been recruited.
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Timescale to
improve
performance
Specific context
of performance
issues

Candidates should be in post by September, so we should see an
improvement from October. Expected improve from October, once
roles are in post.
Recruitment and growing access rate/ waiting list

Metric(s)
Driver of
performance
issue

• 11520 72 Hour Post Discharge Follow Up (Self Harm)
The key driver for the performance is the need to improve the
referral process and communication between the wards and the
crisis teams, in particular for older adults. Performance has
improved from May to 95.5% (21/22 patients).
There is a data quality issue (duplications) being investigated.

Planned action
to address
performance
issue
Timescale to
improve
performance
Specific context
of performance
issues

In June there was 1 breach, with patient seen on Day 5 due to late
referral from the ward to the crisis team.
Duplications issue is still unresolved. Daily monitoring will
continue, and improvement in the referral process and
communication between the wards and the crisis teams, in
particular referrals for older adults.
There are ongoing reset projects until December 22 which are
meant to address these issues, with an expectation of
improvement in performance in September 22.
Standardising the referral process and raising awareness of the
metric definitions and older adults, plus addressing communication
issues between the wards and the crisis teams.

Metric(s)

•

Driver of
performance
issue

Planned action
to address
performance
issue
Timescale to
improve
performance

10915 Early Intervention in Psychosis (EIP) - 2 Week Waiting
Times (Waiting)
Performance was 0% for June, consisting of 2 breaches only in
Bexley.
1. Occurred due to difficulties in contacting client referred
from HTT who subsequently confirmed he'd travelled to
Northampton. Client has now returned and is engaging
with the service. Contact achieved on day 35.
2. One breach occurred following a timely referral, however
the client was then arrested and remanded in custody.
Client has subsequently been transferred to Bracton
Centre and remains awaiting assessment.
Both breaches are considered to be isolated incidents beyond the
control of our EIP services and therefore no specific actions are
appropriate.
N/A
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Specific context
of performance
issues

N/A

Metric(s)

• 10323 S132 Ensure patients detained under the MHS are
provided with info as stated – recorded on Rio
Achievement for June is 107 of 117 patients, which is 91.5%
against the 100% target.

Driver of
performance
issue

In previous months manual audit has been done to improve
performance by reviewing records to find evidence of S132 outside
of the formal recoding routes. From June the figures are only
measuring correctly recorded patients. This is why there is a dip in
performance.
Directorate
CMH
ACC
Forensic

Bexley
3

Breaches
Bromley
1
3
1

Greenwich
2

CMH: Teams Breakdown of Breaches: Bexley ICMP (1), Bexley OA
CMHT (2), Bromley West ICMP (1) and Greenwich East ICMP (2)
Planned action
to address
performance
issue

To improve performance going forward, it has been agreed with
the MHA team that the template that staff receive advising them
of the need for rights to be read and recorded will be amended to
clarify where in RiO it needs to be recorded as being completed as
well as including a link to the guidance on The OX.
Due to the nature of the process there will be occasions recording
is missed or forgotten, and where this happens managers will
ensure that the person concerned is reminded of the process and
the importance of following it.

Timescale to
improve
performance
Specific context
of performance
issues
Metric(s)

CMH: The Business & Performance Team has commenced detailed
validation activity utilising the monthly mental health act reports
and liaise with team leaders to develop understanding of areas
requiring attention.
We expect the August position much improved as a result of these
changes.

• 10323 S58
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Driver of
performance
issue

There were 2 recorded breaches from a total of 12 in June, one for
ACC and one for Forensic: -

Planned action
to address
performance
issue

This is being reported in this narrative for the first time.

Timescale to
improve
performance
Specific context
of performance
issues

Plan to be in place for August report.

Metric(s)
Target
>95%

10322 CPA 6-month reviews
Directorate
Performance
No. of breaches
CMH
89.8%
173
CYP
69.2%
57
FOR
98.8%
1
ACC
94.4%
1
ALD
100.0%
0
Consistently below target performance, overall position at 88.2%
(against 95% target), with breaches primarily in CMH and CYP.
There has been an improvement from 86.4% in May.

Driver of
performance
issue

Consent to treatment Inpatient breaches
No. of
Area
breaches
1
Betts (Bromley)
1
Hazelwood (Forensic)

Work needs to be done with the Directorates to identify the
reasons for the breaches and to set in place actions to address this.

•

CMH: Number of breaches per team:• Bexley - 95.9% (10)
• Bromley - 83.3% (101)
• Greenwich - 90.9% (76)
Bromley – Staff are being reminded to book CPAs in a timely
manner and it is anticipated that this will be reduce the breaches.
Greenwich – Staff are reminded in supervision when reviewing
caseloads to book CPAs.
Staff are being advised they need to see more patients face to face
to enable them to carry out CPA reviews. Drs are being asked to
provide cover for the reduced consultant hours.
CYP: Performance consistently below target, at 69.2% in June,
largely due to vacancies in the service. Main areas of concern are
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capacity in Greenwich and Bromley CAMHS Adolescent Teams
from vacancies in Q4 2021/22.
Business Continuity Plans have been invoked for both teams to
address an increase in waiting times and reduction in compliance
with CPA Review clinical standards, which has been caused by
increased demand, acuity of clinical presentation and staffing
vacancies.
CPA reviews are typically undertaken by clinicians but are not
recorded appropriately on RiO - work is underway (with support of
Informatics) to address such Data Quality issues.
Planned action
to address
performance
issue

CMH: The role of the admin team has been adjusted to reflect
changes in admin roles within ADAPT teams.
CYP: Fortnightly BCP assurance meetings are in place to progress a
range of actions, including redeployment of staff, outsourcing of
certain clinical interventions to external organisations and use of
temporary staffing within these teams. These measures are being
taken in addition to wider CAMHS business plans, including
implementation of our workforce strategy. Whilst vacancies
remain, there has been some success of late in recruiting, which
will help to alleviate pressures.

Timescale to
improve
performance

CMH: Compliance expected to improve over the next 2 months

Specific context
of performance
issues

CMH: Bromley – A lack of staff and challenges with the recruitment
process has resulted in CPAs being cancelled and has led to a
decline in performance. Greenwich – Levels of staffing including
vacancies, sickness (short and long term) and a reduction in
consultants working hours have impacted on performance.

CYP: Fortnightly reviews, progress dependent upon recruitment.
Expected some improvements by Oct-22.
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

14
14a&b

Continuous Improvement and Innovation Committee (CIIC) (Previously
the Quality Improvement and Innovation Committee)
Suzanne Shale – Non-Executive Director and committee chair
Dr Abi Fadipe
Public
•
•

Minutes of the last CIIC - For the Board’s information
To agree the amended Terms of Reference and updated workplan
of the CIIC

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

To agree new committee name, amended Terms of Reference and
Workplan

Link to trust strategy

Building block one: delivering quality management
Building Block 2 – Bolstering our patient, carer and service user
Involvement and Co-production, Creating a culture of continuous
improvement and innovation
Building block three: creating a culture of safety and learning
None applicable

Link to Board
Assurance Framework
Please summarise
implications for:
Quality

Finances

Not previously discussed
None noted
CIIC – Continuous Improvement and Innovation Committee
ECG – electrocardiogram
EIP – early intervention in psychosis

The CIIC report provides assurance to the Board that the necessary
methodology, support structures, processes and expertise are being
effectively used to achieve a culture of continuous improvement and
innovation linked to the strategic aims set out in the Trust’s strategy
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No financial implications
Equality analysis
Service users/
carers/staff

Executive Summary

No equality implications.
Shadow committee in existence and language will be adapted to ensure
information accessibility.
EXECUTIVE SUMMARY
Key Highlights, Issues and Exceptions
The committee met on 27th July 2022 and highlights are as follows :3. Matters Arising – Service User voice
• Proposal agreed to hold a parallel meeting with service users
and carers along with CIIC, co-chaired by AAV and SP; a
summary will be formulated, and any questions raised can be
brought back via the service user rep. Papers will be drafted so
that they are accessible to new readers, e.g., setting out
background and context, and drawing out key issues.
• Meeting planned to discuss ways to enhance and support
clinician engagement in the range of quality improvement
activity
4. Terms of Reference
The revised minutes were proposed to be approved by the Board of
Directors at the September Board meeting
5. Directorate Feedback Presentation – Adult Community Mental
Health Services
Strategic priorities, quality priorities and directorate goals were
presented as follows :• Increase family and carer involvement and experience - To
improve staff engagement with Families, bolstering their
involvement in patient care.
• Physical health in mental health
• Outcome measures – Dialog+ Paired Outcomes
• Care planning – evaluating zoning tool & completion of Dialog+
for all open referrals
• Shared Learning
• Safeguarding – Think family
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Mortality thematic review in progress with the help of 2 GP
trainees. Key focus on ECGs and the assurance and looking at
competencies in physical health screening and interventions; we
are involved in SEL ICS group around cardio metabolic screening.
We are soon to be joining the KSP mind and body quality
improvement network.
Improving Lives Programme - No recent Improving Lives
Programme visits completed in the community mental health
teams however ongoing work with individual teams to look at key
areas of focus on CQC must and should actions.
Service user/carer involvement areas of note
• Implementation of a wellbeing clinic working jointly with
service users allowing for 80% of Greenwich EIP patients to have a
full physical health check completed by December 2022.
• Contributions of Service User on the care planning project
included designing a training pack for staff with her thoughts on
care plans and the experiences she had, both positive and negative.
She attended project meetings and contributed to the early stages
of the project
6. Journal Club
The Committee discussed “Spreading and scaling up innovation
and improvement” (Greenhalgh & Papoutsi BMJ 2019;365:l2068
doi: 10.1136/bmj.l2068 (Published 10 May 2019))
Committee members were asked to describe which approach they
identified with most. While different members of the committee
identified more or less strongly with each approach, there was
consensus that all of these in combination can help us to better
understand and generate organisational change and improvement.
Value point noted that organisational change was “inherently
transgressive, because doing things differently violates the norms,
expectations, and rules that are inscribed in organisational
routines”.
7. Improvement Focus Presentation – Great Out of Hospital Care
An overview was presented of the progress to date within this
strategic priority area – notably CAMHS, Specialist Children’s
Services, Community Physical Health and Adult Mental Health.
Forward view for next 6 months includes supporting clinical
directorates and system partners with the scoping and planning of
potential projects, including:• Acute & Crisis – Enhanced crisis provision
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•
•
•
•

Physical Health – Virtual Wards
Community Mental Health / CAMHS – 16/25 transition pathway
Specialist Children’s Services – Hospital at home
Prisons & Forensic – Bolster forensic psychological therapies

Barriers identified and plans to address: Recruitment - Identifying digital offerings, carrying out reviews on
the skill mix of teams, exit interview processes and developing new
roles and career opportunities.
Stakeholder Engagement/working with system partners:
Involving stakeholders in the Great out of hospital care conference
and continuing to share promotional material. Programme team
will visit teams and project and programme updates will be shared
via the intranet and social media platforms.
8. Quality Management Report
This regular new report is aimed at giving an overview of the Quality
Management Team and recent activity at each meeting. It will include
team updates, Progress against the workplan, QI project Dashboard,
Improvement activity as a result of Improving Lives Reviews and
Improvement activity linked with the Trustwide and Strategic Priorities.
The committee noted the report and found it useful and helpful to
have the organisational chart for the improvement team included. The
Quality Management Team driver diagram was developed with the
team for continuous improvement in the organisation.
The report also addresses barriers in item 7 and will be asking teams to
report back on projects to tell us where significant barriers exist for
which the Committee can offer support.
Additional information/analysis
None noted
Action required
Board to please note the minutes of the meeting of 27.7.22
Board to approve the revised Terms of Reference and workplan.
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CONTINUOUS IMPROVEMENT & INNOVATION COMMITTEE
Terms of Reference
A committee of the Board of Directors
1.0

Aim

1.1

The Oxleas Quality Management Framework (QMF) sets out four fundamental components. The
Continuous Improvement and Innovation Committee (CIIC) supports Quality Planning and Quality
Improvement. The Performance and Quality Assurance Committee (PQAC) focuses on Quality Control
and Quality Assurance.

1.2

The Continuous Improvement & Innovation Committee will provide assurance to the Board of Directors
that the necessary methodology, support structures, processes and expertise are being effectively used
to achieve a culture of continuous improvement and innovation linked to the strategic aims set out in
the Trust’s strategy 2020 - 2024.

2.0

Scope of responsibility

The Committee will support the Trust to achieve continuing quality improvement and innovation in services by
giving attention to the processes and outcomes listed below. Where the focus for PQAC is assuring the quality
of what we have provided, the focus for CIIC is assuring processes for improving the quality of what we do in
future. CIIC will ensure that quality improvement and innovation is underpinned by the QMF key enablers; a
clear vision and purpose, co-design and coproduction, and enabling leadership.
2.1
i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.

The Committee will support the Trust’s aspiration to create a culture of continuous quality
improvement using the following means.:
Engaging and supporting colleagues in critical appraisal of methodology, goals, processes and outcomes for
quality improvement across the Trust
Promoting patient and user involvement in quality improvement and innovation activity, including coproduction
Ensuring consideration of health inequalities in quality improvement and innovation goals and activities
Focussing attention on processes required to build a culture of continuous quality improvement in every
directorate
Seeking and building understanding of how to spread localised quality improvement and innovation
successes across the organisation
Supporting steps required to generate improvement and innovation from audit and other measurement
processes
Identifying systemic improvement required to embed learning from patient safety management processes
Monitoring the Trust’s engagement in research and translational research activity
Oversight of delivery of the Trust Quality Improvement (Qi) programme
Reviewing the outcomes and impact of quality improvement and innovation activity, providing assurance
that improvement activities produce benefits for patients and staff

CIIC TOR v7 July 2022
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2.2

The Continuous Improvement & Innovation Committee has a key role acknowledging and celebrating
improvement and innovation achievements on behalf of the Board of Directors
The Continuous Improvement & Innovation Committee will work in partnership with the Trust
Performance & Quality Assurance Committee and will put forward strategic organisational priorities to
be included in the Trust Quality Improvement Programme.

3.0

Accountability

3.1

The Continuous Improvement & Innovation Committee is a committee of the Board of Directors and is
accountable to it.

4.0

Frequency of meetings

4.1

Meetings are held bi-monthly on the 4th Wednesday of the month.

5.0

Agenda items

5.1

The Chair, Medical Director and Associate Director of Quality and Governance will propose an annual
work plan to include periodic consideration of items listed under 2.1., and which will be subject to the
approval of the Committee

5.2

Directorates to attend the Committee on a rolling basis as per pre-agreed rolling agenda plan. Each
directorate will provide an update.

6.0

The ‘Lived Experience Forum’
This group will be co-facilitated by the Assistant Director of Involvement and a Lived Experience
Representative to meet the aim of shared governance with people with lived experience of services
and also those who support them. The forum will meet on the same frequency as this Committee and
will provide advice, comment and feedback to the Committee. Once convened the group will submit its
own Terms of Reference to the Committee for approval, and advise the Committee on its preferred
name.

7.0

Reporting

7.1

The Committee will report progress against the Trust quality improvement performance measures as
well as exception reports against the agreed Qi Programme Plan to the Board of Directors bi-monthly.
Risks will be reported to the Audit & Risk Assurance Committee regularly.

7.2

The minutes will be formally recorded and presented to the Board of Directors at the earliest practicable
meeting. The Chair of the Committee will draw to the attention of the Board any issues that require
disclosure to the full board, or require executive action.

8.0

Lead Director

8.1

The Medical Director.

9.0

Chair
Page 2 of 4
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9.1

Non-executive Director

10.0 Communication
10.1

To ensure effective communication, the Associate Director of Quality and Governance will act as the
main contact for the Quality Improvement & Innovation Committee.

11.0 Membership
Non-executive Directors

Non-executive Directors x 3

Executive Directors:

Medical Director
Director of Strategy & People
Director of Nursing
Director of Therapies

Others, in attendance:

Associate Director of Quality Assurance and Improvement
Deputy Medical Director
Deputy Medical Director & Director of Patient Flow
Assistant Director Involvement
Deputy Associate Director of Improvement
Deputy Associate Director of Quality Management
Director for informatics
Lived experience forum representatives
CYP Service Director
Acute and Crisis Directorate
Adult Community Mental Health Directorate
Adult Community Services Directorate
Forensic & Prison Directorate
Children and Young People’s Health Directorate
Adult Learning Disability Directorate
Quality Management Assistant

Service Director:
Clinical Directors:

Minute Taker

Nominated deputies are requested from the Clinical directors to ensure each directorate is represented.
Representatives from the Council of Governors, Oxleas staff and Commissioning bodies/regulators are
welcome to attend the meeting in an observational capacity.
12.0 Quorum
11.1 To ensure an appropriate forum a minimum of 4 members must be present, including at least one NonExecutive Director and Executive Director.
13.0 Review and Terms of Reference
12.1 Annually
Signed
Medical Director

Date

Signed
Chief Executive

Date
Page 3 of 4
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CONTINUOUS IMPROVEMENT & INNOVATION COMMITTEE

Proposed Agenda, Work Plan & Reports 2022/23 – for discussion
Agenda Items

Frequency Lead

Directorate feedback*

Bi- Monthly

CD

Improvement focus**

Bi-Monthly

MM/AFa Great Out of
Hospital Care

Reports ***
• Health Inequalities
• Patient Experience /
Complaints

Annually
Annually

RCE
NS

•

Clinical effectiveness

Annually

•
•
•

Involvement
Digital & Innovation
Patient safety

Bi-annually
Annually
Annually

AFa
(Ellen)
JK
AFu (SH)
CK/JW

•

Quality management
o Benefits realisation
o Improvement
Outcomes

Bi- Monthly

MM

x

x

Annual
report

x

x

x

Bi- Monthly
2 x a year
Annually

SS
SO
SS

x

x
x

x

x

x
x

x

Journal Club
Risk Register
TOR review

Qiic Standard agenda and work plan: May 2022

July
Adult
Community
Mental Health

September

November

January

March

May

July

Acute and
Crisis

Children and
Young
People

Prisons

Adult Physical
Health

Forensics and
Adult Learning
Disabilities

TBC

Bolstering
Involvement

Great Place
to Work
R-CE

Creating a
safety and
learning
culture - JW

Zero Delays –
LR

Reducing
Health
Inequalities
ID

TBC

x
x
x
x

x
x
x

X
Page 1 of 2
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*Directorate Feedback – Presentation from the directorate regarding improvements delivered regarding areas of risk, strategic priorities, and quality goals.
Highlight areas of notable practice, celebrate success and future challenges.
**Improvement focus – This will be a share and learn from all levels of the organisation (encouraging our service users and band 2 – 6 to share experiences and
projects) This should be inclusive of all improvement methodology e.g. clinical audit, research, Qi, rapid improvement, transformation etc.
***Reports - For guidance, suggested content of reports is as follows.
-

Improvement & innovation goals in this area (might we encourage people a driver diagram setting out their improvement aims?)
How far do you have the data you require to improve and innovate?
What impact is improvement and innovation work in this area having on service users and staff?
What have been the main achievements over the last year?
What has facilitated those achievements?
What are you experiencing as specific barriers to improvement and innovation?
How are those barriers being addressed
Are there issues this committee could raise to help alleviate blocks to progress?

Page 2 of 2
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

15
15

Business Committee (19th & 26th July and 16th & 30th August 2022
Committee minutes)
Alex Owoo – AD Financial Management & Planning
Azara Mukhtar – Director of Finance
N/A
This paper sets out the discussions that took place at the Business
Committee meetings in July and August 2022 (Including the Special BC for
Kent Pharmacy bid).

It is intended to update the Board and to note that the Surrey prison bid
was submitted following delegation by the Board in July.
What risks/issues in the None
report need to be
noted or acted upon?
Where has this report
Business Committee
been previously
discussed?
Are there any issues in N/A
the report that might
cause upset?
Glossary of
AD – Associate Director
terms/acronyms used
AFC – Agenda for Change
in the report
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

Please summarise
implications for:
Quality

Finances

Equality analysis
Service users/
carers/staff

Executive Summary

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.
The Committee reviewed and approved all the BC risks in the July meeting
Updated risks:
• 1177 - Financial sustainability of the Trust in the medium/long term
• 1606 - Bed management - key cost driver
• 1984 - 2022/23 Delivery of Trust Revenue Financial plan, in the
context of the ICS financial position and forecast outturn

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 annual plan and financial
sustainability 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 £0.5m surplus at the end of month 4. This is after adjusting
for the £7.25m the Trust contributed towards the ICB plan position in June 2022.
An element of the new funding (MHIS & SDF) related to posts that are yet to be
recruited into were deferred in M4. This represents £0.6m of new funding. If
posts continue to not be recruited into then further surpluses will be released to
meet the ICB financial plan.
Key highlights: -
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•

Overall, income reported a £4.3m adverse variance. The income position
is driven by a number of income deferrals, SLP Provider Collaboratives
adult secure forensic services; Complex care programme, Queen Mary
site; and MHIS and SDF new funding. The income budget was adjusted
in M4 to account for the £7.25m that the Trust gave up to support the
planned ICB position in June 2022. This was phased equally across the
year. The income position also excludes any future funding for the
recently announced pay award settlement.

•

Pay reported a YTD £2.2m underspend. The M4 position includes a
provision for 2% pay award settlement; representing £1.4m of the
overall YTD spend. The overall impact of the announced pay award is
twice this amount, £2.8m. The Trust followed the instructions from
NHSE/I to account for only 2% of the uplift in the position. The run rate,
excluding the pay award, has remained fairly stable; however, we are
beginning to see greater spend in both bank and agency categories. The
increases are in line with expectations – during the planning stage, we
knew, the Trust would rely on both to cover for vacant shifts, maintain
and deliver safe care in our new prisons’ contracts, as well as manage
increased acuity and observations within our inpatient wards. For the
first time since we started recording agency spend, we are now in
breach of the NHSI threshold, and it is likely this position will get worse
before we see improvements. We continue to maintain the agency
controls that have been in place from before the pandemic. Further
analysis of where the temporary spends are occurring can be seen in
appendix 2.

•

Non-pay reported a £2.5m underspend. This is net of the YTD CIP target.
The key areas of focus continue to be private beds (slight reduction in
month – we believe this is fortuitous but there are other programmes
that are on-going which would eventually improve our bed usage),
Prisons escorts and bedwatches (including constant watch), drugs and
spend on reactive estates maintenance. The reduction in run rate, was
as a result of a number of one-off spends in the prior month (some of
these were fully funded by commissioners), this was partially offset by
the impact of London Living wage payment made on the ISS contract.

•

The Trust’s plan assumes a 3% CIP requirement in order to breakeven.
27% of this has been RAG rated green, been to FSG and is subject to
Formal Exec approval for the directorate elements (£1.4m). Another
£7.4m is RAG rated amber; of which £5.4m relates to the Trust wide
vacancy factor put forward to mitigate the level of CIP requirement in
this financial year. This non recurrent vacancy value will be rolled into
2023/24 target. £750k has been identified and RAG rated red. All the
schemes combined (including the vacancy factor) make up 88% of the
overall target. We expect to deliver any outstanding element nonrecurrently; however this will also add to the 2023/24 target.

•

Agency spend was 3.1% above the NHSE Trust assigned threshold. We
expected living within the threshold for this financial year would be a

150

challenge given the level of vacancies within the new prison contract
that we took over this financial year. Some of these units were
operating at 60/70% vacancy. In addition, the Trust is hosting an NHSE
programme which is predominantly being delivered via the use of
agency.
Bridges:
The Committee had a final discussion on the Bridges debt and approved the
write off of the debt.
Bids and Tenders
The Committee received updates on the following bids:
• SW England - Following the successful court proceedings, we are now
working with the Commissioners to set up a mobilisation team /Board
which is due to meet on 24th August. We are mobilising for Lot 1 due to
go live 1st October and then Lot 3 and 4 on 1st December. The
Committee was also briefed on the major changes surrounding the go
live for Lots 3 & 4.
• Surrey Prisons – The Committee heard that the bid was submitted on
time. The outcome is due in October or November.
• Greenwich clusters – Committee noted that the next major bids are the
Greenwich clusters.
• Wandsworth Prisons – The Committee noted the correspondence with
South London and Maudsley NHS Trust.
• Kent Prisons Pharmacy Contract – The Committee noted that the
procurement for the contract in Kent is due for submission on the 1st
September.
Further discussions on these are included in the agenda for the Part II Board
meeting due to the commercially confidential nature of the papers.
Greenwich Integrated Therapies Tender
The Committee received an update on the Greenwich Integrated Therapies
tender. We are currently at the negotiation phase. This will deal with what
contracted activity we are expected to deliver within a revised envelope. We
understand the discussions are progressing satisfactorily.
ICS M3 Financial position
The Committee noted the ICS financial position. Initial M4 draft that the Trust
has seen indicates a worsening position. The position however excludes nonrecurrent flexibilities from some providers.
Directorate CIPs Presentation
The Committee noted and discussed CIP presentations from directorates. The
specific directorates covered were:
•
•
•
•

Community MH & ALD
Community PH
Estates & Facilities
Forensics
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•
•
•
•

CYP
Quality & Governance
Nursing
Acute & Crisis

Details of the individual schemes presented are in the minutes.

Sector – update – 2022/23 pay-award update
The Committee noted the pay award update.
On the 19th July 2022, Steve Barclay, the Secretary of State for Health and Social
Care, announced the NHS pay awards for the current financial year (2022-23). The
Government accepted in full the recommendations of the pay review bodies. All
awards will be backdated to April 2022. No uplift to Local Clinical Excellence
Awards, and seemingly no uplift to the recently reformed National Clinical Impact
Awards. Funding for each of these pay awards is to be taken from existing national
health budgets, except for the 3-3.5% VSM uplift, which DHSC’s press release
stated will come out of local budgets.
Special Business Committee Tuesday 30th August 2022 – Kent Pharmacy bid
A special Business Committee was scheduled to review the submission of the
Kent Pharmacy bid and to recommend Chair’s action to be taken before
submission on 1st September 2022. This was approved and Chair’s action was
taken before submission.
Risk register
The Committee reviewed and agreed the following changes to the risk register.
1177 - Financial sustainability of the Trust in the medium/long term – updated
for M3 financial position.
1606 - Bed Management – Key cost driver: change to the wording.
1984 - 2022/23 Delivery of Trust Revenue Financial plan, in the context of the
ICS financial position and forecast outturn – consolidation of risks 1984 and
1985 as well as changes to the wording.
Complex care business case - Rehab
SLP colleagues attended Business Committee to present the Integrated
Community Mental Health Rehabilitation Service. This will be discussed further
in part II of the September Board meeting due to some of the content being
commercially confidential.
Special Business Committee Tuesday 26th July 2022 – Surrey Prisons’ bid
Following delegation by the July Board of Directors’ meeting, the Committee
received an overview of the proposed bid submission, setting out the
procurement for the provision of integrated healthcare services for prisons in
Surrey by NHS England and NHS Improvement.
The procurement is for one lot, comprising five prisons as follows:
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•
•
•
•
•

HMP Bronzefield – Closed female prison with a capacity of 527
HMP Downview – Closed female remand prison with a capacity of 340
HMP Send – Closed female training and resettlement prison with a
capacity of 282
HMP Highdown – Category C male training prison with a capacity of
1203
HMP Coldingly – Category C male training and resettlement prison with
a capacity of 513

The tender is for a contract duration of 5 years, commencing April 2023, with a
2-year extension option. The submission of the bid was approved by the
Business Committee.
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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 £0.5m surplus at the end of month 4. This is after adjusting for the £7.25m the Trust contributed towards the ICB plan
position in June 2022. An element of the new funding (MHIS & SDF) related to posts that are yet to be recruited into were deferred in M4. This
represents £0.6m of new funding. If posts continue to not be recruited into then further surpluses will be released to meet the ICB financial
plan.
Key highlights: Overall, income reported a £4.3m adverse variance. The income position is driven by a number of income deferrals, SLP Provider Collaboratives
adult secure forensic services; Complex care programme, Queen Mary site; and MHIS and SDF new funding. The income budget was adjusted
in M4 to account for the £7.25m that the Trust gave up to support the planned ICB position in June 2022. This was phased equally across the
year. The income position also excludes any future funding for the recently announced pay award settlement.
M4

• Pay reported a YTD £2.2m underspend. The M4 position includes a provision for 2% pay award settlement; representing £1.4m of the overall
YTD spend. The overall impact of the announced pay award is twice this amount, £2.8m. The Trust followed the instructions from NHSE/I to
account for only 2% of the uplift in the position. The run rate excluding the pay award has remained fairly stable; however we are beginning
to see greater spend in both bank and agency categories. The increases are in line with expectations – during the planning stage, we knew,
the Trust will rely on both to cover for vacant shifts, maintain and deliver safe care in our new prisons’ contracts, as well as manage
increased acuity and observations within our inpatient wards. For the first time since we started recording agency spend, we are now in
breach of the NHSI threshold, and it is likely this position will get worse before we see improvements. We continue to maintain the agency
controls that have been in place before the pandemic. Further analysis of where the temporary spends are occurring can be seen in
appendix 2.
• Non-pay reported a £2.5m underspend. This is net of the YTD CIP target. The key areas of focus continue to be private beds (slight
reduction in month – we believe this is fortuitous but there are other programmes that are on-going which would eventually improve our bed
usage), Prisons escorts and bedwatches (including constant watch), drugs and spend on reactive estates maintenance. The reduction in run
rate, was as a result of a number of one-off spends in the prior month (some of these spends were fully funded by commissioners), this was
partially offset by the impact of London Living wage payment made on the ISS contract.
• The Trust’s plan assumes a 3% CIP requirement in order to breakeven. 27% of this has been RAG rated green, been to FSG and is subject to
Formal Exec approval for the directorate elements (£1.4m). Another £7.4m is RAG rated amber; of which £5.4m relates to the Trust wide
vacancy factor put forward to mitigate the level of CIP requirement in this financial year. This non recurrent vacancy value will be rolled into
2023/24 target. £750k has been identified and RAG rated red. All the schemes combined (including the vacancy factor) make up 88% of the
overall target. We expect to deliver any outstanding element non-recurrently; however this will also add to the 2023/24 target.
• Agency spend was 3.1% above the NHSI/E Trust assigned threshold. We expected living within the threshold for this financial year would
2 be
a challenge given the level of vacancies within the new prison contract that we took over this financial year. Some of these units were
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Financial

CIPs

The Trust will continue to pursue transformational programmes. We expect to deliver some of our CIP non recurrently through vacancies.

Risks

The SEL ICS submitted a breakeven position on the 20th June submission. This relies heavily on 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.

Capital

The Trust negotiated a capital allocation of £10.84m from SEL ICS for 2022/23, with a further £4.10m drawn from the SEL ICS’s strategic
fund for redevelopment of the QMH site. Since then NHSE/I have proposed to change the funding allocation to the LGT Queen Elizabeth
Hospital, which will have an impact on the 2022/23 programme across the whole SEL ICS patch. The issue relates to when the South
London Health Trust was dissolved and LGT took over the running of QEH. LGT had agreed a number of capital improvements for the site
which NHSE/I are now saying should be funded from the SEL ICS allocation. SEL ICS are in discussions with NHSE/I with regards to the
funding of this project, in the meantime all organisations have been asked to plan for 95% of their allocation. This would lead to a revised
allocation of £14.19m. The reduction of £0.75m has initially been earmarked against the QMH allocation of £4m.
YTD expenditure is currently £1.36m behind the revised plan, principally due to slippage within the Estates programme of ward
refurbishments. The majority of these works are expected to commence within the next few months. However works valued at £1.84m
planned at Green Parks House are continued to be delayed whilst waiting authorisation from the PFI owner and may not start until the end
of the year at the earliest. Additional projects including network security firewalls and network switches have been identified which can be
undertaken if necessary to ensure that Trust fully utilises its allocation whilst being able to accommodate the adjustments for QEH.
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 initially 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. However since then, the rent for a number of the properties operated by the Trust have been reviewed, so the Trust has
revised its valuation of its right to use assets under IFRS16 to 38.1m, which is offset by the same amount of liabilities (£6.4m due within 12
months and £31.7m non-current). Although the amount of depreciation charged to the I&E over the year will increase as a result it is offset
by a reduction in operating leases costs.

Cash

BPPC

The total cash held at the bank increased by £1.2m during July, driven primarily by an increase in working capital. The total amount of cash
now held at the bank is £138.4m against a plan of £115.4m, driven by a higher level of deferred income and accrued expenses than
planned.

3

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
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Statement
of Comprehensive Income

The Trust delivered a £0.5m surplus at the end of month 4. This is after
adjusting for the £7.25m the trust contributed towards the ICB plan
position in June 22. An element of the new funding (MHIS & SDF) related
to posts that are yet to be recruited into were deferred in M4. This
represents £0.6m of new funding.
• Income: £4.3m behind plan
• The overall income position is driven by a number of in-year
deferrals. These include SLP Adult Forensics services, Complex
care, Queen Mary Programme and some of the new fundings
that are yet to be recruited into. The M4 position accounts for
the adjustment of the £7.25m that the Trust gave up in support
of the ICB June 22 plan position.
• Pay: £2.2m underspend
• The overall pay position includes a 2% pay award provision. The
overall pay settlement if reported would been circa £2.8m. The
key area of concern even though it was expected is agency
spend. For the first time we have breached the NHSI/E Trust
assigned threshold and it is likely we will continue to see spend
at this revised level for the foreseeable future.
• Non-pay: £2.5m underspend
• The underspend relates to some of the new monies that are yet
to be allocated. There are also, income deferrals that have equal
and opposite effect on the Non-pay..
• Agency Cap:
• 3.1% above the agency threshold; refer to appendix 2 for
further details

4
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Statement
of Financial Position

Debt summary
• Total Trade Receivables stands at £12.3m at Jul 2022, a decrease of £1.3m from last month but an
increase of £0.1m compared to year end. £1.2m has been received since month end, including £0.3m
relating to debt over 90 days.
•

Debt > 90 days was £6.7m compared to £6.4m at M2 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: £0.64m An agreement has been made with LGT to settle this debt along with £3m owed by the
Trust to LGT. This has now been escalated to the DoF level.
RBG: £1.64m (£0.78m staff recharges, £0.37m s75, £0.26m Young Grn, £0.23m Int Therapies) A
remittance advice for the Young Grn has been received. Waiting for confirmation of amount that SEL CCG
will contribute towards the s75 before credit notes will be issued. Finance working with RBG to recover
remainder
GSTT: £0.49m QMH Pass through costs. Finance team are continuing to work with GSTT to recover the
remainder.
LB Bromley: £0.64m s75 charges which has been escalated to management
Bridges Healthcare Services: £0.25m. The Trust has agreed to write this off with final approval
needed from the Board of Directors. This debt has been fully provided for and therefore will not have an
impact on the I&E.

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 YTD by the end of July was 91% by
volume and 89% by value. This was similar to the position at the end of June when the percentages were
92% by volume and 89% by value.
IFRS 16 Leases
• 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. The Trust had initially recognised £30.5m of both assets and liabilities, however
the calculation was reviewed in July in response to a rent review for several of the leases. This resulted in
increasing the value of the recognised assets to £38.1m, which is offset by the same amount of liabilities
(£6.4m due within 12 months and £31.7m non-current).

5
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Capital Investments
Key Highlights
The Trust negotiated a capital allocation of £10.84m from
SEL ICS for 2022/23, with a further £4.10m drawn from
the SEL ICS’s strategic fund for redevelopment of the
QMH site. Since then NHSE/I have proposed to change
the funding allocation to the LGT Queen Elizabeth
Hospital, which will have an impact on the 2022/23
programme across the whole SEL ICS patch. The issue
relates to when the South London Health Trust was
dissolved and LGT took over the running of QEH. LGT
had agreed a number of capital improvements for the site
which NHSE/I are now saying should be funded from the
SEL ICS allocation. SEL ICS are in discussions with
NHSE/I with regards to the funding of this project, in the
meantime all organisations have been asked to plan for
95% of their allocation. This would lead to a revised
allocation of £14.19m. The reduction of £0.75m has
initially been earmarked against the QMH allocation of
£4m.
YTD expenditure is currently £1.36m behind the revised
plan, principally due to slippage within the Estates
programme of ward refurbishments. The majority of
these works are expected to commence within the next
few months. However works valued at £1.84m planned
at Green Parks House are continued to be delayed whilst
waiting authorisation from the PFI owner and may not
start until the end of the year at the earliest. Additional
projects including network security firewalls and network
switches have been identified which can be undertaken if
necessary to ensure that Trust fully utilises its allocation
whilst being able to accommodate the adjustments for
QEH.

6
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Risk Register

The table below sets out the current status of all the live Business Committee risks. 1 of the 3 live risks is an in-year risk. The Business Committee reviewed and
approved both the changes in wordings and risk rating in the July’s BC meeting.

7

Appendix
1 - Operational Performance
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 CYP: £1.08m underspend YTD
The underspend position continues to be driven by high vacancy levels across the Directorate £381k underspent in month. Currently carrying 46.00wte vacancies within
Psychological and nursing staff groups. Services continues to experience recruitment challenges locally. A rolling recruitment drive has been put in place as part of the
2022/23 forward planning strategy to ensure all vacancies will be covered this year which includes recruiting from abroad. Pay costs have remained relatively unchanged
compared to previous year’s monthly averages. Income reported an underperformance position in month due to the continuing underperformance of out of area variable
income. Non Pay favourable position has benefited from new funding that is yet to be spent. However, clinical supplies have seen a slight increase in run rate mainly within
the RBG Greenwich Imms & Vacs services and school screening licences which have been partially offset by deferred income.
 Forensics: £17k underspend YTD
The position is driven by Non-pay overspend due to significant increase in expenditure incurred on escort/security (Bracton), Training (Psychology) as well as catering within
the Memorial wards (Hazelwood and Greenwood) following the introduction of "cookfreeze" (in-house catering discontinued and outsourced to ISS). Further work is being
carried out to understand the slight reduction in non-pay spend which has resulted in an underspend position YTD.
 South London Partnership (PCs)/ Complex Care (CC)
Subject to a year end 3 way SLP split. A number of business cases have been approved by the partnership Board and by the various governing bodies of the 3 SLP trusts.
 Prisons: £1,224k 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. There was a material increase in agency spend in the Kent cluster. Compared to last month, the increase was 72%. This was
somewhat expected but we suspect incudes catch up roster authorisations. It was required to cover vacancies in the Sheppey prisons as well the new Mental Health
contract. The service continues to intensify their substantive recruitment efforts; with a handful of new starters expected in September 2022.
 Adult LD: £205k underspend YTD
YTD underspend continues to be driven by Nursing, HCAs and AHP staff groups due to high turnover rate and vacancies £215k, mainly within Day Services (£52k),
Community Services £261k, and Snr Management and admin (£42k). Recruitment efforts remain in place to mitigate the impact of bank and agency staff usage. Income
continues to underperform by (£30k in-month, £91k YTD) due to reduction in Extra Contractual Referrals (ECR) at Atlas House. This represents a 40% reduction in referrals
2 in 5 possible referrals.
 Acute and Crisis: £1,161k overspend YTD
The position is largely driven by private acute & male PICU Beds; cost of temporary staffing associated with vacancies, sickness absence and close observations
and underperforming income generation model. The directorate has developed revised bed management/ flow structures since Nov 2021 to increase oversight and grip on
flow and on private placements. A revised PICU oversight pathway for Male & Female PICU was launched in June 2022 in order to improve grip and consistency. A paper is
due to make the financial and quality case for refurbishing of TARN to introduce a de-escalation room and a seclusion room. In Q1 2022 a decision has been made to reopen temporarily Norman Ward, the likely opening time is November 2022. Parallel efforts to reduce bed occupancy will continue including suitable alternatives to admissions
(CRHTT and Liaison re-set; Great out of hospital care programme; improved efficiency and effectiveness in community teams); Improving consistency of substantive
staff (reduced vacancy and sickness; reduced violence & aggression); Improved consistency of practice (New Bed Management policy). 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. Income
generation on TARN has improved due to reopening of 2 income generating beds in May & June. M4 income was £45k higher than 3 months’ average. The plans for TARN
model are being currently reviewed. The tariff for income generating beds is also being reviewed and is due for launch in Q2. Budgets for Transformation in Liaison
allocated in M4, c £575k.
 Community Mental Health: £5k overspend YTD.
YTD underspend continues to be driven by high levels of vacancies not being backfilled by temporary staff mainly within Psychological, AHPs, A&C and Nursing staff groups
representing £871k YTD of the underspend. These underspends are however offsetting high overspends in Medical and Social Workers overspends. Medical staffing (£576k
YTD) overspent which is linked to the use of agency staff to cover vacancies and short term sickness pressures. Social Workers (£127k YTD) overspend is attributed to
continued use of agency staff to cover vacancies and increased AMHP service requirements. Workforce and skill mix review is underway to mitigate high agency premium
currently being incurred. Non pay overspend is being driven by the CIP target £356k YTD and Drugs spend across Directorate £191K YTD which is being partially offset by
underspends accruing from the unallocated reserve (£168k YTD) and Bexley supported placements placement costs. The unallocated reserve of (£126k YTD (£504k in the
year, is being considered as part of the Directorate's CIP strategy.
 Community Physical Health£583k underspend YTD
The underspend is driven by the Home First recruitment challenges and vacancies within Nursing and AHP posts (mainly ECB and Meadowview). Recruitment to Home First
posts is underway. Pay was £168k above three months’ average due to re-coding of Bexley DN costs from COVID to Directorate’s position. Income underperformance is
mainly due to slightly lower activity in Greenwich MSK (caseload cleansing is due to generate c. £100k catch up) and Podiatric Surgery (due to space constraints at Queen
Mary’s Hospital). Non-Pay overspend is mainly due to CIP allocation which will be reversed once it is fully allocated to pay lines. Non-Pay was £169k below three months’
trend mainly due to release of accrual for Oxygen due to its re-coding centrally.
8
 HQ Services: £150k overspend YTD
The YTD position is driven by a combination of catch up spend as well as increased spend. The Estates position includes a catch up for reactive maintenance, this cost was
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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.
July saw a continuation of the significant increases seen in June. We expect this to continue until we have recruited into the majority of the vacant posts particularly
within our new prison contracts. A detailed analysis of the YTD spend indicates, 17% relates to spend with Prisons, 8% of the overall relates to the NHSE hosted services
and all the other directorates combined make up 75%. Of the HQ admin spend, 65% relates to the NHSE hosted service.
9
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Appendix
2 – Agency Analysis cont.

Further analysis of Corporate in the next tab
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Appendix
2 – Agency Analysis cont.
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Appendix
3 – Bank Analysis

The monthly bank spend reported £0.23m increased spend compared to M3. This reflects the new programmes relating to MHIS, SDF, Community funding and Prison
contracts.
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Appendix
3 – Bank Analysis cont.
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Appendix
4 – COVID-19 monthly spend
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Monthly spend by cost category
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Appendix
5 Provider Collaboratives
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Appendix
6 Complex Care
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Appendix 8: Cash Bridge
Cash Balances were £23m above plan at M4,
with the amount of cash held totalling £138.4m.
This was mainly as a result of higher than
expected Deferred Income and Accrued
Expenses.
Although cash balances are expected to fall
slightly over the remainder of the year, they are
still expected to be c£130m compared to a plan
submitted to NHSE/I of £105m.
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Board of Directors
8 September 2022
Subject
Author
Accountable Director
Confidentiality/
FOI status
What is the purpose of
bringing this report to
the Board meeting?

Item
Enclosure

16
-

Report from the 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
• ICS update
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

Place based update
SLP update
Partnership working within Big Priority 3
Risk register

Further risks will be considered as part of the discussions at the board awayday
in October.
Partnership Committee 9 August 2022.

No such issues to note.

GSTT – Guys and St Thomas’ NHS Foundation Trust
HCAS – High Cost Area Supplement
ICB - Integrated Care Board
ICS – Integrated Care System
LCP – Local Care Partnership
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 Delivery of Trust Revenue Financial plan, in the context of the ICS
financial position and forecast outturn
2006: ICS capital regime
2012: Uncertainties created by move to Integrated Care System approach

Please summarise
implications for:
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Quality
Financial
Equality analysis
Service
user/carer/staff
Executive Summary

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

EXECUTIVE SUMMARY (High-level / strategic summary)
Key Highlights, Issues and Exceptions
ICS update: A survey of members of the public and Integrated Care Board (ICB)
board members has been undertaken following the first meeting held in public.
The current dominating issues are wait times with emergency departments and
ambulance services, the failure of the GSTT records system, which plays a crucial
role in primary care, and finances for this year and 2023/24. The strategy
development work will need to take account of key themes from patients and
the public, and we will need to align ourselves with these and our own building
blocks, such as inequalities.
Place based update: All three Local Care Partnerships (LCPs) have met once
since 1 July 2022, and Oxleas is represented at each. The structure is broadly
similar in each LCP, but the voting membership is different. Healthwatch is
represented at all LCPs.
SLP update: The trust is supportive of the Complex Care Business Case.
Discussions are continuing on what will be included in the mental health
provider collaborative. There is interest in taking this forward at place, and
there is the opportunity to influence this through place-based relationships.
Partnership working within Big Priority 3 making Oxleas a great place to work
and Building Block 6 reducing violence, aggression and abuse against our staff:
At present, the focus is on activity more than outcomes. Whilst collaboration
can be helpful, this needs to be done effectively and at scale. Improving staff
experience is an area where there should be healthy competition. We are
competing against inner London trust that offer a higher HCAS rate, so we need
focus in recruiting and retaining staff by making Oxleas a great place to work.
Our biggest opportunity is workforce supply and attracting new people. We are
also engaging with local communities from a recruitment perspective. There is
much good work with colleges and there is more we can do on this.
Risk register: Whilst there are a number of challenges, these are not easy to
articulate as risks with mitigation plans. The committee noted that the board
will need to consider how we will align our Board Assurance Framework with
that of the ICS, and how we will use risk appetite, if there are system risks that
are outside our control. It was agreed that further risks will be considered as
part of the discussions at the board awayday in October.
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Additional information/analysis
The minutes of the committee and the SLP report have been circulated to Board
members.
Action required
For the Board of Directors to note.
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Board of Directors
8 September 2022
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Enclosure ‐
Item

Subject
Author

Infrastructure Committee (meeting 16 August 2022)
Alison Furzer – Director of Informatics
Anthony Worral – Estates Head of Capital Development

Accountable Director

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

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

For approval, information and to provide assurance to the Board

What risks/issues in the The Board are asked to note Infrastructure Committee approval of ∙
 The Information Governance and Cyber Security Annual Report ∙
report need to be
 The disposal of Blean Grove
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

Infrastructure Committee

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

None

QMH – Queen Mary’s Hospital
QEH – Queen Elizabeth Hospital
GSTT – Guy’s & St Thomas Hospital
SEL ICS – South East London Integrated Care Systems
LGT – Lewisham & Greenwich Trust
LCR – London Care Record
CAN – Cyber Associated Network
SLaM – South London and Maudsley
IC – Infrastructure Committee
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Link to Board
Assurance Framework
Please summarise
implications for:
Quality
Finances

Equality analysis
Service users/
carers/staff

Executive Summary

1994: Cyber Security Strategic Risk

The aspiration to deliver high quality environments across our Estate
and make best use of digital technology.
SEL ICS are currently planning for all trusts to have capex budgets top‐
sliced by 5% for QEH Improvement Scheme. This would reduce Oxleas
CAPEX budget to c £14.2m, an approximate reduction of c £750k for
2022/23. For the time being this reduction has been earmarked against
the strategic allocation (QMH).
Future restriction on capital expenditure may impact on some social
groups by inhibiting estate and IT development
Continued work to improve cyber security resilience to protect patient
data.
Oxleas Buildings do not contain autoclaved aerated concrete. Recent
news stories published 34 hospitals at risk of collapse due to its use.

EXECUTIVE SUMMARY (High‐level / strategic summary)
Key Highlights, Issues and Exceptions
GSTT and Advanced Healthcare IT issues
The committee received an update on the recent IT issues that have
impacted GSTT and the ongoing cyber security issue that has affected a
number of NHS Trusts in SEL as well as elsewhere in the country.
GSTT: THE GSTT issue was related to a failure of air conditioning
systems. The committee was given a full update of the investment in
this area and measures in place at Oxleas.
Advanced Healthcare: The committee received an update on the cyber
security attack that took place at the start of August on a number of
healthcare systems provided by Advanced Healthcare. Fortunately, on
this occasion, we do not use any of the systems that were impacted.
However, the attack has had a big impact on the 111 service as well as
our neighbouring MH Trust. We have been providing support and
mutual aid where appropriate. There will clearly be lessons learned
from the incident and we will continue to review our cyber security
strategy and workplan as more information becomes available.
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Information Governance ad Cyber Security Annual Report 2021/22
The report was presented to the Committee. Highlights from the
Annual report include:
 Trust satisfactory compliance with data security toolkit.
 Update on incidents reported to the ICO.
 Cyber security approaches
 Information Governance team focus for 2022.
The annual report was approved by the committee and will be
discussed by the Board in part II of the Board meeting due to the
confidential nature of some of the contents.
Update on Building Block 7 – Increasing Digital and remote service
delivery
The IC received an update in BB7 of the Trust strategy. The
presentation explained how IT is supporting the Trusts 3 key priorities,
and how we have been digitally connecting patients and our staff. This
update will also be presented to the board in September.
PFI GPH Project
It is not expected that full 1.8m for the PFI GPH project will be spent
this financial year. Discussion on alternative spend within this financial
year (what IT or Estates projects can be brought forward from 23/24 to
be discussed in October IC).
SW London Prisons‐ IT mobilisation
Now that the legal issues have been resolved, work has commenced on
the South West Prisons programme, with suggested Go‐live dates for
Lot 1 being 1 Oct, and 1 Dec for Lots 3 & 4. There is complexity in
meeting these dates due to the lead times of suppliers and availability
of IT equipment. There are active discussions with the prisons, the
Exec. Team and NHS England about this.
QMH Theatres
The theatre project at QMH has been completed and an independent
authorising engineer will be undertaking a final compliance
assessment, which will be jointly commissioned by Oxleas and GSTT.
Additional information
Full minutes have been circulated which provide greater detail.
Risk
The IC noted the potential risks and actions associated with the SW
prisons IT roll out.
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Item
Enclosure

18
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

People Committee update
Rachel Clare Evans - Director of Strategy & People
As above
Not applicable

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

To update the Board on the July People Committee meeting.

What risks/issues in the The Committee noted the risks associated with our staffing position and
report need to be
the plans for taking a more intensive approach towards workforce
noted or acted upon?
planning.
The Committee noted the risks around the cost of living crisis and the
current measures and new proposals being introduced for staff.
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

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.
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Service users/
carers/staff

Executive Summary

People issues directly affect our ability to recruit and retain good quality
staff and to provide good quality care to our patients.

Workforce Planning Report
The Committee welcomed the comprehensive workforce planning report
that look in depth at the staffing position in the trust, the likely future
projections and the actions we could take to improve the position.
The report highlighted that although staffing is an ongoing challenge, there
are a number of examples of great practice at Oxleas. These included our
graduate scheme, apprenticeships, wellbeing focus, Ox Leaders, our
dedicated recruitment role for hotspots, and starting international
recruitment. The use of new roles including paramedics in physical health,
child health practitioners, lived experience practitioners etc. has been
important and HEE have described the Trust as leading in terms of
implementation of these new roles.
Heatmaps have been produced using data from the end of April against the
Oxleas average to produce a risk percentage for each capacity indicator
with an overall risk rating for each Directorate. Points to note were that
although the overall vacancy rate for the Trust is 13.6%, this is over 20% in
both Acute & Crisis and CAHMS. Oxleas teams tend to have a high skill mix
but smaller teams and this acts as a prompt to ensure that teams have the
correct support for clinical staff and appropriate percentage of admin staff.
It was noted that Acute & Crisis received low scores in both categories.
Directorates that were rated as high risk were Acute & Crisis, Community
Mental Health, CAHMS and Prisons.
The Committee noted that there are some metrics where the Trust has
scored less favourably against compared to peers, although their vacancy
rates are higher and also that some receive inner London HCAS. The
Committee noted with interest the older age profile and the importance of
ensuring that we engage with this group to find out more about what will
encourage them to stay working at Oxleas. It was highlighted that flexible
working could help the high number of staff who may have caring
responsibilities.
It was noted that nursing is the profession with the highest risk rating,
however, medical staffing, Occupational Therapists, Psychologists and
Physiological Professions and Speech and Language Therapy also received
a high-risk rating. Recommendations have been made for each Directorate
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for further review and action including succession planning for high
retirement likelihood within nursing.
In terms of recommendations, it was agreed that the current suite of
activity could usefully be supplemented by •
•
•
•

Conducting team level role reviews and redesign activity.
Improving recruitment processes e.g., centralising job descriptions,
job fairs, recruitment panels etc.
Creating toolkits on workforce planning best practice for
Directorates, sharing best practice including guidelines on a review
of clinical support and admin mix.
Review employer offer and external branding.

[These were subsequently discussed and agreed at Transformation Board]
It was agreed that it would be beneficial for the report to be shared with
Board colleagues.
Cost of Living proposals
Following the ongoing cost of living crisis, further consideration has been
given to how staff can be supported further. Existing measures in place
include:
•
Bank rates that match substantive Agenda for Change rates for
substantive staff at that band. This is better than many other Trusts.
•
Staff can sell a proportion of their annual leave
•
London living wage is paid to all staff including contractors and we
will soon be accredited
•
Raising the profile of hardship funds available nationally
•
Vouchers for children’s holiday schemes.
•
£100 staff wellbeing voucher.
•
Working with managers to improve rostering and change forms to
improve pay accuracy. Most payroll queries are due to shifts not being
approved on time or managers inputting the incorrect data, so it is
important that managers are aware of the direct impact on staff.
New proposals include:
• Reviewing our Band 2 clinical workforce – the details will be
considered at the September Executive meeting.
• Fuel rates to be increased to 61p per mile [now introduced]
• Introducing the ‘Wagestream’ – a staff benefit which is founded by
social impact charities including Joseph Rowntree to improve financial
wellbeing of people at work. This functionality enables staff to access
a proportion of their earnings as soon as they are earned – helping
them to plan more effectively and avoid the need to access expensive
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•

financing, such as payday loans, towards the end of the month. It is
used by a large number of trusts and it has contributed positively to
staff experience.
Blue Light Card – Oxleas will fund staff for this card which enables staff
to access a wide range of discounts, including for groceries.

Other options being considered by the Trust include expanding the carpool pilot in Acute and Crisis, and ensuring that staff can access good
value groceries. We are also exploring how the cost-of-living crisis will be
affecting patients and how this will impact service delivery.
The Committee endorsed the proposals, and it was noted that this would
be communicated with staff and line managers.
Pay Award
The Committee discussed the tapered pay award, that would broadly
amount to £1,400 for each member of staff, backdated to April. The risk
of industrial action was noted.
The Committee noted that the Wagestream app would signpost staff to
benefits, such as Universal Credit, where they might be eligible.
Nursing Strategy 22-25
The Nursing Strategy sets out the Trust’s Nursing priorities for the next
three years and has been approved by the Executive. The strategy focuses
on three key priorities:
•
•
•

Growing the workforce
Raising the nursing voice
Delivering excellent nursing care

Each key priority is supported by four priority areas with annual work
plans. The nursing strategy addresses recruitment and retention as well
as focusing on ways to improve staff wellbeing. It was noted that there
are new roles in place including professional nurse advocates who will
undertake restorative supervision. The Director of Nursing also updated
the Committee on our new international recruits. Our first nurse from
India arrives on 11 August and we hope to increase to 25 later in the year.
It is expected that funding from HEE will increase significantly at this time.
The corporate nursing team is a very small team and delivering the
strategy will be a challenge. Investment has been received to enable four
posts to be made substantive which historically have been funded by HEE.
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WRES & WDES Action Plans
The Committee noted the action plans and noted that these have been
expanded to bi-yearly rather than yearly to allow for longer term changes.
Oxleas has made sustained progress in terms of fairer recruitment. Just
Culture has been used to reduce the number of formal disciplinary cases,
however, further focus is required as the Trust continues to see a greater
number of Band 2 and 3 staff going through formal processes compared
to other Bands. NHC advised that a deep dive has been held and a follow
up scheduled for 25 July to review Just Culture issues.
Year on year data on the disability status of staff has improved.
Black, Asian and minority ethnic staff and disabled staff report higher
levels of bullying, harassment and abuse from service users, colleagues
and managers than White staff and non-disabled staff. The Trust is
continuing to review how to tackle poor behaviours in teams by
supporting managers and staff to raise concerns and to challenge these
behaviours at an early stage. We are also introducing a specific
programme of work to tackle bullying.
Both action plans for WRES and WDES have been updated with input from
key stakeholders, including Black, Asian and minority ethnic staff, disabled
staff and the BAMEx and Disability Staff Networks. Action plans will be
submitted to the Board in September for ratification, and these will be
published by October.
BAMEx Network
The committee welcomed the BAMEx Network Chair to the meeting. The
network plans to focus upon supporting staff who have been at the top of
their band for a considerable length of time to encourage them to see
themselves as future leaders.
Black History Month Event will be held which will include remembrance of
colleagues that have been sadly lost.
The Trust held an event in June to mark Gypsy & Traveler History Month
which was well received.
The Committee thanked the BAMEx Network for the personal
commitment of all its members and for its invaluable contribution
towards ‘vaccination as a condition of employment’ and creating safe
spaces for staff.
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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?

Enclosure

19
-

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
Assurance Committee met on 19 July 2022. A summary of key points to
note are:
•
•

Where has this report
been previously
discussed?
Are there any issues in
the report that might
cause upset?

Item

KPMG progress report and recommendations tracker – continued
oversight of high priority actions through the Executive Team
KPMG audit of consultant job panning – outcome of partial

assurance with improvements required. Key recommendation being the

development of a job planning policy.
• KPMG audit of Fit and Proper Persons test – outcome of significant
assurance with minor opportunities for improvement. Any issues
with the documentation have since been addressed.
• Local Counter-Fraud Specialist (LCFS) Progress Report - the LCFS
has reviewed the single tender waiver relating to UKPN , and it
was found that this had been completed accurately and in line
with process, and conflicts of interest were considered
• Auditors Annual Report and Audit Certificate – no significant
weakness.
• Risk Register report from the Infrastructure Committee – the key
risk is the ICS capital regime.
• Legal Services Annual Report 2021/22 – increase in claims and
expenditure.
• External well led review – Good Governance Institute (GGI)
appointed to undertake this.
Audit and Risk Assurance Committee 19 July 2022.
No such issues to note.
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Glossary of
terms/acronyms used
in the report

CIPs – Cost Improvement Plans
FPPT – Fit and Proper Persons Test
GGI - Good Governance Institute
IAS16 - International Accounting Standard 16 Leases
ICS – Integrated Care System
ICT – Information, Communication and Technology
LCFS – Local Counter Fraud Specialist
NHSR - NHS Resolution
UKPN – UK Power Networks

Link to trust strategy

The Audit and Risk Assurance Committee has delegated responsibility for
clinical and non-clinical risk, so has oversight of any risks which may
impact on the delivery of the trust strategy. The committee also has
oversight of financial reporting, which contributes toward the building
block of making the best use of resources.
The Board Assurance Framework update is covered under a separate
item.

Link to Board
Assurance Framework
Please summarise
implications for:
Quality

Service
user/carer/staff

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

Executive Summary

EXECUTIVE SUMMARY (High-level / strategic summary)

Financial
Equality analysis

Key Highlights, Issues and Exceptions
KPMG progress report and recommendations tracker: At the time the
committee met, there was one overdue action relating to reviewing the
documentation for quality impact assessments of CIPs, and this has since
been completed. High priority actions are reported to the Executive Team
so that they are flagged for attention.
KPMG audit of consultant job panning: This audit received an outcome of
partial assurance with improvements required (amber/red), with one
high, four medium and two low priority recommendations, which was in
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line with management expectations. The audit found that whilst there
was no formal job planning policy, there are consistencies in practice.
The development of a policy will be taken forward in a considered way as
the trust will need to reflect on what is reasonable in terms of workload.
KPMG audit of the Fit and Proper Persons Test (FFPT): This audit received
an outcome of significant assurance with minor improvement
opportunities (amber/green), with one medium and three low priority
recommendations. All executive directors and non-executive directors
are subject to the FFPT. The audit found that good policies and processes
are in place. A small number of documents were not in place at the time,
but this has since been addressed.
Local Counter-Fraud Specialist (LCFS) Progress Report: The committee
heard that the LCFS had reviewed the single tender waiver relating to UK
Power Networks (UKPN), and it was found that this had been completed
accurately and in line with process, and conflicts of interest were
considered. An in-depth review of conflicts and single tender waivers will
be presented to the committee in September 2022. The committee
noted the update on reactive cases, and that delays are sometimes
caused by the challenges of obtaining responses from non-NHS
organisations involved in the investigation.
Auditors Annual Report and Audit Certificate: The committee received
the Auditors Annual Report and Audit Certificate, which had previously
been discussed with management. This now included the outcome of the
audit for Value for Money using the revised criteria. There were no
significant weaknesses and seven improvements recommendations. It
was noted that the recommendations were minor and related to common
practice across other organisations, they did not necessarily need to be
actioned by Oxleas.
Risk Register report from the Infrastructure Committee: The committee
received the risk register report from the Infrastructure Committee. The
risk on International Accounting Standard 16 Leases (IAS 16) has been
quantified as a moderate (9) risk, and mitigations are in place. The risk
relating to achieving carbon zero will take time to reduce. The risk
relating to cyber security is likely to reduce as mitigation work is carried
out over the summer. The key risk for the Infrastructure Committee is
the ICS capital regime, and the committee may need to look at both the
in-year and the longer-term ICS risk to capital. Capital risks are now solely
to be considered by the Infrastructure Committee for planning purposes
as opposed to a shared risk with the Business Committee.
Risk management Annual Report 2021/22: This is covered under a
separate item.
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Legal Services Annual Report 2021/22: The committee received the Legal
Services Annual Report 2021/22. The trust received 38 new claims in
year. For clinical claims, the top incident type is unexpected death or
death in custody. For employer liability claims, the top incident type is
staff assaulted by a patient. The general trend is that the number of
claims made against the trust is increasing. The trust closed 31 claims in
year. Of these, 12 were denied, eight were admitted, four were settled
with no admissions and the remaining seven did not progress. The total
cost of these claims to the public purse is £3,298,592. The trust paid
£42,000 in excess fees across these claims. Legal services expenditure in
2021/22 was £1.79m, a 39% increase compared to 2020/21. The main
area of increase was professional legal advice for inquests and Court of
Protection cases and NHS Resolution (NHSR) contributions. Overall, the
trust receives good value for money from the NHSR schemes.
Declarations of Interest – update on actions from LCFS review: The
committee noted that additional detail had been added to the policy on
the definition of decision-making staff and particular teams have been
referenced, ie finance, Information, Communication and Technology (ICT)
and estates and facilities teams closely involved in procurement and
authorisation duties. Clarification has also been added that all
directorships should be declared to avoid ambiguity. The committee
approved the changes.
External well led review: The committee approved the proposal to
proceed with the external well-led review using the Good Governance
Institute (GGI).
Policy update:
The committee approved changes to the following policies
• Standing Financial Instructions
• Salary Overpayments and Underpayments
• Special Payments Policy
• Standing Financial Procedures – Charitable Funds
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

20
-

Subject
Author
Accountable Director
Confidentiality/
FOI status

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

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

For information and assurance.

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

Work is progressing to ensure full assurance in relation to compliance
with the Kitchen Sharps Policy.

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
Equality analysis
Service users/
carers/staff

Health & Safety Oversight Committee
No
H&SO - Health and Safety Oversight Committee

The health and safety strategy and programme of audits are designed to
ensure the health and safety of staff, patients and visitors and is key to
the delivery of high quality services.
No significant issues.
All safety issues need to be considered and managed, taking account of
the needs of each individual.
The Committee seeks assurance that the safety of staff is properly
managed.
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Executive Summary

EXECUTIVE SUMMARY
The committee considered the 2021/22 Annual Report and noted
progress. It was noted that it reflected the whole of last year and much
work had already been undertaken to improve in key areas including
violence and aggression. The committee requested a presentation on iauditor given the reliance on this information.
An update on the work to ensure compliance with the Kitchen Sharps
Policy was received. Risk assessments had been completed in all areas,
but action was still required in response to these. Progress is tracked
through a monthly compliance report. The policy is to be reviewed in
conjunction with services to ensure it takes a measured and
proportionate approach, enabling services to meet the rehabilitation
needs of patients where this is appropriate.
The Health and Safety Climate Assessment survey had now closed,
receiving over 610 fully completed responses from staff. Responses will be
analysed and reported on in September.
The committee received a presentation on the work underway to tackle
violence and aggression. It was noted that this work is of interest, and
reports, to a number of committees including H&SO, People Committee
and PQAQ. The committee requested a further presentation in September
to provide further detail of the extensive work underway.
Additional information/analysis
Additional background information is available on request
Action required
To note.
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Item
Enclosure

21
21

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

The reports highlight some of the impacts of staff vacancies and high cost
of living on team performance and morale.

Link to trust strategy
Link to Board
Assurance Framework
Please summarise
implications for:

N/A
None
PCP Primary Care Plus
ADAPT Anxiety, Depression, Affective Disorders, Personality Disorders and
Trauma
CHRT community health rehabilitation team
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
The visits relate in a number of ways including:
• Staff morale and making Oxleas a Great Place to Work
• Safety
The visits focus on risks around workforce, safety and waiting times.
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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:
• Difficulties to recruit
• Effective transfer of patients between teams
• Positive experience of students on placements and returning to
trust to work
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Template for Non-Executive Directors’ board visits
Date of visit

Wednesday,
4th May 2022,
10am to 12 noon

Service

Bexley Community Health
Rehabilitation Team

Attendees

Ify Okocha, Chief Executive
Joanne Stimpson, Non-Exec Director
Lisa Cooper, Associate Director
Nicola Kemp, Physiotherapist & Joint
Team Lead
Kirsty Fitzpatrick, Physio therapist
Priya Leichombam, Physio therapist
Cheryl James, CHRT & Neuro Manager

Brief description of service
Service outline:

We are a team of physiotherapists and rehabilitation technicians providing assessment and
treatment to community based patients in their own home/care home.
Patients are housebound and unable to access therapy input in a clinic based environment.
We can provide equipment and mobility aids but we do not provide major adaptations.
If patients require additional equipment / medical treatment outside of the remit of the team, we
can refer on to the most appropriate team/person.
Our treatment is based on the patient’s current physical abilities; we then prescribe exercises or
rehabilitation programmes to help the patient achieve jointly agreed goals.
We will work through a self-management plan with the patient that will need to be completed in
between therapy visits to help work towards the agreed goals.
We also run falls assessment clinics with a view to the patient attending a falls prevention exercise
groups. These groups consist of six sessions of balance and strengthening exercises and advice.
The assessments and group sessions are currently being run on a 1:1 basis within the patients
home environment due to Covid restrictions.

Outstanding issues from previous visit
None

Overview of visit

Nicola provided an overview of the current service provision and the impact of Covid on team
waiting lists. Nicola explained the various pathways the team provide and how the longest waits
remain in the low-risk pathway. Details of waits are currently kept on excel spreadsheets but the
team are working with the transformation team to map this in to RiO.
The team talked about the robust induction plan they have to welcome new staff. They also
described how they currently use Whats App for lone working and how their triage process helps

1

191

to identify any potential safety issues relating to verbal or physical violence. The team had just
attended an online presentation with the Guardian service.
The team has had some new investment and have over recruited to continue to support the
restore programme. Whilst there is funding for an OT several attempts to recruit have been
unsuccessful and so they have filled this vacancy with physio staff. Further funding for an OT post
will be available in Year 2 of the Home First programme subject to final confirmation from the
local partnership board.
The team reported on going high demand and an increase in complexity of their patients and
waits remains their biggest challenge.
The team reported a good close working staff group who felt supported and no major issues to
raise but would like the exec team to review the items below.
Jo and Ify thanked the team for all their hard work and their ongoing commitment.

Actions will be reviewed regularly by service directors and board visits action tracker which will be reviewed
at Board every six months

Issues raised

The team reported that agile
working resulted in a loss of
mileage payments as the
current system deducts the
travel distance from home
rather than the base. Staff
that many miles away may
not receive any mileage
payments despite
undertaking 5 to 6 visits per
day
Staff require access to a car
so having a pool car would
open up recruitment
opportunities
Ify reported signage for the
team base is not adequate

Action

Assigned To Deadline
Dr Okocha

June 22

MH HTT have been piloting
access to pool cars and ACS to
look into this option

Sarah Burchell

July 22

Lisa to raise this with estates

Lisa Cooper

July 22

To discuss with Rachel C Evans
the impact of the current
system
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Template for Non-Executive Directors’ board visits
Date of visit

13.06.22

Service

Birchwood ward (Bracton Centre)

Attendees

Lawrence Mack – Service Director
Nina Hingorani – Crain - NED
Dr Abimbola Fadipe – Med Director

Brief description of service

Birchwood is a 13 bedded service. It is a predischarge ward with a model of care designed to
support service users to become ready to live safely in the community, with a streamlined
transition to supported placements.

Overview of visit
We were only able to speak with the clinical team lead (Peggy) as the ethos of the unit is that staff
are out with patients.
We were informed that it is a purpose-built accommodation, which was fine for the patients, but
not the staff. They have a small office and narrow corridors. The offices are on the first floor.
There is no access to staff on the ground floor. Lawrence is aware of the situation. There is a
newly refurbished staff room.
Peggy has worked with Oxleas since 2002 and started at the Bracton as a band 5 nurse. She feels
that there has been a lot of positive change for staff especially BAME staff over the last few years.
She said the BAFO work was a step in the right direction. She recalled that when she started at
the Bracton they were informed by the senior nurse at the time that they should not aspire higher
posts as their limit would be the band 5 role.
She also discussed the difficulties they had with patients that had neurodevelopmental
conditions. They were some delays and difficulties with accessing autistic spectrum disorder
assessments.
During our visit, a patient with autistic spectrum disorder traits was being assessed for a transfer
to the Memorial Hospital site. They had experienced a lot of difficulties with identifying a
placement for him. The multidisciplinary team was of the opinion that he had an autistic
spectrum disorder and should be offered the care and treatment review pathway for discharge.

Actions will be entered on to Board visits action tracker which will be reviewed regularly.

Issues raised
None

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

13.06.2022

Service

Forensic Medium Secure
Danson Ward

Attendees

Nina Hingorani-Crain (NED)
Lawrence Mack (Service Director)
Dr Abimbola Fadipe (Med Director)

Brief description of service

Rehabilitation Service for patients who have spent a long time in prison/care setting and require
help with daily living skills and adjustment to life outside of hospital.
The aim of the unit is to help patients to rediscover their independence and gain the necessary
skills to live a functional life out in the community.
We also help patients develop an understanding of the nature of their symptoms and build a
meaningful life around them.

Overview of visit
We enjoyed an excellent visit to Danson ward. The discussions with staff were constructive and
engaging.
The staff we met had worked at Oxleas from a range of 6 months – 17 years. The clinical team
lead had previously been seconded as a health care assistant to do her nursing training. The new
support workers we met were from a finance and IT background. They both spoke glowingly of
their experience of working in a health care setting and particularly on the ward. They were able
to talk to us about the ethos of the ward and how their aim was to empower patients and support
them with improving their skills to enable them to live a more independent life.
Patients spend an average of two years on the ward. They have a patient that has spent over 10
years as there has not been a suitable step-down placement for them. The ward is a step-down
placement for patients from more secure mental health services.
The staff were able to discuss how the culture of the ward was maintained despite the
heterogeneity of the patients and staff. They operate a buddy system with new patients being
paired with more established patients on the ward.
They have regular community meetings and co-production is a key component of their
rehabilitation model. Meals are prepared by staff on the ward, which patients seem to enjoy.
They were able to assure us that all health and safety measures were adhere to.
The staff were able to tell us about things that were going on in the directorate and the Trust.
They felt that they had access to information and that the Directorate management team were
available to them. They did feel that there could have been a wider consultation and discussion
before the introduction of uniforms to the Bracton wards.
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They felt confident that they could raise any issues of concern and were aware of the Guardian
service. They were aware of the staff well being offered by the Trust and expressed their
gratitude at receiving the £100 vouchers. They have regular reflective practice which is more
centred around staff well-being.
There were a few patients around at the time of our visit. We observed good interaction with
staff. We were shown their garden and the newly refurbished staff room.

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

Issues raised

Action

The Band 2 Support workers find it difficult with
the increased cost of living. They need to do an
extra bank shift a week to enable them cover
their expenses and pay bills.

Nina will discuss the Cost-of-Living issues in the
People’s Committee. A deep dive is currently
being undertaken.
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Template for Non-Executive Directors’ board visits
Date of visit
15/6/22

Service
Greenwich CMHRES

Attendees
Stephen Dilworth
Kemi Mateola

Brief description of service
The CMHRES Teams provide NICE Guidance on rehabilitation for adults with complex psychosis,
advocates the need for a recovery orientated approach, giving guidelines that support people
to access rehabilitation when they need it, and promotes a positive approach to long term
recovery.

Overview of visit

Interventions recommended include support in daily living skills, interpersonal and social skills,
engagement in community activities, including leisure, education and work, support to reduce
and manage substance use.
The caseload is around 55 and they have had some staff leave but have managed to recruit to
the posts. The team expressed frustration around protracted recruitment and inability to speak
to HR by phone, all of which they feel has occasionally led to losing the staff. On caseload, they
feel that they are struggling to cope with such a large amount, given staffing issues.
The SLE recently provided extra money for a CHMRES plus team, and we met some of that
team today, they work with around 16 clients on the caseload but need consultant input. The
consultant has recently retired, and the team currently have a locum consultant two days a
week. The plan is to recruit a substantive consultant.
The team have stable clients on depot on their caseload and are looking forward to the
propose PCN work which will hopefully allow stable patients to be transferred to primary care
with support from mental health practitioners.
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They also would like a social worker in the team.
Lots of positive feedback about the work they do with clients, concerns around rising cost of
petrol as they do a lot of visits in the community.
Charitable funds suggested for work they are doing with clients e.g. allotment. Also suggested
that they need to get away for team building.
Most staff have only worked for Oxleas and so there is a strong team spirit and commitment to
Oxleas. Our good points are seen as flexibility, well respected within the NHS, staff are
supported and we are a fair employer. Maintenance issues raised were around cost of petrol,
parking in Greenwich and business car insurance

Actions will be entered on to Board visits action tracker which will be reviewed regularly

Issues raised

Action

1. Delayed recruitment and inability to contact

LR/KM to liaise with RCE

2. Charitable funds

Staff to progress through Line Manager and/or
Finance

197

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

22.7.22

Service

Acute & Crisis Directorates

Attendees

Yemisi Gibbons (YG)
Adrian Dorney (AD)
Azara Mukhtar (AM)

Brief description of service

Woodlands provides 24-hour inpatient services for adults living in the borough of Bexley,
The unit has the following wards:
Holbrook ward
A dementia intensive care unit which cares for adults and older adults with complex needs and
behaviour related to their dementia. Extensively refurbished in 2016 to provide a stimulating and
comfortable environment, it is staffed by a specialist team who work with others to provide a full
package of care and support to carers and families. The ward includes a lounge area, dining area,
kitchen, salon, potting shed, garden, art room and many sensory activities which benefit our
patients.
Lesney ward
A ward for people aged 18 to 65 with mental health needs living in the Belvedere, Barnehurst,
Crayford, Erith and Northumberland Heath areas.
ECT (Electro-Convulsive Therapy). This an invaluable therapeutic tool for the treatment of severe
depression. Despite its somewhat difficult social image, ECT has evolved over the years into a
highly sophisticated treatment, recognised as the most effective medical intervention for
depression in a very large meta-analysis commissioned by the Department of Health. It is
recommended by NICE, mainly for the treatment of severe depression. It is particularly effective
in the presence of psychosis, or severe psychomotor changes. Several studies, carried out in the
US, have shown that ECT shortens hospital stays. ECT is regulated by a dedicated accreditation
body in the Royal College of Psychiatrists (ECTAS) and is now a mandatory component in the
portfolio of psychiatry trainees in the UK.
(Millbrook ward – Temporarily based in Green parks house)
A ward for people aged 18 to 65 with mental health needs living in the Bexleyheath, Bexley, Blackfen, Cray, Sidcup,
Thamesmead and Welling areas.

Bexley Crisis Resolution & Home Treatment team
Offer assessment and treatment to adults in an acute phase of illness 24/7
CRISIS LINE
24/7 call centre which accepts calls from Public, police, ambulance for people in MH Crisis
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Outstanding issues from previous visit

22/2/21 – Bexley HTT visit – issues raised:pool cars – pilot in place currently
mileage rates – reviewed at time but costs fully covered at time of visit
security at Woodlands – this action was open

Overview of visit

The Board visit covered Lesney ward, Holbrook ward, ECT clinic, Bexley HTT and Trust Crisis Line.
AM joined the visit from Holbrook onwards.
Lesney Ward:
James Njoki, Ward Manager
Yemisi Gibbons, Non-Executive Director
Adrian Dorney, Associate Director
Naidoo Armoordon, Head of Nursing
James Njoki, Ward Manager showed us around the ward. Currently full refurbishment is taking
place at Woodlands and temporarily Millbrook Ward has moved to GPH and Lesney Ward has
moved into the fully refurbished Millbrook Ward area while the Lesney Ward area is being
refurbished.
The newly refurbished ward area was very clean, bright and tidy. Colours chosen were calming. It
was remarked that the ward felt quiet and relaxed at that time. As the refurbishment has only just
been completed the ward boards are not yet refitted, this is planned to take place. However, the
ward plan to minimise the material that is displayed on the walls by the use of a “live” television
information display that is accessible to all patients. This will ensure information is current and
lessen risk from wall displayed information.
The ward has had repairs done the ceilings to make them fully anti-ligature compliant, this is good
news for the overall operating of the ward but it has had the unusual effect of creating a slight
echo down the corridors. The Estates Team is apparently aware of this and looking for solutions.
The ward was very warm due to the current prevailing weather conditions.
Patients were dispersed around the ward, some in their bedrooms, in the lounge areas and dining
areas. The outside enclosed balcony was available to patients to get air with staff supervision and
the Woodlands secure garden area was also available for patients to use with staff supervision.
We later visited this area which was recently officially opened by Steve Dilworth. The gardens
have artificial grass, a covered area for patients to sit, exercise equipment and a football /
basketball area. Very pleasant space for patients and carers and we were told staff use it to have
breaks also.
We visited the female only lounge areas which are not kept locked but are directly observed by
staff from the Nursing Station. The walls were decorated with rain forest vinyl wrap wall paper
which gave a serene feel to the area and broke up the plain walls around the rest of the ward.
The dining area was large and airy and patients were sat relaxing in this area. The male lounge had
a patient resting in it watching television so we did not disturb them but we observed a “Safety
Pod” in the lounge and James explained that this was used to make restraint safer and less
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distressing for patients but was also used for patients to lounge in so that it did not have entirely
negative connotations.
We viewed a patient room that was not occupied. It was bright and spacious, the new furniture
was the latest high standard for both infection control and safety, it was heavy plastic and curved,
so hard to lift and throw and yet easy to clean. It was remarked that the furniture looked modern
and stylish.
We viewed the ward clinic room which was tidy, ordered and clean. Ames Njoki accounted the
medication cold storage provision and how the room was managed.
We met with staff in the Nursing Station Office and then with other staff as we walked round. The
office had an air conditioner unit and was a cool and bright working environment. The ward was
fully staffed on the day with nursing staff and admin. We discussed working on the ward with staff
and they feedback that they enjoyed working on the ward as the team was very good and well
supported.
One member of staff who had been qualified for 1 year said that they had been a student nurse at
Woodlands and had chosen to return to work there as they liked it so much as a student. Another
student nurse who was doing a placement on Lesney Ward said they had felt the learning
environment and support was very good.
We discussed the Safety Cross that is being used within the ward to monitor the level of acuity on
the ward at any one time. Staff were able to describe how the tool works and talk about how it
applied to the ward at that time on that shift.
We discussed the absence of Quality Boards and the staff said that after the refurbishment the
boards were due to go back up. James Njoki confirmed this.
We discussed the temperature on the ward and staff acknowledged that due to the weather the
ward was hot but there was airflow, but that the Nursing Station was kept workable in due to the
air conditioner.
Staff accounted that the ward was calm and that there were no concerns about patients at that
time. Staffing level was correct and there were no level 3 observation necessary at that time.
Holbrook Ward

We were met by Stacey Blackford (SB) - Ward Manager. The ward was quiet, open and bright,
arranged in a hub and four spoke configuration with the spokes being the patient’s bedrooms.
Bedrooms are kept locked if not occupied to avoid patients wandering into other patient’s rooms
but are unlocked at patient’s requests. There are male and female spokes which are adjusted
according to ward occupants. The hub (lounge area, dining area, kitchen, salon, potting shed,
garden, art room and TV room) is mixed sex. There is a sensory garden just off the hub which has
winding pathways, planting and an old red telephone box to stimulate the patients.
The ward staffing budget is 7 wtes and on the day of the visit they were 1 wte RN and 1 wte HCA
short. This was due to the fact a patient was required to go to hospital and needed to be
accompanied. Usually 2 staff go to ensure patient oversight and staff rest breaks. The staff
member had been away for the day. SD had been in touch throughout the day.
On the day of the visit a group of patients were undertaking a sensory activity where a projector
was simulating an interactive underwater scene. A member of staff was encouraging patients to
participate, and this appeared to be a popular activity.
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Three staff were retiring on the day of the visit, and we met two of them. They spoke highly of
their time on the ward and at Oxleas and its predecessor organisations. One of the members of
staff (an HCA) was coming back to work on the ward after a short statutory break following
retirement and SD stated what a valued member of staff they were. We unfortunately missed
their leaving presentations.

Patients are usually admitted onto the ward from either care homes or acute hospitals and come
for an assessment of their needs. There is an Occupational Therapist prompt sheet for referrals to
the unit. The longest length of stay (LoS) was 2 years and the shortest is 6 months. Most patients
stay less than one year.
SD and the staff on the ward were caring, sensitive to patient’s needs, dedicated to their patients
and their needs and wanted to do the best for them. There were no significant instances of
violence and aggression from patients and when these occurred, they were linked to confusion
and were managed well by staff SD stated.
The décor had wallpaper peeled off in certain areas as the ward had a patient who was inclined to
do this. The ward is currently in the process of planning a redecoration including new furniture.
AM invited SD to raise any issues or requests. Staffing was raised as an issue and request for the
establishment to be increased from 7wtes to 9wtes as if staff had to leave the ward, as the day of
the visit, there were only 5 staff to manage the patient cohort. SD stated she did step in if this
was the case but highlighted it was not possible to get bank or agency cover as when temporary
staff realise it is older adults ward, they only stay for a few hours dan will not finish shifts or book
again. This is due to the fact they have a perception that the work is not attractive as they are not
trained to encourage and stimulate the patient cohort on the ward. If the ward did not have
7wtes then there was less ability to provide interactive activities or provide care to the standard
that SD or other staff members would like to provide.
AM and YG queried whether the ward had any volunteer staff who regularly worked there. SD
stated that prior to the pandemic there had been more volunteers and although some had
returned there were not as many.
We visited on one of the hottest weeks of the year and one of issues SD raised was the possibility
of getting air con in the kitchen as the heat was excessive in that area when cooking.
Lastly a request to see if a cold water dispenser could be arranged. AM reminded SD that there
was a fund that could be accessed by the ward being the £10k staff assembly fund and another
fund. Furthermore if an idea that was co-produced with patients was agreed that would make the
ward experience better then there was a separate charitable fund for schemes of up to £750.
The Board visit then moved towards the ECT suite via the Woodlands garden and outside space. It
was a hot day, and this area was pleasant, breezy and well maintained. We were told the area
was well used by both staff and patients and had been greatly appreciated.
ECT Suite
The ECT suite was not in use when we visited as the afternoon sessions had finished and as a
result we were not able to meet Jeck Ding (the ECT Manager). Naidoo Armoordon (NA) talked us
through the service. We were talked through what occurred during the ECT procedure. The ECT
course of treatment was usually 12 ECTs at the rate of 2 EXT sessions per week. As patients need
anaesthetic for the treatment there is a recovery room next to the procedure room and an
overnight stay required. The team usually conduct 3-4 procedures every day.
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The team also provide a second treatment of rTMS being repetitive Transcranial Magnetic
Stimulation which is a non-invasive treatment for depression where medication has been
ineffective. No anaesthetic is required for this procedure.

The team are very proud of both these services, which are not provided at every MH trust, and
the success rate for patients who have found medication less effective has been high. ECT has
moved on significantly from its use and perception 10 or more years ago.
HTT Team
A number of members of the team were on phones when we arrived dealing with their clients or
other professions in relation to their caseloads. The team had recently cleansed their caseloads to
bring them down from 54 to 34. This was part of the HTT reset plan. HTT are referring approx 3-4
clients to the MH community teams per week. The next stage of the reset plan was for HTT to
step into the pathway earlier ie A&E process to divert patients to HTT.
We discussed caseloads and challenges with recruiting more staff, principally due to a lack of
suitable staff to recruit due to national shortages of qualified staff. We discussed alternative
recruitment strategies. There had been 2 registered nurses who had wanted to apply to become
advanced practitioners but could not go through the programme due to need to go to university
whereas now there was an apprenticeship route. We also discussed the apprenticeship route into
the Band 6 posts and there was an apprentice currently working on the team.
The team have been trialling a pool car and they feel this has been going very well. The team
would like to see this expanded. There are plans to submit a business case in September bringing
all the evidence from the trial period prior to any decision to make this permanent. This will go to
the Financial Sustainability Group and then onto Formal Executive for decision. The team also
raised the mileage expense rates when using their own cars in the community. AM was able to
report that the following Monday communication would be shared that the mileage rates were
increasing from 45p per mile to 61p per mile. This Trust decision to help with the cost of living
and fuel crisis was very well received by the team.
We discussed the communication between the HTT and the MH Community teams. There are
9am and 1pm calls between the teams to discuss caseloads and patients.
AM and YG asked the team if there were any other issues they wished to raise. The key issue for
the team was resourcing due to vacancies which not only affected the directly Trust employed
posts but social workers, where there were currently 3 wtes vacancy. These staff are employed
by the Local Authorities.
The issue that Homeless individuals are being referred HTT, which the team cannot then manage
as there are much wider social and housing issues to address. AD stated that homeless individuals
should not be referred to HTT as they do not meet the criteria for the service. This is an ongoing
issue.
Overall the team were well engaged and showed high levels of care. They appeared to be well
engaged on the reset agenda for the team and were engaging well with all trials of new ways of
working.
Crisis Line Team
We visited the crisis line team which had expanded from a Bexley only service to a Trust wide
service. At the time of visiting all the call handlers were busy on lines dealing with calls and
therefore we were not able to talk directly to staff. Parvin Magho (PM) talked AM and YG through
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what the team did. Call handling team has 3 to 4 staff handling calls on any one shift. On the day
of the visit there were 3 staff there – Band 6, Band 4 and Band 3.

Staff do have scripts to follow and there is a screen monitoring call activity including number of
calls received, average time of calls, any abandoned calls etc. All conversations are recorded for
training purposes and the details of the calls are monitored and the PM and the team discuss
ways of improving calls and responses. LAS can refer calls directly to the Oxleas crisis line and this
team now covers Bexley, Bromley and Greenwich. The team work closely with HTT.
ASD Sensory Room
We visited the above room which had been established as a decompression room for both ASD
and other patients. The room is fitted with an array of lights and sounds as well as seating and
different surfaces to touch and engage the senses. The overall impact was calming and we saw
the full cycle of lights and colours whilst visiting the room. There were columns of water with
bubbles and light effects which provided further calming sensory input. The room was well used
and was seen to have a calming effect on patients and clients.

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

Issues raised

Raising staffing
establishment from 7wtes to
9 wtes due to lack of ability
to obtain temporary staff if
the full 7wtes are not
available on the ward.
Exploring expanding the
number of volunteers on the
ward to help with patient
stimulation activities
Kitchen gets excessively hot
when cooking
Although tap water is
available on the ward the
staff would like a cold water
dispenser on the ward
Although the caseload
cleansing has improved
matters the ongoing level of
vacancies makes the service
difficult to deliver to all KPIs

There are issues with
interfaces with other teams
referring individuals
inappropriately

Action

Assigned To

Deadline

Speak to Volunteer
Manager re this area of
opportunity with
volunteer cohort
Discuss installation of air
con with estates
Discuss with managers
and consider accessing
charitable funds re
installation of cold water
dispenser
Directorate Workforce
Group to establish a
workforce recruitment
and retention plan to
address the vacancies
within the team including
liaising with the local
Authority re social worker
vacancies.
Crisis Service Manager to
take issue to HTT Re-set
project. Clear guidance to
be issued re the

Jeffrey Julie-Rusz

31/08/2022

Jeffrey Julie-Rusz

23/09/2022

Jeffrey Julie-Rusz

30/09/2022

Maggie Miller

30/10/2022

Ethel Nazzal

15/10/2022

Discuss with matron and
Head of Nursing lead in
directorate plus Service
Director re the staffing
levels on the ward

Naidoo Armoordon

28/10/2022
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acceptance criteria to the
HTT service to be shared
with other teams and a
protocol for what to do
for individuals who are
homeless
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Item 22
Enclosure
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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
• Note changes to our Council of Governors
N/A

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 Recognition Award judging panels 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:
16th June
Informal Council of Governors meeting included an update on the new
South East London Integrated Care System (ICS).
Formal Council of Governors meeting included the re-appointment of
NED Suzanne Shale, NED updates from Sophy Proctor and Jim Shaikh,
updates from the Chief Executive and Lead Governor, an update on
Great Out of Hospital Care, a presentation on Trauma informed care,
agreement of changes to our staff classes and an update on the Quality
Annual Account.
21st June
Governors received an update from Aisling Clifford, Service Director on
our Adult Acute and Crisis Mental Health services.
12th July
Virtual update from Lynda Longhurst, Head of Patient Experience and
Patient Safety on patient experience. Unfortunately, Japleen Kaur,
Assistant Director of Involved was unable to join the session to update
on Carers’ experience.
16th August
NED Remuneration Committee met to discuss the Chair and NED
remuneration.
6th September
The Membership Committee is scheduled to meet with Zara King
commencing in her role as chair of this committee. Items for discussion
include updates from committee working groups, feedback from trust
and public events/activities and the upcoming Annual Members’
Meeting and exhibition on 13th October 2022.
Changes to the Council
Following the summer elections, new governors have been elected
unopposed to the following Constituencies – Public Bromley, Public
Rest of England, Service User/Carer – Greenwich Adult and Staff –
Children. The Public Bexley Constituency has gone to election. The
results will be declared on 9th September 2022.
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Governors’ Standards Committee
A service user/carer governor representative is required for this
committee. Eligible governors have been invited to express interest in
joining the committee.
Oxleas Engage
The summer edition of Engage issued in early September includes an
invitation to our AMM and exhibition. Our new virtual offer launched in
https://oxleasengage.com/ received positive feedback.
Healthwatch
The trust has established tri-borough and borough level meetings with
our local Healthwatch. Governors have been invited to join the
borough level meetings with the Lead Governor attending the triborough meeting.
John Crowley and Les Clark, Public governors representing Greenwich
joined our recent meeting with Healthwatch Greenwich on 24th August.
The meeting received positive feedback from Healthwatch and a
governor present.
Local Healthwatch annual reports for Bromley and Bexley and the
quarterly activity report from Healthwatch Bromley 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.
Governor awayday
The governors away day is scheduled for 20th October and will be a
face-to-face event, venue to be confirmed.
Governors have also been invited to take part in the following:
•

•
•
•
•
•

Recognition Awards judging panels for Governors’ Award and
Adult Learning Disability Team of the Year Award categories.
Governors will also be invited to the awards ceremony on 13th
October.
Oxleas’ Annual Members’ Meeting and exhibition on 13
October
NHS Providers autumn virtual governor workshops 12th/22nd
September
NHS Providers staff governor discussion group 13th September
Future Oxleas/Healthwatch borough level meetings in Bexley,
Bromley and Greenwich
ICS public consultation on Eltham Community Hospital – the
development of a community diagnostic centre at the site and
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•

consolidating the intermediate care beds we currently provide
at Eltham to one site at Meadowview, Queen Mary's Hospital,
Sidcup
Oxleas, Bridge and Bromley Lewisham and Greenwich Mind are
collaborating on two community mental health hubs in South
London in Greenwich and Bromley. Service user input through
participation in a design survey has been invited, into the design
of logos and materials to promote the hub services.

Additional information/analysis

Council of Governors’ minutes are available.
Action required
The Board is asked to note the report.
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Board of Directors
8 September 2022

Item
Enclosure

Subject
Author
Accountable Director
Confidentiality/
FOI status

Forthcoming agenda
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 items for future meetings.

23
23
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Board of Directors - 12 Month Rolling Agenda 2022
Standing Items
Apologies and conflict of interest
Minutes of the last meeting
Action tracker
Board Assurance Framework
Sub- committee reports
Chief Executive Update
Integrated dashboard exceptions report
Operational Service Report
Board visit reports
Council of Governors update
Any other business

Jan-22

Mar-22

May-22

Jul-22

Sep-22

Nov-22




























 full



































 full








Annual reports/plans/statements



Annual operational plan sign off (and delegation as necessary)




Draft Annual Report and Accounts (delegation to May Audit Committee)
Annual Governance Statement (delegation to May Audit Committee)



Charity accounts




Annual NHS staff survey results
NHS Provider licence self-certification




Health and safety annual report
Medical revalidation report



Safeguarding annual reports - adult and children and young people




Annual risk management report
Annual legal services report (via A&RA Committee)



Safe Working Guardian annual report



Equality Delivery System



Workforce Disability and Race Equality Standard reports



Equality standards delivery action plans



Gender pay gap report
Ethnicity pay gap report




Equality annual report/EDS2



Mental Health Legislation annual report



Information governance/cyber security/digital strategy annual report



Infection control annual report
Annual quality improvement report




Patient safety annual report



Medicines Management annual report (via PQAC)



Research annual report (via PQAC)
Patient experience annual report



Flu assurance report



Complaints annual report (via PQAC)




Board evaluation
Bi-annual reports
Trust strategy updates (following agreed schedule)







Charitable Fund report



Freedom to Speak Up Guardian reports
Safe staffing report










Board visit actions update
Updates on Green Plan (via Infrastruture Cttee)










Quarterly reports
Mortality surveillance committee report









