40th Meeting of the Council of Governors
Applegarth Suite, Bexleyheath Marriott
17th March 2016, 3.00 pm – 5.00 pm
Governors shall withdraw from any item at meetings or discussions where they have or
are likely to have an interest.

AGENDA
Item

Time

1

3.00pm
(5mins)

Apologies
Welcome to governors elect and
Board Advisers
Minutes of the Council of Governors
meeting 10th December 2015

Purpose

Presented by

Enc.

To note

Jo Mant, Head of
Stakeholder Engagement
Andy Trotter, Chairman

-

To agree

Andy Trotter, Chairman

1

To note

Andy Trotter, Chairman

-

Mary Titchener,
Governor

2a&b

2

3.05pm
(5mins)

3

3.10pm
(5mins)

4

3.15pm Board of Directors Meeting –
(10mins) holding NEDS to account
Governors’ update
Chair’s update
3.25pm Membership Committee update
(5mins)

To note

To note

Andy Trotter, Chairman
Rob Imeson, Governor

6

3.30pm One year Operational Plan
(10mins)

To
discuss

Jazz Thind, Acting
Director of Finance

3

7

3.40pm Setting the Trust’s annual targets for
(25mins) 2016/17

To note

Helen Smith, Deputy
Chief Executive/Director
of Service Delivery
Richard Diment,
Governor
Simon Hart, Executive
Director HR &
Organisational
Development
Jo Mant, Head of
Stakeholder Engagement

4a&b

5

Matters arising

•
8

9

Quality - Focus Groups Feedback

4.05pm
(5mins)

Staff engagement and National Staff
Survey 2015 results

4.10pm
(5mins)

• Staff Governors
By-elections update and Summer
elections

To note

To note

-
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40th Meeting of the Council of Governors
Applegarth Suite, Bexleyheath Marriott
17th March 2016, 3.00 pm – 5.00 pm
Item
10

Time
4.15pm
(5mins)

Reappointment of the trust’s
external auditors – Audit
Committee’s recommendations
Process for Senior Independent
Non-Executive Director (NED)
appointment
Appointment of Chief Executive

Purpose
To
approve

Presented by
Archie Herron,
Non-Executive Director

Enc.

To note

Andy Trotter, Chairman

8

To note

Andy Trotter, Chairman

9

7

11

4.20pm
(5mins)

12

4.25pm
(5mins)

13

4.30pm Carers and Support Networks
(10mins) Strategy

To note

Lynda Longhurst, Head of
Patient Experience

10

14

4.40pm Volunteering Strategy
(10mins)

To note

11

15

4.50pm
(5mins)

To note

Steve Francis
Business and Service
Improvement Manager,
Older Peoples’ MH
Directorate
Ben Travis, Acting Chief
Executive

16

4.55pm Chief Executive Update
(10mins)

Ben Travis, Acting Chief
Executive

-

17

5.05pm

18

Queen Mary’s Hospital update

To note

-

-

Any other business

Advance questions – none received
Date and Time of the next meeting
Thursday, 16 June 2016, 3-5pm, Applegarth Suite, Bexleyheath Marriott

-

40th Council of Governors
17th March 2016

Item
Enclosure

2
1

Item from

Minutes of the last meeting of the Council of Governors 10th
December 2015
Andy Trotter, Chair

Attachments

Minutes of 10th December 2015

Agenda item

Summary and Highlights

Key Benefits:

Recommendation:
The Council of Governors to agree the minutes as a true record.

th

39 Meeting of the Council of Governors
10 December 2015
3pm – 5pm, Applegarth Suite
Marriott Hotel, Bexleyheath
Minutes
Chair: Andy Trotter (AT)
Head of Stakeholder Engagement: Jo Mant (JM)
Public Governors
Elizabeth Anderson (EA)
Stephen Brooks (SB)
Shouvik Datta (SD)
Richard Diment (RD)
Amanda Finlay (AF)
Rob Imeson (RI)
Frazer Rendell (FR)
Eimear Mallen (EM)
Alison Spence (ASp)
Carole Wilson (CW)
Staff Governors
Barbara Cawdron (BC)
Steve Francis (SF)
Joe Nhemachena (JN)
Mary Titchener (MT)
Sue Read (SR)
In attendance
Non Executive Directors
Archie Herron (AH)
James Kellock (JK)
Anne Taylor (ATa)

Service User/Carer Governors
Jacqueline Ashby-Thompson (JA-T)
Irene Badejo (IB)
Fola Balogun (FB)
Hannah Chamberlain (HC)
Jenny Kay (JK)
Baeti Mothobi (BM)
Lesley Smith (LS)
Mary Stirling (MS)
Ken Thomas (KT)

Appointed/Partnership Governors
Cllr David Gardner (DG)
Raymond Sheehy (RS)
Andrew Waite (AW)
Malcolm Wood (MW)

Guests
Jo Mant, Head of Stakeholder Engagement
(JM)
Sally Bryden, Trust Secretary/ Associate
Director of Corporate Affairs (SBr)

Executive Directors
Ben Travis – Acting Chief
Executive/Director of Finance (BT)
Helen Smith, Deputy Chief
Executive/Director of Service Delivery (HS)
Simon Hart, Director of HR &
Organisational Development (SH)

Service Directors
Iain Dimond – Director of Adult Mental
Health and Learning Disability Services (ID)

Steve James (SJ)
Steve Dilworth (SD)

1.

2.
3.

Item
Apologies
Katherine Copley, Chris Purnell, Steve Davies, Maureen Falloon, Carl Krauhaus, Jason Morgan, Cafer Munur,
Stephen Firn, Estelle Frost.
AT welcomed new governors Jacqueline Ashby-Thompson, Alison Spence, Elizabeth Anderson, Sue Read and
Jacqui Pointon. Irene Badejo was welcomed back to the Council of Governors. Tanya Nguyen has left the
Council of Governors due to personal reasons.
Minutes of the last meeting of the Council of Governors 17 September 2015
The minutes were agreed as an accurate account.
Matters Arising
Item 3: Serious Incident Inquiry – DA, page 1. BT provided an update. NHS England have appointed an
Independent Homicide Investigation which is normal practice. The inquest will take place in January 2017,
once the Independent Homicide Investigation has reported.

Action
Noted

Agreed
Noted

BT also provided an update on the NE incident in 2011. The Independent Homicide Investigation report was
expected soon.
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Item 3: Kidney Treatment Centre, page 2. BT advised that Guy’s and St Thomas’ NHS Foundation Trust are
likely to sign the lease in January 2016. The centre is likely to open at the end of 2016 and the Cancer Centre is
likely to open in the Summer of 2016.
Item 11: Membership Committee update – Members Health event. AW commented that the event was very
well organised and attended. However, the Carers’ Centre next door was not invited. JM to involve in future
events. RI commented that there is a large space within the centre which may be more spacious for a future
event.
4.

Trust Constitution
SBr presented the revised Trust Constitution which has been updated to reflect the changes members voted
on at the Annual Members’ Meeting in September 2015.

JM
Agreed

The terminology in paragraph 11.31.2 which was raised as an issue by Chris Purnell at the last Council of
Governors had also been addressed.
HC asked for a definition of a ‘vexatious complainant’ to be added and this was agreed.
Governors were asked to agree the revised Constitution. Agreed
5.

The revised Constitution will now be published on the trust’s website.
Holding NEDs to Account Working Group
RD presented this item. The Working Group has considered four issues.

SBr

To note

A log of questions and enquiries governors have made to the trust and Board of Directors has been
established. Governors can raise issues at their pre-Board meeting with NEDs. The log gives governors the
opportunity to go back to the Board and to have assurance that issues are followed through.
Former governor, John Woolgrove and RS had met with the former Chair, Dave Mellish, to discuss issues
regarding the relationship between the Council of Governors and the Board, and how the Holding NEDs to
Account Working Group was working. There had been a feeling that there was not enough time at the
governors’ pre-meet with NEDs, however if governors and NEDs are well prepared, the current time assigned
should be sufficient.
With regard to the seating plan of the Board of Directors, it had been Dave Mellish’s view to retain the current
configuration. The issue of governors being excluded from Part II Board meetings had also been discussed
with Dave Mellish but not resolved. RD had discussed this matter with AT and there were some ideas to move
some matters forward.
6.

There was no need to further meet at present.
Board of Directors Meeting Governors update
Board of Directors, 1 October 2015
BM and LS reported back from the October Board of Directors.

Noted

BM advised that a question had been raised following the serious incidents on Goddington Ward regarding
spiritual support to staff following an incident. SH had reassured BM and LS that things are in place for
spiritual support, such as the part-time chaplain employed by the trust, and a service level agreement with
Lewisham and Greenwich NHS Trust for a part-time chaplain supporting our inpatient units at Oxleas House,
Green Parks House and the Woodlands. At Queen Mary’s Hospital there is a part time chaplain working on a
voluntary basis. After speaking with SH and Christine Rivers, it was felt that adequate cover is in place.
LS raised the issue of spiritual access for patients. She felt there was a need for all people, whether they have
faith or not. With all incidents, there was a need for hope and inner peace and LS felt that if this were the
case, a person would not take their own life or that of another person. A policy is in place, but through
interactions with patients, LS advised that patients are not aware or being asked. Christine Rivers is looking
into linking with the chaplain regarding this matter. LS will feedback further in due course.
Board of Directors, 5 November 2015
RD reported back from the November Board of Directors. Governors attending had been RD, LS and CP.
It was useful to have a governor present who had attended the preceding meeting. The key things from this
meeting were that it was AT’s first meeting, and also the first meeting for the new NED, Steve Dilworth, and
Board Advisers, Jo Stimpson and Colleen Harris.
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Governors had submitted six questions. One regarding serious incidents, one regarding patient experience,
one concerning children’s access to mental health, two about funding levels and impact on staff, and the
trust’s reliance on use of agency staff.
The conclusion was that the NEDs had talked and prepared answers which were shared out. Each NED fed
back on a specific question. The points raised by governors were raised by the NEDs during the course of the
Board of Directors.
A new dashboard showing the trust’s performance with a series of indicators had been added. It was good to
have the indicators, but commentary was needed to aid understanding. Governors were confident that they
were holding NEDs to account for the performance of the Board.
Board Away Day, 3 December 2015
The Board Away Day had been attended by those governors scheduled to attend the Board on that date. The
day consisted of short presentations from external and internal speakers, and sessions considering
opportunities/threats and potential developments.
The outcome was to consider the role Oxleas could play in the wider health economy, leading on pathways of
care.
Opportunities included new services and combined services for example Looked After Children.
The threats included problems with social care funding, loss of key contracts and monitoring staff morale.
Options were considered for the trust’s strategic direction and it
was agreed to continue further down the direction of integrated services. Opportunities for future
developments through competitive tenders were also discussed.
The next step is to draft the strategy with governor engagement.
HS advised that a strategy document will be produced to be discussed by the Board of Directors and the
Council of Governors, giving the direction of travel for the next 3-5 years with the aim of remaining a strong
high quality provider. Year on year the trust has a clear sense of what its priorities are and will be asking
governors and consulting with our members on these.
HS is setting up a workshop mid-January 2016 and will be asking for governor volunteers. The workshop will
review current priorities and priorities for 2016/17. Usually, 12-14 governors participate in this process. HS
will be sending details to governors next week.
SD – liked the idea of integrated care, with good synergies between community, mental health and learning
disability services. However, he was unclear on the relationship at Queen Mary’s.
HS advised that there is a different model of services at Queen Mary’s Hospital, Sidcup. Oxleas provides care
in the Woodlands Unit, Children’s Centre and Meadowview. Space is leased to other trusts who all deliver
services from that site which is run as a partnership site. Oxleas provides the building and infrastructure.
AF asked about the plan for next year’s Members’ Focus Groups. HS advised that the trust would talk with
members, review what’s happening, and present the trust’s priorities to get a sense check with members. The
focus groups will run throughout February and dates promoted in January 2016.
7.

8.

KPMG Governor Survey
JM presented this item. At the Council of Governors in March 2015, one outstanding action from the above
survey, was to undertake a governor skills and competencies analysis. Since then, the Trust Secretary’s office
has been researching options to provide this function and have identified a system called Governor Gauge,
developed by the trust’s membership provider, Membership Engagement Services (MES). MES attended the
Informal Council of Governors today to demonstrate Governor Gauge.
JM proposed that the trust moves forward with Governor Gauge, and that a governors’ group is established to
work with the Trust Secretary’s office to develop the system for the trust.
Elections update
JM presented this item. The trust was currently out to By-election for the following governor vacancies:
•
Public – 1 x Bromley; 1 x Greenwich

Approved

Noted
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•
•

Service User/Carer: Learning Disabilities x 1
Staff: Forensic and Prison Services x 1

To date, one nomination has been received for each of the Public Bromley and Greenwich vacancies. There
have been three requests for easy read nomination forms for the Learning Disability vacancy. JM also advised
that a gentleman had expressed interest in standing for this position at last weeks’ Members event, and AW
advised that he had a completed nomination form from a service user which needed to be sent to Electoral
Reform Service. JM agreed to post this following the meeting.

9.

No nominations had been received from Forensic and Prison Services, but contact had been made with the
directorate who agreed to promote the position in-house.
Membership update
RI presented this item. RI is concerned about the level of governor engagement in the Membership
Committee. The Committee has met once since the last meeting. Membership is keen to work in partnership
and earlier this year, RI and JM had met with Carl Krauhaus and there are opportunities to partner with
Charlton Athletic Community Trust to draw in membership. The representation on the Membership
Committee should be as broad as possible, and the Committee are keen to include a Service User/Carer
governor representing Learning Disabilities.

Noted

The AMM had been considered at the last meeting, and should be an opportunity to engage with members. It
was unfortunate that there was not sufficient time for the question and answer session.
Around 170 people attended the Members’ Health event last week. It was a very lively and positive event. As
the event was so well attended, a larger venue will be sought for future events.
Membership Committee dates for 2016 are being firmed up, and will be emailed/sent to all governors before
the end of December. RI encouraged every governor to attend at least one meeting next year.
10.

There is a steady growth in membership, but the real focus of the Committee is active engagement.
Serious Incident Inquiry report – DDS and Goddington overarching report
Summary reports and action plans
BT presented the summary report and action plan for DDS and Goddington overarching report.

Noted

At the last Council of Governors, BT had reported on two incidents. Unfortunately, two furtherincidents have
occurred and therefore, due to this unusual set of circumstances, an inquiry led by an independent chair is
taking place which will include Chris Purnell as governor representative.
BT updated the Council of Governors on the incidents and action that has been taken to support the patients’
families and staff.
The findings from the DDS and overarching report were reported to the Board in October 2015. BT chaired
this Panel which included Dave Mellish (former Chair) and John Woolgrove (former governor). The Inquest
into DDS’s death took place earlier this week with a verdict of suicide. The Panel has taken a very close look at
his treatment. His care plans were well crafted and it was the Panel’s view that the trust had cared for him
well and that his death could not have been prevented.
One recommendation was that the practice of granting ‘escorted’ leave to voluntary patients should cease. If
clinicians are concerned about the appropriateness of a patient leaving the ward unaccompanied, detention
under a section should be considered.
RI – with the issue of escorted/unescorted leave, it appears the only option is to section patients? If under
section, the patient is not allowed to leave a unit at will, if a voluntary patient not under section, the patient
can legally leave at any time.
The key question to the Panel in considering the three incidents was, were there any significant issues around
the ward function and the answer was found to be ‘no’.
The real difference in the level of care provided appears to be the diagnosis. Two patients had personality
disorders, DDS had paranoid schizophrenia with a clear plan while he was on the ward. For the other two
patients, the purpose of their admissions was unclear, and based around their diagnosis.
Therefore a recommendation being taken forward is to undertake a comprehensive review of what is offered
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to patients with a personality disorder. ID advised that the service will be working with Jacqui Craissati (who is
retiring from the Forensic and Prison Health Service in December), to look at the crisis pathway for personality
disorders.
The impact of one very unwell patient on the ward while AD and TB were admitted was also discussed. Going
forward, staff have been encouraged to escalate concerns more quickly so that a more suitable place for
extremely disruptive patients is found.
The fourth report will look at any more learning from these incidents.
LS – with all four patients, was there anywhere recorded the level of hope/hopelessness? Any spiritual needs
recorded?
Spiritual support was not recorded. DDS spent a lot of time outside the ward environment with his parents
who were regular church attendees. LS commented that sometimes parents have different spiritual needs and
this was acknowledged.
MS – was there any press publicity about these cases? Only one.
JK – is there any argument for taking a deeper look at Goddington in comparison to other wards eg use of
agency staff, supervision, were psychiatrists at a competent level, sleepovers, etc?
BT advised that staffing levels were considered as part of the inquiry.
EM – did the impact of the incident accumulate a sense of anxiety for staff? Did it affect their functioning in
terms of vigilance?
The first two incidents in April and June, the trust felt the staff did a good job. With regard to the fourth
incident, the impact on staff should be considered.
RS – His experience with running services shows how the behaviour of one highly disruptive person can have a
severe impact on others.
On this occasion, the trust got additional staff to manage the patient on a 1:1 or 2:1 basis, but it was still a
very challenging environment. More recently a patient was moved on quicker, with a better framework
around escalation.
BT gave assurances around how frequently DDS was risk assessed. There was lots of thought into how he was
feeling, in the early stages he was getting better, he then worsened and his medication was increased. An
active risk assessment was taking place and time was spent with him to understand his mood.
JK – this is an issue I have raised before, but with these four people, did they have rooms to sleep in? BT
advised that one had just been discharged, but had their own room. TB was on leave from the ward at the
time, but may have been unsure whether there would be a bed for him to come back to. A new bed
management policy has been implemented.
AW – there are continuity of care issues. Have you considered volunteering support rather than cutting the
patient off? BT advised that when a patient is discharged home, they are discharged into the community with
a care coordinator. The trust could look into doing more with the voluntary sector.
11.

Serious Incident Inquiry report – JW
Summary report and action plan
SB and SH presented this item.

Noted

SB advised that the Panel had found that the service provided was satisfactory but that care could have been
improved if staff had communicated more with JW’s family.
SH informed governors on the background of the incident She was under Section 17 leave at the time of her
death. Staff had actively been asking about risk and there were no signs. Her parents agreed that her death
could not have been prevented. However, there are a number of areas where things could have gone better.
Patients are categorized in the community based on risk and this is called ‘zoning’. JW had been in the red
zone almost permanently..
One recommendation is that no patient should be placed in the red zone for more than two weeks without an
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action plan. These assessments take place at least twice a week, or more if in the red zone.
There was a lack of clarity about who was in charge/responsible while the patient was on leave from the ward.
One recommendation was that the patient should remain the responsibility of the ward and the ward to make
regular contact with the patient to check they are ok.
The panel found that more contact with JW’s family may have improved the situation.
A further issue identified was that leave documentation was not completed, leaving the patient technically
absent without leave. This is important legal documentation.
One observation by JW’s parents was that there was not much to do on Lesney Ward. JW’s time was spent in
the smoking pod or in her room. She could have gone to the gym.
One recommendation is to have safe staffing as an absolute minimum, but good staffing, enabling staff to be
rostered who can offer broader therapeutic support to patients.
ID confirmed that these recommendations are being acted upon.
ID reassured that wards are safe. It is about how, with the right amount of staff, we can add value for service
users eg access to the gym. The right people, with the right skill sets. ID is working with the Director of Nursing
on this matter.
BC – when someone is off the ward, this is viewed as a ‘tick box’ exercise, but needs to be a relationship. It
would seem there was a lot of sense that things were covered, but no sense of really knowing this person or
therapeutic commitment. SH advised that the Recovery Team knew her very well. It was more of a challenge
on the inpatient ward.

12.

13.
14.

ID advised that the CPA framework is being looked at, and the care coordinator should stay in contact when a
service user is on leave. The care coordinator should be involved and the ward needs to excise responsibility –
it should be a joined up approach.
Reappointment of Steve James as Non-Executive Director
AT presented this item. The Nominations Committee met on 30 November 2015. The decision of the
Committee was based on the fact that SJ has proved himself to be a most effective member of the Board and
he has maintained his focus on care planning and inpatient clinical outcomes. His commitment to Oxleas far
exceeds the minimum level in his contract.
The Council of Governors were asked to approve the re-appointment of SJ as a Non-Executive Director for a
further three years. Approved.
Annual Plan progress and integration update
This item was addressed under item 6.
Chief Executive update
View from our regulators
BT presented this item. Monitor have rated the trust ‘Green’ for Governance and a ‘3’ for Finance.

Approved

Noted

Care Quality Commission (CQC) inspection
The Care Quality Commission has given formal notification that it will be visiting the trust week commencing
25 April 2016. There are likely to be 50-100 inspectors who will spend time Tuesday to Thursday visiting
services. A final report is expected at the end of September 2016. An executive group has been established to
consider the risks and what needs to be done prior to the visit. A report will go to the Board in January 2016.
RiO update
The data merge had been successfully completed, bringing together the records from community, mental
health and learning disability services. The transition went extremely smoothly, and the new RiO provides
clinicians with a much better insight of what is happening in a patient’s care.
Finances
The trust has been rated a ‘3’ by Monitor and is just about breaking even. A range ofsavings schemes have
been identified.
External environment
A number of NHS trusts are struggling financially. King’s have an £80m deficit, Lewisham and Greenwich £40m
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and Guy’s and St Thomas’ are also in deficit.
However, there is some good news about the Comprehensive Spending Review. The Government has said it
will give the NHS £8bn which is expected to have a positive impact on on the savings we need to find.
Vacancies
One issue preoccupying the executives is the issue of vacancies. The trust is having to use more agency staff,
but work is being undertaken to encourage people to join the trust, including choice around remuneration for
Band 5 nurses and a major advertising campaign
DG – what strategy does the trust have for reducing reliance on agency staff? As the trust is top of the
employer survey, why is there a problem? I cannot see the trust listed as a living wage employer.
SH advised that the biggest issue was recruiting Band 5 nurses. Nurses are happy to work through agencies
where they earn more, but it was difficult to recruit to trust positions. This is an issue faced by NHS
organisations nationally.
There is a policy around only employing agency nurses on a nationally negotiated framework The trust is
working within this framework.
The trust is a credited employer following Agenda for Change wages. Any changes are made in negotiation
with Staff Side.
Bed management
Bed management is a challenge, but in community health services there is a need to use beds effectively as
these are running at 95% occupancy.
Embedded learning
This is a real focus for the trust and we want to ensure this is systematic across services.
Savings for next year
This depends on negotiations over the next year.

15.

Detailed guidance is expected Christmas week. The situation will be more clear in January 2016 when local
commissioners know what funding is available.
Any other business
SD – what does embedded learning mean?
BT advised that whenever there is an incident or complaint, the trust needs to ensure it learns as much as
possible and takes steps across the organisation to try to prevent a similar issue happening again.
AT thanked the Trust Secretary’s office for arranging the meeting, the executives and governors for their
attendance and support and wished everyone a happy Christmas.
Date and time of the next meeting
Thursday, 17 March 2016
Applegarth Suite, Marriott Hotel, Bexleyheath
3.00–5.00pm
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40th Council of Governors
17th March 2016
Agenda item
Item from
Attachments

Item
Enclosure

4
2a&b

Board of Directors Meeting – holding NEDs to account Governors update
Chair’s update
Mary Titchener, Governor
Andy Trotter, Chairman
a) Governor reports from the January, February and March
2016 Board of Directors meetings
b) Overview of Non Executive Director Roles

Summary and Highlights
The Governor Board report and an overview of Non Executive Director roles are attached.
Key Benefits:

Recommendation:
To note.

Feedback on questions submitted by Governors to NEDS at the
January, February and March 2016 Board pre-meets
January - feedback from Mary Titchener, Staff Governor
1. Preparation for CQC - (have Oxleas done enough?)
Response - We had a written prepared response from the Medical Director which were also
included in the Board papers as a report. The NEDs noted concerns that there may be a low
number of Peer reviews however the mini reviews were explained. The NEDs were satisfied
that Oxleas were working diligently and engaging with staff in a variety of ways on CQC
preparedness.
2. Staff accommodation - Can Oxleas use any existing empty buildings for staff?
Answered by Archie Herron
The Trust has looked into this however as modern living standards have increased, all
accommodation would need to have a high specification. The cost of converting many listed
building and providing these facilities, such as en-suites for all bedrooms would be too high.
Also, tenancy arrangements are complex and become more so when linked to employment.
3. Reporting back from NEDS' visits to services
All NEDs visit services regularly and report back through the Board meetings with their
activities. However it was acknowledged that there could be a better way of recording these
so that any issues raised could be followed up or tracked. (A feedback and tracking system
has since been introduced.)

February - feedback from Rob Imeson, Public Governor and Baeti Mothobi,
Service User/Carer Governor
Q1. Concerned value for money and the expenditure the Trust makes on hotel venues, the
O2 etc. Has the Trust adequately explored alternatives?
A1. Governors were assured that the Board is very open to suggestions from Governors
about future venues and formats- the Chair commented that he had asked the Membership
Committee for views and assured the attending Governors that the Board would actively
consider alternatives. Governors were also informed that the Trust's Strategic Procurement
Group is determined to review spending across all of the work of the Trust.
Q2. Concerned the diversity of attendees at the AMM
A2. Governors were assured that the Board will continue to monitor this issue (and that it
may also relate to Q1.), but that data from attendance figures was generally acceptable and
feedback generally positive). In response the Governors made that point that we need to
see the breakdown and profile of attendees in terms of Trust staff and general members.
Q3 Concerned the continuing issue of staff supervision levels
A3 Governors were assured that now this issue has been included in the 'Risk Register' it will
be regularly reported on at Board meetings. Board members also made the point about a
lack of clarity around 'what counts' as supervision.
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Q4 Concerned the impact on service users of the £2.5 million top slice on the Ageing Well
Programme in Greenwich
A4. Governors were assured that the Trust is carefully looking at social care issues for the
over 65s in the context of bed blocking and transition from hospital care. There was further
discussion of this point under item 13 of the agenda.
Q5. Concerned fears about staff having to work 12 hour shifts
A5. Governors were assured that a 12 hour shift would be highly unlikely within Oxleas
services. The Board confirmed that the Trust rigorously monitors hours worked and that erostering provides safeguards.

March Board meeting – feedback from Fola Balogun, Service User/Carer
Governor
Q1. Are NEDs concerned that the recently proposed pension opt out scheme may have a
detrimental impact on the NHS Pension Fund? If taken up widely might it not reduce the
future 'pension pot' for all current employees who contribute? There was a detailed
explanation on this topic. I asked if the changes would affect the occupational pension;
however the NED explained further that it will not and staff appear to be happy with the
option. This appeared to be a satisfactory answer.
Following the successful visit by governors and NEDs to Adult Community Services at Queen
Mary's Hospital a question arose regarding space for equipment and this is to be looked
into.
As I had a concern, there was a discussion on mortality of children and young people. To
raise awareness of the services offered, the possibility of a visit to Children and Young
People’s Services was discussed.
I noted that the NEDs have been performing well and have visited various teams. Their
report on issues raised was given to the Board and included in the papers. This gives
governors assurance of NEDs’ awareness of issues.
I observed that the directors and NEDs contributed and challenged during the Board
meeting showing knowledge and awareness. The Board included an update from the Acting
Chief Executive on the Trust’s progress, the Medical Director presented the patient safety
report and an encouraging report on recruitment was given by the Director of Human
Resources and Operational Development.
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Overview of Non Executive Director Roles
(Currently we have two board advisors Joanne Stimpson and Colleen Harris. Joanne will replace
Anne Taylor when she retires at end of April 2016 and Colleen will replace Archie Herron when he
retires at end of October 2016.)

Trust visits programme
Directorate
Adult Mental Health
Inpatients
Community

NED

Corporate Director

Andy Trotter
Archie Herron/ Colleen Harris

Michael Witney
Jazz Thind

ALD
Older People
Forensic and Prisons
Adult Community
Childen &Young People

Seyi Clement
James Kellock
Stephen Dilworth
Anne Taylor/ Joanne Stimpson
Steve James

Simon Hart
Ify Okocha
Jane Wells
Ben Travis
Helen Smith

Each NED aims to visit at least one service a month and then reports on the visit at trust board.
Issues raised and responses are recorded on an action tracker.
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Summary and Highlights
Our draft operational plan was submitted to Monitor by the deadline of 8th February 2016.
We will submit our final plan on 11 April 2016 and the current iteration of the plan narrative
is attached for comment.
Highlights
The areas of focus and layout were specified by Monitor and we were asked to adhere to
this format.
•

Activity plan – this currently reflects the commissioned activity levels and will be
updated as necessary to take account of any changes agreed with commissioners;
• Quality governance process – provides an overview of our quality governance
process and sets out the quality priorities. Feedback from the focus groups will be
taken into account under the main groupings;
• The workforce plan section layout the initiatives to support the vacancy gap,
adherence to the Monitor guidance regarding agency usage and productivity
schemes;
• The financial plan is based upon: £1.1m control total surplus
 Derived draft CRE target £4.5m
 ‘No local’ efficiencies except in forensic bedded services (previously notified
in 15/16)
 Fixed price contracts to be delivered within cash envelopes e.g. prison
contracts
 No change to local authority contracts
 1% pay inflation and incremental growth drift (awaiting national guidance)
 Cash balance to reduce to approx. £47m
• Links to South East London 5 year Sustainability and Transformation Plan
Next Steps to finalise plan
•

Review assumptions and finalise activity plan

•

Expand the narrative in relation to the following “must do” :
 Deliver actions set out in local plans to transform care for people with
learning disabilities, including implementing enhanced community provision,
reducing inpatient capacity and rolling out care and treatment reviews in line
with published policy;

•

Reassess assumption in financial plan post contract negotiation and make up of cash
envelopes

•

Circulation of final plan as per below
Final plan
Formal Executive team
Board of Directors

22 March
7 April

Submission

11 April

Key Benefits:

Recommendation:
The Council are asked to note

Oxleas NHS Foundation Trust – draft operational plan 2016/17.
This document sets out our draft operational plan for 2016/17 and is consistent with our
five year strategy, published in 2014. We remain committed to delivering high quality
services, underpinned by robust governance and financial stability, in what continues to be
a very challenging environment. Our performance over the last financial year continues to
demonstrate our ability to deliver organisational growth and change, while delivering the
highest standards of patient care and levels of staff engagement that are amongst the best
in the country. In 16/17, we are finalising a robust plan that will allow us to continue this
approach and provide a stable platform for meeting our control total and delivering the
transformation required through the Five Year Forward View.
Oxleas approach to activity planning
As in previous years we have worked collaboratively with our commissioners to align our
services with their priorities. During 2015/16 we saw increased investment in dementia and
children’s services, and higher numbers of intermediate care beds being opened in our
community health services to enhance systems resilience. As we move into 2016/17, the 3
year allocations provided to our commissioners will allow us jointly to develop initiatives
that will transform our services, in a way that is affordable within the future financial
envelope. In relation to the continuation of parity of esteem and increases in funding for
mental health provision (e.g. perinatal services and child and adolescent mental health
services (CAMHS)), our commissioners used the increase in 2015/16 to provide a pool of
funds to enhance the delivery of their priority areas - we anticipate that a similar approach
will be taken in 2016/17, although these plans have not formally been presented at this
time.
NHS planning guidance establishes the 9 ‘must dos’ for local health systems for 2016/17.
Although a number of the requirements do not apply directly to our services we have
highlighted below those that do and the actions we will be taking to ensure we achieve the
next steps in relation to implementing the forward view.
Aggregate financial balance
The financial plan contained within this submission presents a surplus position in line with
our agreed control total for 2016/17. We are actively ensuring compliance with the cap on
agency rates of pay and will be implementing a number of strategies through 2016/17 that
will deliver savings in line with Lord Carter’s report.
The two new mental health access standards
Throughout 2015/16 we have been tracking our performance against these new standards
in readiness for their introduction on the 1st April 2016. This upfront work has been key in
helping to ensure we are compliant with the targets and able to capture and report robust
data. We are pleased to report that we have been meeting these targets during this
implementation phase and are confident that we will be able to maintain this performance
during 2016/17.

Continue to meet a dementia diagnosis rate of at least two-thirds of the estimated number
of people with dementia
Although this is a standard we are not directly accountable against we are measured on how
our services play a key role in this target being achieved by our primary care colleagues.
During 2015/16 we have worked closely with commissioners and primary care to streamline
pathways for assessment and diagnosis which have enabled our partners to meet this target
in 2015/16. During the upcoming year we will continue to ensure we support colleagues in
this work to ensure the dementia diagnosis rate is maintained.
Deliver actions set out in local plans to transform care for people with learning disabilities,
including implementing enhanced community provision, reducing inpatient capacity and
rolling out care and treatment reviews in line with published policy
Transforming care for people with learning disabilities sets the context for improving
services for people with learning disabilities and follows 'damning' reports, such as that into
Winterbourne view, where the appalling care and treatment provided to people with
learning disabilities provoked a national scandal. We have kept abreast of national
developments and explored opportunities to develop and improve our own services. We
have recognised the requirement to reduce the need for those with a learning disability to
be in hospital.
We have worked with Commissioners (CCGs and Local Authorities) to make sure anyone
that may require admission has a care and treatment review and, through better multi
agency working, are offered safe and appropriate treatments in a community setting with
open access to the skills and experience of our community learning disability teams.
We have developed a proposal for an enhanced community crisis
service which diverts resources from our bedded service and strengthens our community
based crisis interventions. Early discharge planning (at the point of admission) has reduced
the maximum length of stay to 9 months and an average length of stay of 230 days.
We have a strong culture of working collaboratively with families and carers and for bringing
in other agencies, such as Mencap, to provide independent chairing of patient meetings in
our services. A transforming care board has been established locally and we are working
with CCG colleagues to ensure we are represented in the meetings and discussions.
Participation in the annual publication of avoidable mortality rate
We will be participating in this publication and have set up a Mortality Surveillance Group.
The membership of this group comprises of our Non executive director, Medical Director,
Director of Nursing, Head of Patient Safety, Information Department Representation /
Patient Safety Systems Administrator and Co-opted Consultants as required. The
operational function of this group is to work towards the elimination of all avoidable inhospital and community caseload mortality.
The group will produce a Mortality Reduction Strategy that aligns hospital systems such as
audit, information services, training and clinical directorates. This strategy will be reviewed
on an annual basis by the Medical Director. The group will be responsible for the sign off of
action plans and methodologies that are designed to reduce morbidity and mortality across

the trust; sign off of all regulatory mortality response and report on mortality performance
to the Board
Our approach
Our draft plan assumes relatively little change with regard to patient contacts and bed
capacity from 2015/16, although we are in the process of discussing and finalising these
levels with our commissioners.
Having expanded our contracts to provide healthcare within prisons in 2015/16, we now
provide healthcare services to one in every eleven prisoners in England. We have instigated
a number of initiatives to improve the wellbeing of prisoners. We are responsible for
providing healthcare services to the three prisons within the Greenwich prison cluster, and
do so in partnership with eight other providers, including the independent sector. We will
look for further opportunities in 2016/17, to work in partnership with NHS, third sector and
independent providers across trust services.
Our plans contain a small financial contingency for winter, or other unexpected pressures
and we are confident we can flex resources and bed availability to meet spikes in demand.
We have proved resilient to increased demand in previous years and, although not
complacent, feel we have sufficient financial and operation plans in place to meet
unplanned changes in demand.
Overall, we are confident that this plan is aligned with our commissioner expectations
regarding activity levels and performance and that we are sufficiently resourced to meet
these demands in 2016/17.

Oxleas approach to quality planning
Our purpose at Oxleas is improving lives and we do so by providing the best quality health
and social care for users of our services and their carers. Our trust core values and our
promise to users of services and their carers articulated in our 4 ‘must do’ priorities are
fundamental to achieving this goal.
Our values are:
Having a user focus – we view things through the eyes of our users and carers
Excellence – We are never content with a service that is second best
Learning – We constantly review and improve how we do things
Being responsive – We avoid unnecessary delays for treatment and care
Partnership – we work with others to ensure people get the help they need
Safety – We seek to protect you from harm
Our 4 Must Do priorities are:
1. Increase support for families and carers
2. Provide better information for our service users and carers
3. Enhance care planning
4. Improve the way we relate to both our service users and carers by treating them with
dignity and respect
We discuss and agree our quality priorities at a number of meetings with stakeholders.
These include commissioners of our services, Council of Governors, and our annual borough
focus groups. The Quality Committee and the Trust Board of Directors also review and
approve our quality priorities.
In Oxleas, we define quality as
• the effectiveness of the intervention and care provided (Clinical Effectiveness);
• the safety of that intervention and care (Patient Safety);
• and ensuring a positive experience of the care by the patient or service user (Patient
Experience).
Our Quality Governance Framework
We have an established quality governance framework which underpins the following
quality performance processes of:
• Ensuring required standards are achieved
• Investigating and taking action on sub-standard performance
• Planning and driving continuous improvement
• Identifying, sharing and ensuring delivery of best practice
• Identifying and managing risks to quality of care
The Trust Quality Committee reports to the Trust Board and has a key role in monitoring
performance across the three quality domains of patient safety, patient experience and
clinical effectiveness. The Quality Committee is chaired by the Medical Director and
membership includes clinical directors and quality leads from all Oxleas directorates. Each
service directorate within Oxleas has a quality structure which replicates the Trustwide
Quality Management structure, i.e. a local Quality Board overseeing the constituent Patient
Safety, Patient Experience and Clinical Effectiveness Groups.

The Trust named executive Lead for Quality is Dr Ify Okocha, Medical Director.
Quality Standards & Monitoring
Each year we agree with our commissioners a Quality and Safety Improvement Plan (QSIP)
and CQUIN priorities that we are monitored against. The QSIP priorities are across the three
main Quality domains of Patient Safety, Patient Experience and Clinical Effectiveness. We
also agree our Quality Priorities as part of our annual Quality Accounts.
All quality indicators are assessed and reviewed by the Quality Committee and the quality of
our performance with clear accountability on our progress is reported back to the Trust
Board. The Quality Committee ensures the indicators/standards present a balanced view of
the quality of the services provided. Our local clinical directorates also review local clinical
quality measures and provide assurance to the Trust Quality Committee. This review
encompasses agreement of action plans and ensures implementation of recommendations
across the trust’s various services.
There is comprehensive guidance for staff on implementing quality, translating the
corporate commitment into practice; these are available as policies or guidance or
operational procedures, covering data collection, recording, analysis and reporting and are
available to staff on the trust intranet. Where new guidance is required such as meeting our
CQUIN targets (Commissioning for Quality & Innovation) or other identified quality goals,
the trust Quality and Governance team provide implementation guidance and process
pathways to ensure all staff are aware of the accurate process for recording and reporting.

Risk management is well embedded into the activities of the organisation. The trust’s Risk
Management Strategy sets out the process for how risk and change in risk is identified,
evaluated and controlled. It sets out the responsibilities for individuals and key subcommittees in terms of how risks are reported and escalated through the governance
structure. The trust openly encourages incident reporting and continues to achieve an
increase in reporting low level incidents, whilst reducing more serious incidents; this is a
widely recognised indicator of a positive safety culture. For example, the Trust Patient
Safety Group reviews all serious incidents, monitors progress against actions plans and
ensures that learning takes place through regular trustwide embedded learning events.
Agreeing our Quality Priorities for 2016/17
In our service development strategy, enhancing quality by ensuring excellence for every
patient is our first priority and our quality goals are outlined in our Quality Account and the
Quality & Safety Improvement Plan.
Oxleas Quality Account Priorities
Our quality account indicators are split into the 3 quality domains of patient experience,
patient safety and clinical effectiveness. These have not yet been finalised for 2016/17
however they broadly cover the following areas:
•
•
•
•

Our 4 ‘Must dos’ – that form the foundation of our patient experience priorities
Monitor key quality indicators
Current priorities where trend data is available to measure improvement year on year.
Areas of quality agreed with our stakeholders

The proposed quality priorities for 2016/17 are provided in the table below. These will be
confirmed following consultation with our Borough public focus groups and sign off by the
Quality Committee and Trust Board in March 2016.

Patient Experience Quality Priorities
85% of patients reporting that their
carer/family have been supported
85% of patients reporting they have
been provided with enough
information about care and treatment

Patient Safety Quality
Priorities
95% of patients on CPA
discharged from
hospital followed up
within 7 days
100% of patients
admitted to hospital
following self-harm
followed up within 48
hours of discharge

85% of patients reporting that they
been involved in decisions about their
care and treatment

Maintain no incidences
of MRSA infections

85% of patients reporting that staff
have treated them with dignity and
respect

Maintain no more than
6 incidents of CDiff
infections

Clinical Effectiveness Quality
Priorities
Ensure 95% of our patients
have a recorded care plan on
RiO
95% of our patients on CPA to
have received a review in the
last 6 months
To ensure that 80% of patients
have a goal based measure in
place as part of their care and
treatment plans (CAMHS
Clinical Outcomes)
Ensure each Oxleas
Directorate have agreed
clinical outcome measures so

we know our services are
effective
85% of patients reporting that they
would recommend our service to
friends and family if they need similar
care or treatment
85% of patients reporting that their
quality of life has improved as a result
of the care and treatment that they
have received
85% of patients reporting that their
quality of life has improved as a result
of the care and treatment that they
have received
A quality goal that reflects Oxleas new
carers & support network strategy (to
be agreed)

80% of staff are trained
in level 1 safeguarding
children
80% staff are trained in
level 2 safeguarding
children
80% of staff are trained
in level 3 safeguarding
children
80% of staff are trained
in safeguarding adults

Top Risks to Quality
We have identified the following high risks to quality which can be summarised in the
following broad headings. The full detail and mitigation plan is enclosed.
•
•
•
•

High bed occupancy
Embedded learning from incidents and complaints
Vacancies, recruitment and local induction
Care Planning – risk assessments and involvement of patients in their care plans

Being a Well-led Organisation
Oxleas has maintained a focus on being a well-led organisation. In 2014/15 we
commissioned Deloitte to independently review our governance arrangements against
Monitor’s well-led governance framework. The results of the review show that our
governance, leadership and management arrangements were the best that Deloitte had
reviewed in comparison to other trusts. Oxleas achieved green compliance in 7 of the 10
identified themed areas and amber/green in 3 areas. Deloitte’s report benchmarked our
scores on each of the questions in the Framework against other trusts they had reviewed
under the Well Led Framework at the time.
Since the publication of the Deloitte review, we have put in place an action plan to further
improve the areas that had been rated amber/green linked to Strategy and Planning and
Measurement. This action plan was approved by the Board of Directors and
recommendations have been reviewed and implemented in 2015/16.
We will continue to focus on the well-led elements of the framework in 2016/17 to ensure
we meet the requirements stipulated as part of the Care Quality Commissions well-led
domain.
Our ‘sign up to safety’ priorities
In June 2014, we joined the ‘sign up to safety’ national campaign and its five campaign
pledges:

•
•
•
•
•

Put Patient Safety First
Continually Learn
Share
Collaborate
Be Supportive

We have identified five key areas of patient safety as priorities for the Trust where further
improvements can be made. Our sign up to safety priorities are:
1. Falls
2. Pressure ulcers
3. Prevent the physical deterioration of people with enduring mental illness
4. Reduce risk and harm of violence in mental health settings (safer wards)
5. Support an open and honest culture throughout the Trust (duty of candour)
Further Assurances
• The guidance on the Association of Medical Royal Colleges on the responsible
consultant/clinician for patients who stay on our inpatient units is adhered to in
Oxleas.
• Oxleas has a mortality surveillance committee which meets monthly. The group acts
as the strategic mortality overview group with senior leadership and support to
ensure the alignment of the departments for the purpose of reducing all avoidable
deaths in inpatients and community caseloads. It reviews the benchmarked
mortality rates of the Trust and reviews all deaths reported - expected deaths and
unexpected (natural causes, care of another trust, other reasons, 72 hour reports,
critical level 4 RCAs and any not requiring investigation and why). We have also
submitted our mortality assessment data to NHS England as required.

Oxleas approach to workforce planning
For each profession we have a clearly articulated strategy which includes
•

•

Workforce plans which are overseen by the Workforce and Learning development
committee. They also ensure that these are fully incorporated into the trust’s
Annual Planning process.
Links in to broader recruitment and workforce development initiatives.

The governance process for board approval of workforce plans
Workforce plans are developed at a senior management team level within directorates and
reviewed at Directorate Quality Boards. This process ensures that senior clinicians in the
directorate have input into and are sighted on plans. This process ensures that the impact
on the quality of our services has been carefully considered and any potential impact on
clinical risk is mitigated. All plans are monitored for the impact that they may have on
quality of services, during and post implementation.
Plans are further reviewed at quarterly CRE quality meetings which are attended by the
Medical Director, Director of Nursing, Director of Therapies, Service and Clinical Directors,
the Deputy Chief Executive and the Finance Director. This is a key quality approval meeting
and provides a further opportunity to ensure:- any negative impact on quality is fully
challenged and understood, mitigation actions are robust; quality improvements are
recognised; staffing changes (numbers and skill mix) are appropriate and take into account
all professional groups; staffing structures allow sufficient capacity to maximise productivity
levels; and staff are supported.
Workforce plans are also formally signed off at the quarterly annual planning meeting.
These meetings are attended by all corporate directors and the Directorate’s senior team. A
strategic input is provided by the trust’s Business Committee and the Board of Directors
who receive in depth reviews of major projects as appropriate.
In addition each profession has a clear structure and mechanism for developing its own
professional workforce plan to ensure that the increasingly complex needs of patients are
met through a more versatile and trained workforce. Through our Strategic Planning
process, we are well engaged with Local Authorities and Clinical Commissioning Groups to
support plans for initiatives like the Better Care Fund and the service developments related
to the implementation of the Five Year Forward View.
Integration of services and out of hospital care is central to the sustainability of local
healthcare. We understand that this is our core business, We lead new service models with
primary and secondary care and develop new financial models with commissioners. Our aim
continues to be ensuring that all patients will benefit from being treated by a truly
integrated mental and community health trust.

Local workforce transformation programmes and productivity schemes
At Oxleas, we have a consistent focus on recruiting to our vacancies across all professions,
and currently are paying particular attention to Band 5 Nursing vacancies. These efforts
have resulted in a good range of applicants and, at the current time, recruitment is
underway for 425 wte vacancies. A significant number of these posts have been offered to
candidates and their recruitment checks are underway / start dates agreed. We manage
our vacancies through the use of the E Roster system and effective deployment of
temporary workers - Bank and Agency staff are deployed as required via the E Roster
system. Bank workers are used wherever possible in preference to agency workers and we
are largely compliant with the Agency worker "stand firm" price cap. In addition to vacancy
cover, temporary workers may also be used to cover acuity / additional demand where this
is required to exceed the established workforce.
Our Nursing Strategy is providing a focus on recruitment and has work streams in place to
address the following:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Standardised recruitment processes and competencies
Guaranteed employment for final year students from University of Greenwich
student nurses
Focused work on attracting local students (16-24) and residents into cadets and
apprenticeships
Recruitment and retention initiatives (plus personalised career plans and job
swaps internally)
Task force programmes to support wards experiencing high agency usage.
Development of new roles – Band 4 nursing associate / new models of care
(5yFV)
Exploration of dual registration roles i.e. RGN & RMN
Career pathways e.g. Criminal justice system, end of life care ( in partnership
with Lewisham and Greenwich NHS Trust and GBCH)
Increasing the number of M level qualified advanced practice nurses
Establishing an apprenticeship pathway into nursing and healthcare
Career development and greater opportunities for BME groups & nurses from
our local communities
Career development and greater opportunities for nurses with lived experiences
of ill health
Greater emphasis on research practice
Joint posts with University of Greenwich
Focus on prevention & well-being & coordination & personalisation
Exploration of developing nurses in the Accountable Clinician role.

The Therapies Workforce strategy is providing a focus on productivity and has work
streams in place to address the following:
•
•

Job Planning across all therapy professional groups to maximise productivity and
develop capacity.
To develop the Approved Clinician role for eligible therapists.

•

Implementation of refreshed family and carers and support network strategy
ensuring that embedded learning in response to patient feedback remains a central
focus.

Adult mental health services have and continue to be subject to major organisational
change. The Adult Mental Health Services redesign completed in 2015 delivered:
•

•

This large scale service redesign and transformation includes improved liaison
and treatment interface with primary care for new patients and increased service
user and carer focus, promoting self-management, recovery and relapse
prevention. This cultural shift has created a move towards shared care and
joining up of services.
The service redesign led to £1.2m of savings, primarily pay costs, staffing
productivity, changes in structures, and skill mix and the types of professionals
needed.

The workforce implications for the 16/ 17 CIP are focused on the reduction of approximately
84 wte. These reductions are being made from the Management, Nursing (Qualified and
Unqualified) workforce, the bulk of these reductions are occurring in the forthcoming
reorganisation of Adult Mental health rehabilitation services . Opportunities to redeploy in
to vacancies across the trust will be taken and affected staff will be appropriately supported.
It is also anticipated that some elements of the existing workforce will be subject to TUPE as
services migrate to third sector providers.
Alignment with Local Education and training Board plans to ensure workforce supply needs
are met
Our workforce plans reference the wider LETB plans. Oxleas plans are shared with the LETB
and are discussed in detail on submission. Broader supply issues are discussed with key HEI
partners. We work closely with local HEIs to ensure that the necessary skills and training is
incorporated into relevant courses. We participate in both the London clinical senate and
the London workforce senate.
Triangulation of quality and safety metrics with workforce indicators to identify and address
workforce risk areas.
The Formal Executive and Board receive a monthly integrated performance dashboard
which trust performance is reviewed against Monitor financial and governance standards. In
addition: we monitor clinical effectiveness, patient experience, access and waiting times,
patient safety, workforce and development and financial performance. All indicators are
assessed through a RAG rating process and exception reports provided. Exception reports
highlight key workforce indicators, track the KPI and assess the effectiveness of actions
taken to date and any future actions and monitoring processes with an estimated time to
resolve.
This approach facilitates strategic oversight by the board and executive of areas of concern.
Areas of concern indicated here would also be triangulated on the trust’s risk register and
reviewed at both directorate and workforce governance structures.

Balancing of agency rules with the achievement of appropriate staffing levels
We are virtually compliant with the Monitor Agency Cap regulation and consistently only
report a low number of exceptions. These are found within specialist children’s care
packages and prison services. Intensive efforts to recruit to these hard to fill posts are
underway and progress is monitored by taskforce groups led by the Deputy Chief Executive
to successfully control and reduce agency spend. Effective use of E Rostering is also
supporting the creation of efficient rosters and ensuring that appropriate and safe staffing
levels are in place.

Oxleas approach to financial planning
The table below sets out our planned SOCI for 2016/17. We are forecasting our NHS clinical
income to grow in line with the national inflator.
2015/16
Forecast
Outturn

2016/17
Draft plan

£m
NHS Clinical Income
Non-NHS Clinical Income
Education, Training, Research & Other
Operating Income

201.1
17.3
25.1
243.5

204.6
17.5
24.1
246.26

-172.7
-64.5
-237.2

-171.0
-72.4
4.5
-238.9

EBTIDA
EBTIDA %

6.3
2.6%

7.3
3.0%

Depreciation
Interest Income
Dividends
Surplus (before one off items)
Surplus %

-2.8
0.3
-3.7
0.1
0.0%

-2.8
0.3
-3.7
1.1
0.4%

Pay
Non Pay
CRE Target
Operating Expenditure

During the planning round for 2015/16 our Board took the decision to reduce the planned
level of underlying surplus to £1m (0.4%) for 2015/16, in order ensure that as much
resource as possible was maintained in front line services. We are on track to recurrently
deliver our target of £6.8m for 15/16, this has included the implementation of two major
service reconfigurations in our Older People and Adult Mental Health services.
Our operational plan sets out our ambition to maintain a continuity of service risk rating of 3
over the coming financial year.
Our Board considered the ‘Control Total’ issued to our Trust and has agreed that this is an
achievable level of surplus, and represents approximately 0.4% of our 2016/17 turnover.
Our financial plan is underpinned by a recurrent savings target of £4.5m,which is lower than
that previously outlined in the our 5 year plan submission, but reflects the higher than
anticipated national cost inflation funding and ‘assumes’ lower levels of local efficiencies. As
such we recognise that 2016/17 is the year to transform and implement systems wide
change, and are already in discussion with Commissioners and other provider organisations
to assess how care can be more appropriately delivered in other settings making it better
for the patient whilst at the same making it more cost effective for the local health
economy. This will enable us to deliver in line with the five year forward view. If the

contracting round materially impacts on our income levels we will address our forecast
surplus position accordingly.
We continue to maintain a strong balance sheet position with a healthy cash holding. We
anticipate starting 2016/17 with cash balances of c£81m, and with capital investment for
2016/17 planned at £35.5 there is no internal requirement to deliver high surpluses, or to
carry a lending facility.
Income
Our income relates to the commissioning of mental health, community and specialist
services by Greenwich CCG, Bexley CCG, Bromley CCG and NHS England. Planning
assumptions are based on the 2016/17 inflator of 1.1% and no local efficiency requirements
outside of those within fixed price contracts.
Expenditure
For 2015/16 pay costs, representing around 75% of our operating expenditure budget, have
been calculated using individual staff banding, scale point, increment date, superannuation
costs and additional allowances received. Our pay inflation assumptions include the
introduction of Class A National Insurance contributions for all employees in the NHS
Pension scheme and assumes a 1% pay award and incremental progression for all AfC bands
and Medical staff. We believe in total this represents c£2.5m of increased costs for the
trust.
Non-pay inflation for 2016/17 has been applied on a line by line basis against all material
non-pay contracts.
Our planning assumes some use of agency staff but we are conscious that keeping a tight
control on the use of agency staff is a key ‘must do’ in us delivering our financial plan for
2016/17. Our plan allows for some contingency in respect of this element.
CIP plan
We successfully delivered a number of transformational projects in 2016/16 and these were
pivotal to us delivering our CIP programme for 2015/16 in full. The overall focus of our
savings programme will remain broadly unchanged. As in previous years we will continue
to prioritise change projects with a particular focus on:
•
•
•

supporting the workforce;
implementing our IT and estates strategy; and
maintaining financial strength.

The delivery of financial plans and savings are the responsibility of the Board of Directors.
Processes are in place to give the Board assurance with regards to the delivery of such
schemes. Our challenge is to ensure that we continue to improve the quality of our services
and also examine how improving quality can contribute to delivering an element of cost
improvements. Our Quality Board, which includes our Directors of Medicine, Nursing and
Therapies, provides assurance to our Board of Directors on the quality of services. It
assesses the impact of all CIP plans to ensure they do not impact negatively on quality
outcomes and promotes a culture of continuous improvement and innovation. It has clear

lines of responsibility for the three domains of Quality across the Trust: patient safety,
patient experience and clinical effectiveness.
CRE sign off and monitoring map
We have categorised our savings plans across the following themes:
• Integration
Where it can achieve better outcomes and save money – for example, working more
closely with social care to see how we integrate health and social care further and
take on a systems leadership role
• Estates
More flexible use, greater utilisation, rationalisation, income generation – making
more of our estate multi-functional to increase utilisation of space leading to
rationalisation and ultimately reduction the size of the estate
• Sub-contract delivery
Where this improves quality and value for money. For example, the use of subcontracting/partnerships within our prison contracts to increase expertise and
service provision, as well as reducing costs
• Service re-design
Re-design pathways and services to best meet the ever-evolving needs of our
patients; and the requirements of partners. For example, reducing the reliance on
in-patient bedded services as the key enabler in delivering care; continuing to move
to community based provision where ever possible and engaging further with third
sector organisations in our pathways
• Procurement
The implementation of a new computer based purchasing system has provided
better management of price and volume of purchases. Through a number of direct
initiatives to reduce variability in the specification of routine consumable items and
the re-negotiation of telephony and print contracts we have saved over £500k in
2015/16. By using the themes emerging from Lord Carter’s review we expect to
target and deliver significant savings again in 2016/17.
• Reduce spend on agency staff
Board led strategy to offer a more competitive package to staff and build on the
high level of job and organisation satisfaction our current employees report; which
should increase recruitment, retention in key areas, and make bank work more
attractive. We have been improving rostering practice across the trust, aimed at
ensuring we maximise our available substantive resource and that our demand for
agency staff is as low as possible. We have also negotiated a number of local Service
Level Agreements with our main agency staff providers which coupled with the
introduction of new maximum rates in April 2016 should also bear down on our
Agency costs.
• IT/ new ways of working.
Building on the successful rollout of iPads across our District Nursing services we
plan to expand mobile working out to all community teams across the trust over the
next 2 years.
• Income generation
Winning contracts for new services at a higher price than it costs us to deliver the
services. Any recurrent surpluses on these contracts will be used to offset an
element of our savings target

We have identified a requirement to deliver CIP savings in the region of £4.5m for the
2016/17 financial year and this has been allocated across both operational and corporate
directorates. Our plans are set out in the table below.
16/17

Adult Mental
Health
Adult Community
CYP - Services
Tendered
LD
Forensic & Prisons
Older Adult
Estates
Finance
HR
Informatics
Nursing
Quality &
Pharmacy
Service Delivery &
Trust
Management
Therapies
Total

Estates IT /
New
ways of
Working

Procurement Service Re-design
/ Sub
/ Integration /
Contract
Decommissioning
Delivery

Income TOTAL
/
£000s
Contract
surplus

1,581

1,043

100

328

390

219

609

120

16
287
95

138

136
587
467
1,043
91
91
110
168

59

59

150

110
30

1,043

1,581

900

9

9

61
82

33
2,899

227

300
222
30

655

14

14

4
797

37
5,648

All savings planned for 2016/17 are expected to be recurring in future financial years. To
date we have schemes worth £6m and although this exceeds the target of £4.5m, as can
been seen above, a number are classified as high risk (red) and these plans are not yet
developed sufficiently enough to be certain of delivering the values assigned.
Should we experience difficulty in delivering the planned savings we are confident that
there would be scope to make non-recurrent savings or use non-recurrent resources to
deliver in line with the financial plan. We have not previously needed to make non-recurrent
savings to meet plans.
Although it is inevitable that our operational areas will deliver the bulk of efficiencies it
should be noted that in percentage terms our corporate services have been set higher
targets than our clinical services (previously 4.7% vs 3.7%). This is part of our continued aim
to have as lean an HQ function as possible, and keep as much resource invested in front line
services as possible and this approach will continue into 2016/17.
IT and new ways of working
We continue to look to ways where IT can enhance our service delivery and improve the
efficiency and effectiveness of our employees. During 2015/16, we rolled out mobile

working solutions across our operational directorates which will now underpin a number of
the efficiency gains anticipated in our 2016/17 CIP plans.
We will build on our internal dashboard system, iFox, which will increase the accuracy and
timeliness of clinical data to decision makers. We continue to iteratively improve our data
collection and analysis function to reduce the reporting burden on operational staff and
enhance the information we use to manage our operations, share with our commissioners
and other partners. The demand for information is large and ever changing and we
continue to deploy significant resource amending and maintain reporting systems to meet
the needs of our partners.
Delivering our estates strategy
Our estates strategy was refreshed and approved by our Board in 2014. As the financial
pressures on the health economy have increased the reasonable expectation is that estates
services contribute significantly to cost savings. At present, the annual cost of our estate is
approximately £34 million, which generates an income of approximately £8.5 million.
Opportunities still remain to reduce property use and costs, though these will require
significant cultural change. We are confident that we can achieve this, and have active plans
to reduce our estate. The future development of the estate will aim to deliver the following
objectives:
•

Provision of flexible estate through the development of clinical facilities on a multifunctional flexible basis that creates generic spaces that meet the needs of all
services.

•

Increased utilisation of estate by making provision for out of hours services whilst
also ensuring that all clinical space is utilised fully during normal working hours
would increase efficiency and support extended service delivery.

•

Optimise estate costs by developing an accurate and shared understanding of
estates costs to assist strategic decision making. Ensuring that our estate costs are
recovered in full when leasing properties to other organisations.

•

Enhancing patient experience through the provision of high quality estate that meets
patient needs.

•

Using the estate to generate income ensuring that surplus properties and land are
disposed of or redeveloped to produce a capital receipt or income stream unless
there is a clear benefit to retaining the sites.

Whilst the provision of services that are local to our patients is highly desirable it is
acknowledged that the provision of high quality, appropriate, and efficient facilities may
require a focus on a smaller number of larger more flexible facilities.
Capital programme
We will be continuing with our planned capital investment strategy through 2016/17,
expecting to spend £36.7m in total with significant investment in developing the Queen
Mary’s hospital. A summary of the areas is contained in the table below:

£m
Queen Mary's Hospital redevelopment
Other Estate development and maintenance
IT projects
Gross capital investments

2015/16 2016/17
9.8
25.1
5.4
8.8
4.1
2.8
19.3
36.7

In support of our productivity and efficiency programme our Capital programme is primarily
focussed on these areas:
•
•
•

£3.6m of capital expenditure is directly related to the delivery of CIP efficiencies
through Estates reconfiguration, £0.5m of which are sustainability projects
£23.9 relates to redevelopment of QMH providing more efficient use of space and
reductions in running costs
A further £2.8m in IT which relates primarily to delivering efficiencies through mobile
working and data collection and reporting

Cash
We will finance the bulk of this investment from asset disposals from previous years and our
own cash reserves.
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We are forecasting cash balances as at 31 March 2017 of £46.9m.

Risks
Our financial plan is predicated on the basis of no significant local efficiencies requirements.
We are yet to receive and sign off the cash envelopes for all of our services. We are mindful
of the deteriorating financial position in the local health economy and the impact of this on
us and will be having open and frank discussions with regards to any negative impact on
service delivery.

Link to emerging Sustainability and Transformation plan
Our approach to planning and adapting to future activity levels is being undertaken at a
number of levels:
•

•

•

At the macro level, we are part of the “Our Healthier South East London” group
which draws together all providers and commissioners within the South East London
health economy. This group forms the basis for our sustainability and
transformation planning and is expanded upon below.
We are working more closely with other local mental health providers to develop an
innovative proposal for NHS England regarding the provision of forensic services, we
expect this to deliver a more coherent approach to the supply of secure services as
well as deliver financial efficiencies for the commissioner.
We are working locally with our three main commissioners on a number of
transformation projects, for example:
 We are working with Greenwich CCG on their “Ageing Well” programme, which
seeks to reduce the number of acute admissions for the over 65s and provide a
wider range of community and home treatment services;
 In Bexley we are working with the CCG and local authority to integrate a number
of existing services;
 With Bromley CCG we are working on a system redesign of services

The South East London (SEL) sector contains two £1bn a year Shelford Group Acute trusts
within its membership. Collectively it has developed a 'place-based' sustainability and
transformation plan for the whole sector and we have been fully involved with this work.
The strategy has identified the following key issues across all health services in SEL, that
need to be addressed:
1. Too many people live with preventable ill health or die too early
2. The outcomes from care in our health services vary significantly and high quality care is
not available all the time
3. We don’t always treat people early enough to have the best results
4. People’s experience of care is very variable and can be much better
5. Patients tell us that their care is not joined up between different services
6. The social care system is under increasing pressure
The collective vision for the future of health and care services laid out in the STP, is to
achieve better outcomes over the next five years by:
• Supporting people to be more in control of their health and have a greater say in their
own care
• Helping people to live independently and know what to do when things go wrong
• Making sure primary care services are consistently excellent and have an increased focus
on prevention
• Reducing variation in healthcare outcomes and addressing inequalities by raising the
standards in our health services to match the best
• Developing joined up care so that people receive the support they need when they need
it

•
•

Delivering services that meet the same high quality standards whenever and wherever
care is provided
Spending our money wisely, to deliver better outcomes and avoid waste.

Oxleas are fully engaged in this process, primarily through the delivery of Local Care
Networks which are the centrepiece of the strategy. For people with long term conditions,
community based care will take a rehabilitative/ re-ablement approach, supporting people
to manage their own health positively, prevent deterioration wherever possible and reduce
risk of exacerbation/admission. For those with complex long term conditions or who are in
the last year of life, support will enable them to continue to lead as full and active life as
possible.
Local care networks (LCNs) will provide a universal service covering the whole population,
from ‘cradle to grave’, and will involve primary, community and social care colleagues
working together and drawing on others from across the health, social care and the
voluntary sector to provide proactive patient centred care. Services will be delivered in ways
that respond to the varied needs and characteristics of the LCN community.
LCNs will include a leadership team to work with general practices at a locality basis
(federated with single IT system). Community pharmacies, the voluntary sector, community
services, including mental health and therapies, social care and community based
diagnostics will be part of the LCNs.
These models will deliver improvements through:
• Support for patients to manage their own health (asset mapping, social prescribing,
education, community champions etc.)
• Prevention – obesity, alcohol and smoking
• Improved access to core general practice services
• Improved call and recall systems for screening and early identification and management
of long term conditions
• Reduction in gap between recorded and expected prevalence in long term conditions
• Support for vulnerable people in the community including those in care homes and
domiciliary care
• Reduction in variation (level up) primary care management of long term conditions
• Reablement – admissions avoidance and effective discharge
• MDT approach to key long term conditions groups (incl. mental health) and frail elderly
• Better end of life care
The SEL strategy/STP has identified eight outcomes:
1. Preventing people from dying prematurely and enabling them to live longer and
healthier lives
2. Reducing differences in life expectancy and healthy life expectancy between
communities
3. People are independent, in control of their health, and able to access personalised care
to suit their needs
4. Health and care services enable people to live a good quality of life with their long term
condition
5. Treatment is effective and delivers the best results for patients and service users
6. Delivering the right care, at right place, at the right time along the whole cycle of care
7. Commitment to people having a positive experience of care

8. Caring for people in a safe environment and protecting them from avoidable harm
The Oxleas service development strategy (13/14 – 15/16) has four strategic priorities to
ensure the trust continues to offer high quality care and remains financially strong; these
priorities were taken forward in our Monitor five year strategic plan (14/15 – 18/19); they
also incorporate the work of the SEL strategy. The table below identifies ways in which we
are developing these strategic priorities in 16/17:
Strategic priority

16/17 targets / plans

Enhance quality:
ensuring excellence for
every patient

1. Learning from incidents and complaints is embedded through
implementing the trust’s Embedding Learning action plan.
2. 80% of staff receive supervision as per trust policy.

Promote innovation:
redesign services with
patients, families and
commissioners

4. Improve support for carers through implementing year 1 of the
trust’s Carers strategy.
5. Improve support for GPs on mental health through
implementation of Primary Care Plus.

Increase productivity:
be resilient and
resourceful to thrive in
difficult times

6. Through recruitment, reduce the number of trust vacancies.

Transformational
change: in service
delivery and use of
estate – in line with
STP.

8. Working as o-commissioner with Greenwich CCG for the over65 programme budget (the Ageing Well Programme) to reduce
hospital attendances and admissions through improved
primary and community services, changed pathways and
anticipatory management plans co-designed with patients.
9. In Bexley, community services will be realigned to GP localities
and the trust and local authority are exploring putting an
integrated care provider model in place.
10. In Bromley, we are working with the whole system to co-design
a new model of care, based on the LCN approach.

3. Each directorate has at least one set of outcomes measures in
place.

7. Reduce use of agency staff.

Oxleas membership and elections
1. Governor elections in previous year and plans for coming 12 months
• August 2015
o Public Governors - 3 x Bexley, 1 x Bromley, 1 x Rest of England
o Service User/Carer Governors - 1 x Learning Disability (no nominations received), 1 x
Carers (elected unopposed and announced July 2015)
o Staff Governors - 1 x Child and Adolescent Mental Health (elected unopposed and
announced July 2015), 1 x Forensic (no nominations received), 1 x Bexley Community
Health Services (elected unopposed and announced July 2015)
• January/February 2016 – by-election
o Public Governors - 1 x Bromley, 1 x Greenwich
o Service User/Carer Governors – 1 x Learning Disabilities
o Staff Governors – 1 x Forensic Mental Health
o Declaration of results 5 February 2016
• Summer 2016 – planned elections for those governors coming to end of term:
o Public Governor (1 x Greenwich)
o Service User/Carer Governors (1 x Working Age Adult Mental Health, 1 x
Adult Community Health, 2 x Older People Mental Health, 1 x Children’s)
o Staff (1 x Older People Mental Health Services, 1 x Working Age Mental
Health Services)
2. Examples of governor recruitment, training and development, and activities to facilitate
engagement between governors, members and the public
• Information pack on governor role, governor induction and workshops internally;
opportunities to attend GovernWell training
• Working with membership provider to develop online training needs/skills analysis
toolkit for governors
• Governor information sessions (recent topics include patient experience, research on
young people and mental health, IT strategy)
• Regular meetings between governors and non executive directors
• Members’ Focus Groups in Bexley, Bromley and Greenwich in February 2015
attended by 150 members.
• Member health event focusing on long term conditions in December 2015 attended
by 170 members
• Governors’ Review and Council of Governors who’s who and contact details
• Annual Members’ Meeting attended by 450 in Sept 2015
• Participation in trust and community events
3. Membership strategy and efforts to engage a diverse range of members from across the
constituency over past years, and plans for the next 12 months
• New strategy 2015-2018 with focus on increasing member engagement and building
our service user/carer constituency.
• Annual Members’ Focus Groups in Bexley, Bromley and Greenwich to gather
feedback on trust priorities from members.
• Annual Members’ Meeting – September 2016
• Member health events including ‘meet our governors’ stands
• Governor visits to services

•

Raising profile of membership at trust and community events including those aimed
at engaging with harder to reach groups such as people with a learning disability,
younger people and people from ethnic minority backgrounds.

40th Council of Governors
17th March 2016
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Agenda item

Setting the Trust’s annual targets for 2016/17

Item from

Helen Smith, Deputy Chief Executive and Director of Service
Delivery
a) Annual Plan priorities
b) Focus groups feedback

Attachments

Summary and Highlights
The annual planning process identifies the key targets each year that will help the trust
achieve the overall objectives stated in our plans. To identify the annual targets, the board
considers progress regarding the current set of annual targets and looks at the
opportunities, strengths, and the political and social context facing the trust in the coming
year; governors build on this work in a subsequent governor’s workshop.
The draft targets are presented to members through the borough focus groups in
January/February. The trust board approves the annual targets at the March Board. Each
service directorate is monitored on progress in meeting the targets in the quarterly annual
plan meetings.
Proposed targets for 2016/17
1. Learning from incidents and complaints is embedded through implementing the
trust’s Embedding Learning action plan.
2. 80% of staff receive supervision as per trust policy.
3. Each directorate has at least one set of outcomes measures in place.
4. Improve support for carers through implementing the trust’s Carers strategy.
5. Improve support for GPs on mental health through our Primary Care Plus service.
6. The trust Workforce group to identify targets to:
•

Reduce trust vacancies

•

Reduce use of agency staff

7. Continue to increase the number of partnership initiatives.
Key Benefits:
Recommendation:
Governors to note the draft set of annual targets to present to the April Board.

OXLEAS NHS FOUNDATION TRUST
Setting the trust’s annual targets for 2016/17
1. Introduction
The annual planning process identifies the key targets each year that will help the trust
achieve the overall objectives stated in our plans.
To identify the annual targets, the board, including governors, looks at the opportunities,
strengths, and the political and social context facing the trust in the coming year.
Governors are then invited to a workshop to build on the board’s analysis and consider
progress on the current set of annual targets; based on this work, the workshop
proposes a new set of annual targets.
This draft targets are presented to:
• Members, through the borough focus groups in January/February
• All governors, through the March meeting of the Council of Governors
The trust board approves the annual targets in the April Board. Each service directorate
is monitored on progress in meeting the targets in the quarterly annual plan meetings.

2. Annual targets for 15/16
The trust targets for 15/16 are listed below.
2.1 The trust continued with a number of annual targets from 14/15:
• Extending opening hours
• Offering an integrated service for physical and mental health needs
• Developing outcome measures in our mental health services
We have made progress on all these targets. Each directorate now has some services
with extended hours. We include physical health targets in all our mental health services
and are progressing mental health awareness in our physical health services. We have a
set of patient focused outcome measures across our mental health services.
2.2 The trust continued with the on-going set of development programmes:
Development programme

Status

Deliver development plan for Queen Marys Hospital

In progress

Improve and enhance staff engagement

Initial 15/16 staff survey
results indicate this has
been achieved

Deliver required savings plans

Achieved

1

Development programme

Status

Reduce spend on temporary bank & agency staff

In progress

Performance/productivity: bringing all teams to the levels of
‘best in class’

Programme delayed but
has now started

Implement new technologies and a new clinical information
system

In progress; new system
in place

Participate in new contracting developments

Achieved

Explore new ways of working with networks of GP practices

In progress

2.3 The trust continued with the on-going set of service change programmes:
Service change programme

Status

Rollout the Greenwich Pioneer initiative to Woolwich

Complete

Redesign adult and older adult community mental health services

Complete

Realign adult community health services in Bexley to GP localities

Complete

Explore an integrated care organisation with Bexley Council and the
secondment of Bromley social care learning disabilities staff to Oxleas

In progress

Develop district nursing in Bexley

In progress

Expand intermediate care in Greenwich (Eltham Community Hospital)

Complete

Work with the system resilience programmes in all three boroughs

In progress

2.4 New target for 15/16: increase the level of partnership working
This target increased the level of integration and partnership, including: integration with
social care; partnerships with voluntary sector and other statutory partners; integration
with primary care; and supporting contractual frameworks that promote integration.
See appendix 1 for a summary of progress with this target.

3. Current plans
3.1 A five year sustainability and transformation plan (16/17 – 20/21)
In January 2016, NHS Improvement (the new body which has incorporated Monitor)
required a five year strategic and sustainability plan. The six boroughs in SE London
already are working together to develop a SE London strategy for health care and we
submitted this as our draft five year plan. The final plan is due end of June 2016.
3.2 A one year operational plan for 16/17
In February 2016, NHS Improvement required a draft one year plan that stated how we
would work towards the priorities in the five year plan and focused on activity, capacity
and finance for the year ahead. Our plan contained the objectives listed above (2.2 and
2.3) and has been rated ‘green’. The final plan is due 11 April 2016.
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4. Major service developments in 15/16
There were a number of key developments that have taken place this year:
• Taking on the delivery of healthcare to the Greenwich prisons cluster
• Winning the tender and putting in place a fully integrated CAMHS in Greenwich
• Incorporating the health visitor service at Ferryview, into Oxleas
• Introducing a single call centre in our adult community services
• Developing and launching Headscape, a web based service for young people with
mental health concerns that provides access into local services
• We have rolled out mobile working, including introducing ‘hot desking’ in a number of
buildings
• A single point of access has been put in place in our children and young peoples’
directorate
• We have introduced a CAMHS out of hours on call service, to prevent young people
having to be admitted out of hours and weekends

5. What will impact on Oxleas over the next year?
At the December 2015 Board awayday, we looked at the external environment and the
opportunities and threats in the coming year; a summary is presented below.
5.1 The external environment
The NHS is facing extreme financial pressures, with increasing demand for care while
budgets have effectively been frozen. Acute trusts are not meeting financial targets or
waits in A&E. Radical transformation across the whole system is seen as the way
forward and different ways of doing this have been proposed through NHS England’s
Five Year Forward View.
Oxleas is in a strong position financially and in terms of quality. We have strong
governance arrangements, our quality indicators are positive and our level of staff
engagement is the highest in the NHS. However, our services are under pressure
through high mental health bed occupancy and difficulty recruiting nursing staff in our
wards and district nursing teams.
Bexley, Bromley and Greenwich health economies are challenged financially, and our
local authorities are facing significant cuts. We consistently have managed to make
efficiency savings across the organisation and stayed financially strong. However, this
has meant significant amounts of re-organisation, which has taken a huge amount of
time and has increased uncertainty for staff.
In terms of quality, we are viewed positively. We have a national profile for providing
high quality services and Monitor consistently rates us positively for both finance and
governance. We are awaiting our Care Quality Commission inspection in April, although
the internal and external reviews of our services are mainly positive.
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5.2 Opportunities and threats in 16/17
We have reviewed the opportunities and threats facing us as an organisation.
•

•

Opportunities
With our good staff engagement and
proven record of delivery, become a
system leader across the whole health
economy.
Potential to widen the geographical
scope of our services into Kent and
elsewhere in London (while managing
the risks to our reputation of spreading
ourselves too thinly).

•

Threats
We are vulnerable to losing larger
contracts/services if we do not react
quickly enough to commissioners’ needs.

•

High levels of change and demands on
services may damage staff engagement.

•

We need to balance retaining existing
contracts by providing quality services and
focusing on bidding for new contracts.

•

Cuts to social care and other services
affect our ability to deliver services.

•

Build on our prison services to develop
services to other prisons and foreign
national detainees.

•

•
Build on our breadth of services to
create more integrated physical and
mental health services.

Problems in the wider health economy can
be difficult for us to influence.

•

Focus more on prevention for example,
by improving the health of looked after
children.

Staff can feel that they don’t have enough
time to care – this can lower morale and
lead to problems with retention.

•

Care planning not always robust enough.

•

Staff don’t always have enough time for
prevention.

•

Are all our services of a similar quality? If
not, this could impact on patient care and
our reputation as a high quality provider.

•

If supervision is not sufficiently embedded,
this could reduce quality of care and lead
to less favourable patient outcomes.

•

•

Build our reputation by promoting
Oxleas, through the high quality
services offered by our excellent staff.

•

Expand our use of mobile technology,
including supporting staff to spend less
time in the office and developing
treatment options through, for
example, apps.

6. Looking forward to 16/17
6.1 Known programmes of work for 16/17
The following major programmes of work will be underway in the coming year:
• The continuing development of the QMH site
• Tenders for our universal services in Bexley and Greenwich
• Delivery of CRE plans for 16/17
• Trust wide recruitment programme for nurses
4

•
•
•
•
•
•
•

Management of bed occupancy in our mental health services
Embedding learning from incidents and complaints
Implementation of the carers strategy and the volunteering strategy
Continued involvement in Bexley, Greenwich & Lewisham systems resilience work
New working structures with primary care in each borough
Involvement in the Bromley local health economy development programme
Partners in the Ageing Well programme with Greenwich CCG and RBG

6.2
Proposed targets for 16/17
Taking into account the analysis above, the draft annual targets are as follows.
Trust Group1

Strategic priority

16/17 draft targets

Enhance quality: ensuring
excellence for every patient

1. Learning from incidents and
complaints is embedded through
implementing the trust’s Embedding
Learning action plan.

Patient Safety

2. 80% of staff receive supervision as
per trust policy.

Workforce, L&D

3. Each directorate has at least one
set of outcomes measures in place.

Quality Board

Promote innovation:
redesign services with
patients, families and
commissioners

4. Improve support for carers through
implementing the trust’s Carers
strategy.

Patient
Experience

5. Improve support for GPs in mental
health through our Primary Care
Plus service.

Service directors

Increase productivity: be
resilient and resourceful to
thrive in difficult times

6. The trust Workforce group to identify
targets to:
• Reduce trust vacancies
• Reduce use of agency staff

Workforce, L&D

Transformational change:
in service delivery and use
of estate

7. Continue to increase the number of
partnership initiatives.

Service directors

Helen Smith
Deputy chief executive
Oxleas NHS Foundation Trust
Helen.smith@oxleas.nhs.uk
March 2016
1

This column identifies the Trust group that will be accountable for progress, to the Trust Board.
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Appendix 1: Progress on integration in 15/16
Integration was an annual target for the trust in 15/16. This paper summarises the
progress we have made in the last year.

1. Partnerships with acute trusts
Acute trust
Lewisham & Greenwich
trust
Dartford & Gravesham trust

Kings trust
Guys & Thomas’ trust

Service developments
Exploring a joint geriatrician
Working on ‘Ageing Well’ programme
Joint work on COPD, MSK and cardiac care
Joint work on improved unplanned care pathways
for Bexley paediatric acute services
QMH development
Bexley MSK service
Renal unit, QMH
Bexley cardiac care pathway
Cancer centre, QMH

2. Partnerships with primary care
•
•
•
•
•

Adult and older persons community mental health services have aligned to GP
localities in each borough
OPMH is providing support to Bromley and Greenwich GPs to meet national
dementia diagnosis targets
Clinical psychology is supporting GPs to plan for patients with complex needs in
Greenwich
The forensics and prisons directorate contracts with a GP group to provide
primary care services into Medway and Greenwich prisons
Adult community services have a range of services working with primary care

3. Partnerships with local authorities
Bexley

Bromley
Greenwich

Fully integrated services with our local authorities
Adult mental health services
CAMHS
Range of adult community services
Adult mental health services
OPMH services
Adult mental health services
OPMH services
ALD services
CAMHS
Range of adult community services
Care navigator service
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Plus, we are exploring an integrated care organisation with Bexley local authority for
all services, and with Bromley local authority for ALD services.

4. Partnerships with the voluntary sector
Bexley
• Mind – we provide consultation and training to Bexley Recovery College
• Charlton Athletic Community Trust – provide activities for our early
intervention service
• Alzheimer’s Society and Age UK – joint memory service activities
• Greenwich & Bexley Community Hospice – we provide end of life and night
nursing services
• Care homes – we provide continence training to staff
Bromley
• Link up – partnership to provide employment services at Horizon House
• Charlton Athletic Community Trust –as Bexley
• Community Options – support CREDO arts project and provide
accommodation for supported housing project
• Mind – working in partnership in re-procurement of day service
• Age UK – seeking to develop memory service activities
• Care homes – we provide dementia training to staff
Greenwich
• Greenwich & Bexley Community Hospice – end of life and night nursing
services & developing dementia end of life service
• Charlton Athletic Community Trust – as Bexley
• Bridge – support Greenwich Recovery College
• Greenlights – working in partnership to deliver autistic spectrum pathway
• Demelza – we provide community paediatric services
• Metro – partnership working to provide sexual health services
• Alzheimer’s Society – joint memory service activities
• National Maritime Museum- working in partnership to provide dementia support
groups
Other areas
• Bridge – forensics & prisons directorate provides support for Tilt Hostel
• Addaction – provide drugs and alcohol services in Medway prisons
• Peer support services being developed in partnership with Christchurch
University

5. Plus…
We have more than 100 associate voluntary sector organisation members.
There is an Older People stakeholder group across all boroughs.
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Borough Focus Group Comments 2016
Bexley
How can we ensure everyone learns from incidents and complaints?
Have good staff communications.
Have meetings to ensure that incidents will be addressed and learning by them.
All involved included in the process from beginning to outcome - transparency and share
report of process and outcome.
Feed the information back to the workforce and check it is implemented.
Have good staff communications.
When a complaint has been made, feel feedback is a standard letter with no details.
Complainant states: it would be preferable to receive information on what has been
learned. What and how the issue has been resolved and how it will be changed and
monitored in the future.
Embedded learning events could invite members.
In the newsletter a case study of a complaint illustrating how it had been dealt with and
taken from A-Z.
Embedded learning events don’t have lost of staff – would be helpful to put on intranet.
Moving to a culture of feedback rather than complaints – feedback that is positive and
negative.
Ensure we identify themes from feedback and report back.
Use feedback themes in staff supervision.
Sharing data across departments – consistency of approach.
Publish serious incidents and complaints – so public are aware – what actions being taken.
Oxleas magazine – complaints etc – not just PR position.
Reliably answer/investigate complaints – I didn’t hear anything after I wrote a letter.
Look at the root of the problem – why has it occurred – underlying problems can often be
simply sorted.
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A good deal of discussion on our table was about the divide between the various services –
eg health service/local authority social care and what at times seems no central point for
(say) complaints, raising points of concern.
Reward/recognition for wards that are doing well – learn from good examples.
How can we ensure 80% of our staff receive supervision?
Have good staff management courses.
Regular pattern of meetings depending on size of team. 1-1 2-1 – small group. Example of
works well.
Peer supervision would reach more people.
Quantity v quality. Shouldn’t be a number exercise.
Tailor supervision to individual need – one standard does not suit all needs.
Is the target too strict? People are busy – perhaps the people who set the target don’t
understand the reality. May be this target is aspirational.
Lower the target to something more realistic – we push people too hard.
Constant reinforcement in staff meeting and spot check whenever possible and bring back
matron who is not afraid to handle difficult staff.
Most often staff are not able to access supervision due to work pressure. How do we
ensure that every staff member receives supervision without being stopped by work
pressure.
Questions 1 and 2 linked.
Ensure that all line managers have supervision on JDs and stress that it is a responsibility
not an option!
What can we do to ensure that we have outcome measures, so that we know if our
services are effective?
Good feedback systems.
How well that patients gets well.
Have follow up visits and appointments.
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Too many outlets for public to complain. We need a central point to record and act on
complaints within a reasonable timescale (1 week to 10 days). To be published
anonymously.
Good feedback systems.
The new structure – how do we know it’s working? Vulnerable service users could fall
through the cracks.
Need to look at wider issues – housing – these things impact.
Government don’t understand what’s going on – need to give them feedback too.
What should we do to improve support for carers?
More attention to carers’ concerns.
Give time for respite break.
Information available and publicised by staff. In medical establishments and GPs, libraries
and supermarkets.
Social Services Bexley. Poor response and acceptance of responsibility for care in the
community of Alzheimer’s patient. Can Oxleas advise?
Understand their individual needs – some people ok – some people need a lot of education
– workshops would be useful.
Further reaching aftercare/signposting for relatives/carers or deceased clients.
More thoughtful interpretations of ‘capacity’ from client and carer/family point of view.
More listening inclusion of all involved not just cost assessment.
Range of support – regular respite - even an afternoon a week. No one model suits all
carers.
How can we improve support for GPs on mental health issues?
Liaise with Mental Health Clinics.
Make time for patients’ appointments.
GPs to be given clear information about pathways of care.
Input of local health groups locally around surgeries giving information.
Identify GP champions (within CCGs) for mental health – have regular local forums on
mental health issues – led by said GPs and Oxleas’ staff.
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Do GPs need more training on ‘mental health’?
CPD for GPs (don’t refer people with memory problems). Cinderella service – GPs can only
follow standard procedures and we are individuals. It’s ok if they say ‘I don’t know’ honestly
and arrange for them to see a colleague or refer to a specialist. They don’t refer people on
enough – what stops them?
GPs to be statutory duty to go to course and learn about mental health and mental hospital
settings.
How could we focus on recruitment to reduce vacancies?
More training opportunities.
Utilise existing staff and training for all staff, which would reduce agency staff.
More training opportunities.
Use the Flexible Hours Policy more widely. Many staff would like a contract with hours that
suit rather than fitting into a dated system. The current Policy does not give enough
freedom and flexibility for staff.
Focus on people who loved nursing but left the NHS because they felt overworked and not
valued. Put flexible contracts in place and look after staff needs to encourage them to
return to NHS by showing they are valued and needed and will be supported.
Look after staff so they can look after patients.
Train staff to do other duties as required.
Target schools and 6th forms – career fairs. What ‘s special about Oxleas that can attract
staff.
How can we keep staff once they are with us?  training, valuing staff, listening to them –
give time out if it’s needed. Not enough flexibility given. Flexible working patterns/worklife balance.
What can we do to reduce use of agency staff?
Only pay the going rate.
To reduce vacancies in the NHS the Fed Govt should relax their immigration laws to
welcome the commonwealth nurses who understand English Language, better than those
from EU.
Also encourage young people to go into nursing.
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Only pay the going rate.
If staff have training in areas needed this would reduce agency staff.
Why don’t the NHS increase staffs pay banding to prevent staff from joining the agency?
Improve recruitment process and offer attractive conditions and contracts.
Make time for staff to download and unpack things together on a more regular basis as
supervision is good but can be extended by peer groups helping each other.
Look at ways to increase bank staff.
Your ideas on how we can continue to work with voluntary sector partners?
Encourage more service users to volunteer more.
Proper training for volunteers vital.
Partnership working is encouraged by Government, so services like health visiting should
work with Children’s Centres, Social Care and nurseries to be able to deliver effective and
efficient care to children and families.
Utilise retired nurses and professionals in any sector.
Make sure we let people know what we are already doing!
Encourage a culture of partnership/collaboration.
Need NCT links (Bexley). What areas could we cover.
Any other comments?
Feedback and supervision should involve giving a lecture to the staff on issues raised
through incidents and complaints.
Staff should involve service users on debate on them.
Integration between GP and NHS Foundation should be strengthened.
How does Oxleas plan to tackle the high number of families with nil access to public fund,
who are putting pressure in the NHS.
How will encourage GPs to register families not entitled to register with GPs.
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Clarification of boundaries and collaborations between member borough services, facilities
integration between public health departments and services to public/public training
resources.
More pro-active advice/signposting/networking from service providers rather than just
verbal suggestions/advice to clients who may not be able/inclined to follow up to receive
treatment/service to benefit them.

Bromley
Is it easy to make a complaint? Could we improve the process?
Oxleas internet not as clear and helpful as it should/could be to identify complaint process.
Complaints could be improved by ensuring that the recipients of the complaints fully
understand what the issue is.
The complaints procedure seems to lack a genuine, initial, informal element. This results in
complaints escalating quickly into a silly, lengthy, bureaucratic process – which arguably
achieves less in the end.
How does the Trust communicate its policy from the top to the grass roots levels?
More feedback from the complaints, with a follow up process. Do all staff get to learn from
it?
I emailed a complaint re Yeoman House on 21/1/16. I received a receipt of complaint on
22/1/16 to say a member of staff would endeavour to contact me within 3 working days.
19/2/15 I received another email saying you were looking into the matter and someone
would contact me shortly. Should I expect to wait another month?
Easy to use websites to find information easily and quickly with a transparent complaints
procedure, response and visible outcomes.
What sort of outcome measures would you like to see for our services?
How is pride instilled into the patient to help create a feeling of wellbeing?
We would like to see information about what the Trust can’t do and what their constraints
are.
Patients should be allowed to assimilate the information and allow them to take decisions.
Information given should be understood through the help of staff, not necessarily the carer.
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A 6 monthly schedule as to the best services available at the time, of course money will be
needed! a) Booklets advertising where and when these services as available; b) improving
services already in use; c) perhaps employing further staff to help.
Easy and transparent referral into services, the threshold for admission is extremely high at
present, leaving vulnerable people at risk.
What could we improve to support carers?
Support carers by listening to them and about their worries.
Support to family. Actively engaging patients and their carers in assessments, care planning
and reviewing planning quarterly to ascertain on decisions.
Anna has done some great work to support carers organising am/afternoon/evening
training for carers. My husband went to the evening group which he found most helpful.
Perhaps follow-up emails regarding anything else going on for carers.
I have been told that ST’s ‘Hearing Voices’ group has the potential to save OMHT perhaps
£000’s to keep people out of residential care.
Continuity of CPNs was very important to enable flow of information and continuity for
carers as well.
What sort of help do GPs need in order to offer better support to patients with mental
health problems?
Further education for GPs to be able to listen to people with mental health concerns, that
these people feel understood and listened to, and that talking therapies have been
prescribed not just medication.
Don’t feel there is enough time. Patient might not feel comfortable to be able to discuss
sensitive MH issues in such a short time. More awareness around MH issues.
What is GP role in the mental health? 1) Treatment? 2) Referral? 3) Monitoring after
referrals (new procedure may deal with this0. Make time needed by GPs for mental health
patients.
Perhaps training in mental health to be taken into surgeries and so receptionists and admin
staff can also learn about mental health. Also members of the general public need training
re understanding mental health.
I would suggest that the GPs have 10 minute rather than 7 minute slots in their
appointments so that they can listen to what the patient is saying. GP training to include
mental health issues.
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Are GPs educated and up to date about MH issues? Do they treat their patients in the right
way – to give them the right support?
Nothing learned social care and medical school eg autism, LD and other neurological
conditions. Medical and GPs need to be trained by their original core curriculum at medical
school – not just supported by Primary Care Plus that attempts to step in when really it is
too late a stage of GP career eg social care also nothing about autism and other neurological
disorders.
Good to hear about the formal contact of MH consultants with GPs. However that
presumably only works where the GP patient is known to the GP?
GP support should be made a national issue and make it compulsory for them to receive
training on mental health issues so as to give a real support to the mental health patient.
Oxleas to relate more with GP.
Do you have any suggestions for helping us fill our vacancies?
Pay people more! Offering them to volunteers. Support and retain the staff you already
have. Advertise wider on TV.
Train the health care assistants who already interested in patient care.
Advertise on TV – papers – agencies – job centres – radio – flyers in hospitals – colleges –
universities – local stores.
Perhaps a bonus to a current member of staff of say £50 if they introduce a new member of
staff. This person could also get a bonus if they stay for over a year.
Reasonable adjustments need to be made in the recruitment process, as well as at work. I
regularly attend meetings etc but see no effort made to recruit experts by experience.
Too many ‘authority figures’ (ex-police, ex-nursing) at the top, no visible experts by
experience.
Do you have any suggestions for how we can work more with voluntary sector partners?
Voluntary sector partners to support those patients who are on Oxleas’ waiting lists to see a
health professional eg psychiatrist.
Joint projects with voluntary sector organisations by offering prisoners a chance to integrate
with volunteers from a community organisation so they have connection when they come
out. Joint stakeholder meetings with Oxleas – jointly coming up with projects, joint bid. Use
staff connections.
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Have reps from voluntary organisations in CMHTs. Directory of services which is updated
regularly which are borough specific. Let SU/carers make this directory based on their
experiences. Get feedback from services by service users.
Do you know about Bromley Bipolar self-help groups. Meets on 2nd Wednesday of the
month at 7.30pm at Parish Church behind Peacocks. Mixed group of people – some with
illness, some friends, carers.
Develop a private sector funding strategy?
Perhaps talk to the people at Community House.
Do you agree with our proposed Quality Priorities for 2016/17?
Are Bromley CCGs indicators for Oxleas in the public area? If so, where?
Yes, I do agree with priorities but No 3 needs to be given more attention and supervision to
see that it is carried out – and looking into other aspects of health – eg diabetes, physical
issues and the senior managers should check the care plan prepared by the junior.
Several attendees spoke about the length of waiting times for services.
Are there any other areas you would like to suggest for quality improvement?
Clear, easy referral to services from one professional to another: fax or post is not ok in
2016 especially in an urgent situation with a vulnerable person. There should be an email
for referrals that is monitored. Also feedback on what has happened with the referral
would be good.
More support for secondary schools for children with mental health illnesses eg Asperger’s
to help keep them in mainstream environment and for staff to be able to cope.
An independent, totally independent system for all staff to anonymously report on
unsatisfactory aspects.
I would like to see working together of the GP, the nutritionist and the patient in order to
come up with a comprehensive acceptable package which would improve total health of the
patient.
Support for primary school children to put preventative actions in place for children with
early signs of mental health illness. ‘Resiliance’.
Support for patients mainly on from care from CAMHS to adult mental health as it’s a big
change. School  university (moved out of area and still support).
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Improvement – continuity of care. I saw CPNs when I left hospital – it seemed like a new
one every three months. Also the last psychiatrist I saw before I was discharged I had never
seen before. This was far from ideal even though he had seen my notes.
It’s important to have enough staff – especially on the wards. Often the nurses are nowhere
to be seen for most of the day.
Import ant staff work less than 12hrs a day – shifts.
Peer-led initiatives cost relatively little and should be encouraged and supported financially.
Hearing Voices Group Bromley is an example costing just £1,100 per year and CLB advise
that there are no mainstream funders. It costs over £4,000 per week to keep someone in
Green Parks House and research shows that hearing voices groups etc keep people out of
psychiatric units.
What about having peer-led initiative speakers at Oxleas’ events?
Please make provisions for the smokers who use your facilities at community options. We
are not allowed to smoke outside the doors, we have no shelter from the elements. We are
on lots of drugs that are more harmful and not providing adequate provisions for us which
increases our stress levels.
Any other comments?
Areas for improvement: Green Parks House is a farce – too much time on RiO and not
enough (if any) one to one meetings; very little organised activities; Horizon House is a
complete waste of money; care plans not kept up date; complaints to PALS and Stephen Firn
not actioned or even responded to.
Where are the Clinical Commissioners?
How do the Trusts overall make the Government be aware/listen that mental health is in a
crisis?
I am often coming to the conclusion that Oxleas is too big for mental patients on the ground
to participate in or get satisfaction from.
A woman asked about applying ‘quality of life’ with patients on antipsychotic drugs?
Learning from what’s going well eg looking at teams that are doing well and why they are
doing well.
As a former Oxleas mental health manager and a CQC Commissioner, the quality of Oxleas
Foundation Trust is very poor. You believe your own lies about the quality of mental health
care given.
We need Oxleas to focus more specifically on issues around tenancy retention.
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Yeoman House - ‘beacon of excellence’ – responsive crisis team – great community feel and
link between patient and staff.
Police need further education of their rights in supporting vulnerable and very unwell
people to get the required assessment, treatment and support. As well as ambulance staff.
Early intervention in psychosis services across the boroughs are very good, responsive, have
referal forms that can be emailed, and they respond promptly. This process needs to be
replicated in other services.
When Rhoda/others spoke about lowered life expectancy, smoking and diabetes were
mentioned but not the 15-25 year length attributed direct to the treatment ??
Waiting time…. To see your GP. Referrals. Diagnosis. Why do we have to wait 3 weeks to
see our GP? 2 years for a diagnosis (husband). 2½ years for a diagnosis (for myself).

Greenwich
Is it easy to make a complaint? Could we improve the process?
Make it easier to complain online. MPs have surgeries – why don’t we have surgeries to
raise concerns.
People worry they might be classed a “trouble maker”. Reassure the patient that the issues
will be dealt with. Be clear that the person will not have their care affected. Make it easy
for people to complain.
More ways of complaining be provided. Improve on the care plan. More information on
changing medications. Encourage the agency staff to stay and work with Oxleas perhaps
through the permanent staff or the bosses.
Make it clearer who to phone “when someone is not right”. Make it clearer what teams do –
how do they care/what role do they plan? Stop playing “circles” on the phone.
The complaint process has improved. However, improvements can still be made ie staff
training to address inconsistencies. Although policies are in place, procedures are not
always followed. This could be picked up during supervision as there has been a tendency
to lead impressionable service users.
Access to support and advice 7 days a week especially for mental health.
No – it is not easy to complain – you keep being told to phone different numbers. I had to
complain to my local MP to get any written response or action. Put easier contact forms in
clinics or on a website.
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Process could be improved. One person had to contact her local MP in order for things to
be done.
Supply the name and extension of the person dealing with the complaint.
Try to have regular meetings with GP and discuss way to help the people with mental
What sort of outcome measures would you like to see for our services?
Measures that indicate whether people are continuing to improve after discharge eg:
regression/re-admission rates; progression; reduced medications; number of patients
discharged from MH services.
Short term goals could be set, with objectives being documented. Clear system for
recording outcomes.
Establish what outcome the patient wants – to be able to….; improvement in….; stabilise….;
prevent….; then you can set a target for how long the patient will require the Oxleas’ service
to achieve her desired outcomes. Then you can measure a) the achievement of the desired
outcome and b) whether the outcome was achieved within the target.
What could we improve to support carers?
Long waiting times for carers to be supported correctly and efficiently. Not enough
communication with carers about services entitled to.
Promote carers assessments – how do people know what is available? Information should
be clearer.
Reduce time for carers assessment to less than 6 months. Referred 3xtimes and had to wait
> 6 months for a call. Follow up on carers needs. Increase awareness for carers assessment.
Follow up patients AND CARERS.
Give out carers leaflets to carers of people starting in services and when people move to a
different part of the service. These leaflets have existed for more than 10 years but rately
seem to be given to anyone. Carers groups frequently see people who say they have never
been told about carers groups by staff. I have several times asked for leaflets and staff have
to look for them. Then I am asked to give them back.
Who can I phone when things are of concern – both physical and mental.
Work more closely with care providers; reach to hard to reach communities such as
Nepalese community; engage with voluntary sector.
“Rebrand” the term carer to “family support”. Improve communication to carers – doesn’t
get through. Let people know about carers centre.
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Have more cross details in other support groups – advertise better. Some people don’t
recognise themselves as carers – therefore they don’t get help – you must reach out. There
can be a “stigma” with term carer.
Engage patient and carer before, during and after hospitalisation or long term treatment.
Do we always try to make sure the appointment time and location suits both the patient
and the carer where the patient needs help in attending or needs to be accompanied by
their carer?
Help carers to communicate with each other – support/self-help carers groups etc. Oxleas
could prompt this and provide some help.
Intensify. Consistency. Time-wise. Geographically. Service-wise.
Make it obvious which team does what.
Information should be provided at GP surgeries. Links to carers groups and forums. Audits
of carer assessments and follow up assessments. Power of attorney should be set up as a
safeguard. Strong showing and inclusion of care plans – also a care plan for carers. Keep
triangle of care scheme.
We could improve support provided to carers by ensuring that there are more opportunities
for carers to meet and discuss issues. Encouraging more carers to participate. Perhaps offer
some evening sessions for those who work during the day. Occasional weekend events
would be good also.
Advertise the free courses for carers better – not on the “boring” B&W Greenwich Council
website. Advertise wellbeing resources.
More away from using “carers” to talking about family members and social supports.
Training – counselling; lifting. Communication of what is available to carers.
What sort of help do GPs need in order to offer better support to patients with mental
health problems?
For GPs to better work with service users, it would be to get the service user, to use his
training in medical studies and bring a list of all the items that need to be covered by the
doctors.
GPs should seek the assistance of expert users (like myself) to help solve the problems of
early interventions for new mental health patients.
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GPs require access to additional information to assist them to make appropriate referrals
for specialist services. Also more awareness of how to assist those experiencing mental ill
health.
GPs need more education on mental illness and the options for treatment. They also need
to learn not to be trapped into failing to offer the right treatment by the difficulty of coming
to a precise diagnosis of someone who is obviously seriously mentally ill. They need support
in this from Oxlease experienced senior psychiatrists.
Need more training for GPs on MH and need to keep it up to date.
Vital that Oxleas are seen as supportive to local GPs – who feel under a great deal of
pressure – different fora/helplines/master class.
GP – they are vulnerable – support them to discuss their own MH = informal supervision.
Training for GPs on mental health. Allocated mental health nurse at bigger GP surgeries.
More Oxleas’ information stalls at engagement events at GP surgeries. Easier to use
medical record system so records are kept up to date and shared. Present at PGGs.
GPs need better education re time to talk, carers centre, physical referral to sports centres,
Greenwich Health.
Offer basic counselling to patients who need it. Better educate GPs on psychiatric
medications not just the everyday ones like Citalopram, Zopiclone, Prozac etc.
Sign posting. Information. Groups.
Try to have regular meetings with GP and discuss way to help the people with mental health
and possibly review their medications.
Referral to counselling when possible.
Do you have any suggestions for helping us fill our vacancies?
Where are the priorities? Eg which group is urgently needed?
Advertise jobs on a world wide basis and sort out the problems of employing people from
overseas. Work closely with the Trade Unions regarding the recruitment of personnel.
Train staff and offer proper contracts. Use less agency staff, it is not cost effective. Only use
fully trained agency staff.
Do you offer more part-time working? Job-share can be contentious, I know.
I suggest that you negotiate hard regarding hourly rates paid to AGENCY STAFF. Employing
agency staff can be necessary to fill workload gaps, but do look at work streams. Can staff
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be redeployed or systems improved? More importantly, agency staff are not imbued with
the endemic ‘culture’ of the Trust, this work practices that have used elsewhere can cause
problems when interacting with Trust staff.
Employ more volunteers as volunteer workers.
Having a reputation for training and developing our staff could attract more applicants.
Structured recruitment and training programme for volunteers.
Branch out to recruit ie health trainer clients may be interested.
Do you have any suggestions for how we can work more with voluntary sector partners?
Employ more volunteers as long as the volunteers employed to do not have to face the
daunting task of financial matters.
Voluntary organisations discuss techniques on how service users successfully go to
university, and follow a study agenda with a 20 minute break where you sleep, and do yoga
exercises to shake out the stress, and re-interview with your studies, and recharge the body
with a mixed vegetable meal to recharge the brain.
Blog better. Have more up to date notice boards of ‘what’s on’ activities in waiting rooms
eg local choirs, music, local volunteer groups eg gardening project, local art groups. MIND.
Free walks. Free local community events.
Build a database of national self-help; advice; befriending and support groups and signpost
all patients to these as a matter of routine.
Do you agree with our proposed Quality Priorities for 2016/17?
Need to provide action plan each year and report on how each aspect has been/has not
been achieved each year. Not just report how well Oxleas are doing compared to other
Trusts. Seem to be same as have been for last 10+ years but nothing seems to change.
Are there any other areas you would like to suggest for quality improvement?
District Nurses.
Improve early intervention by CAMHS.
CCGs keep saying they are giving more money to MH but Oxleas say they are having their
allocations cut and cannot supply all services. Need to devote more resources to autism and
ASD, not just assuming it is covered by LD.
More clarity re services between boroughs
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Need to listen and take action on what carers say. Not just treat them as a nuisance.
Language used is important – this should be in plain English (or other languages) but in ways
everyone can understand.
Staff supervision – look at other agencies/organisations to work toward best practice.
Thorough health assessments for migrants.
Any other comments?
Signpost better – link to other support groups in the area; use basic language; ‘manage’
conditions vs cure them; a lot of mental health conditions are managed.
What, if anything, is Oxleas doing to reduce the effects of stigma experienced by people
with multiple problems (eg someone with serious mental illness and a serious physical
disability?
Partnership with other organisations – you span 4+ boroughs a comprehensive index of all
services big or small, offered in these areas could be tabled, utilised and expanded on.
Psychiatrists faced with crisis situations (eg a patient at risk of suicide) need to learn to
make space for themselves to review the patient’s case history before making key decisions
rather than just relying on the most immediate presentation.
Oxleas admit they aren’t engaging with their carers – assessment problems; discussion with
lead team on how to engage. Bank staff overuse.
Improving lives – CQC monitor all health and social services – ‘more people die of physical
illnesses than mental ill health’ by Dr Okocha.
Transport – you need to improve transport links to Queen Mary’s. No buses from North
East of Borough. 51 North Central – but does not go into QM – one has to go into Orpington
and come back.
The calendar – I appreciate your free calendar and use them but these are yellow on white
print or white on yellow print is very difficult to read. Please use black print for the months
(and continue to use black print for the dates). Also could you please add bank holidays
because these change regular treatment dates and change many meeting dates (for regular
meetings).
Presentation – Please train staff in public speaking: 1) look at audience and do not move
head too much; 2) when using the microphone – keep it still; 3) if one needs to look at the
slides – turn back before continuing to speak; 4) when answering questions – speak to the
audience not the person asking the question.
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Comments by members unable to attend (all boroughs)
How can we ensure everyone learns from incidents and complaints?
Wasting too much time on the desktops. When high (as a Bipolar) I was brought into
Goddington Ward (GPH) and in the brawl with male nurses I was brought to the floor. My
glasses fell off and were damaged beyond repair. I was told by the pretty blonde ward
manager (C) that as the incident was not recorded on the computer, I could not have the
repair costs (some £550)!! (even when provided an invoice).
How can we ensure 80% of our staff receive supervision?
They should have less supervision and instead do their supervisory job properly. This
includes regular 1:1 sessions with patients in their care. In the last month (March/April
2015) at Betts Ward I had no 1:1 care despite being under Section 3 care.
What can we do to ensure that we have outcome measures, so that we know if our
services are effective?
On the walls of all the ward corridors are charts with performance indicators. These are
glowing for all the wards at GPH and funnily are never updated. There is irregular attention
to patient concerns and a regular Wednesday feedback session often does not occur.
What should we do to improve support for carers?
Give them a kick up the backsides!! As a chartered accountant, I know when Oxleas is not
getting value for money (VFM). I would propose that all staff have to re-write their job
descriptions and be interviewed by an expert outside panel, such as staff from auditors
(major firms) of Price Waterhouse or KPMG. Those who failed to meet high expectations
would be got rid of (redundant, pensioned etc).
How can we improve support for GPs on mental health issues?
I have a first class GP service at Summerscroft, Stark Hill, Locksbottom.
How could we focus on recruitment to reduce vacancies?
I have much enjoyed talking with trainee nurses. It is this level of engagement that full time
staff lack in their responsibilities.
What can we do to reduce use of agency staff?
Agency staff provide an excellent ‘back stop’ to compensate for irregular attendance by
mainstream staff (when on hols, courses etc). You can only reduce agency staff when you
have a full complement of permanent staff – who waste time on the computer.
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Your ideas on how we can continue to work with voluntary sector partners?
I was discharged on a care in the community order in August 2015 to Horizon House
(Bromley area). This so called (back to work ‘club house’) was a waste of space. Instead my
CA Institute helped me write a CV – at no costs.
Any other comments?
I have often made complaints and have never received a proper response to my concerns –
even when emailing/writing to the CEO (Stephen Firn). Basically, Oxleas does not listen to
patients’ concerns. And fails to learn from its mistakes. I have tried (with no success) to be
a patient member (Bromley area) on the Governing Board of the Foundation Trust.
I would like to make a suggestion that if everyone who do not pay for the prescriptions, paid
£1 for their prescriptions however many, it would fund a lot of money to the NHS, since
people are being charged for plastic bags a lot of money has been made.
Being diabetic I find it extremely difficult to get HVAIC result (diabetic sugar testing) from
pathology lab at QEH, because they said I have to go to my GP. To get an appointment with
my GP is one week. Something should be done for diabetics to get direct results from QEH.
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Summary and Highlights
National Staff Survey 2015
The national staff survey took place between September and November 2015. The survey
was sent to 850 staff of whom 412 responded for a response rate of 49%. The CQC have for
the first time recognised that many mental health trusts also provide community services
and have ranked Oxleas against other combined mental health, Learning Disability and
community trusts.
The survey groups the results into 32 key findings plus an additional composite score for
staff engagement. When compared with similar organisations Oxleas was above average in
21 areas, average in 7 and below average in 4. BME staff remain broadly more positive and
engaged than their white counterparts. Disabled staff remain less positive than their nondisabled colleagues although the gap continues to narrow.
Oxleas achieved the top scores nationally in its group in the following areas
• Staff recommendation of the trust as a place to work or receive treatment
• Staff satisfaction with the quality of work and patient care they are able to deliver
• Staff motivation at work
• Effective team working
• % believing the organisation provides equal opportunities for career progression
• Fairness and effectiveness of procedures for reporting errors, near misses and
incidents
• Staff confidence and security in reporting unsafe clinical practice
• Effective use of patient/service user feedback
Of the above eight areas six were also the best nationally for the mental health and learning
disability group too. The score for staff engagement has increased on 2014 and also looks to
be one of the best nationally.

The areas where the trust was below average when compared with others were
• % working extra hours
• % experiencing physical violence from patients or relatives in the last 12 months
• % reporting most recent experience of harassment, bullying or abuse
• % experiencing discrimination in the last 12 months.
Whilst the % of staff experiencing discrimination and the % experiencing harassment and
bullying has reduced from 2014 the number reporting physical violence from patients has
increased. The % reporting incidents of harassment and bullying has significantly decreased.
Managing violence and harassment from patients remains the key issue for staff. This was
borne out by the discussion at the recent BME network AGM. BME staff and men remain far
more likely to be recipients of bullying and harassment from patients. For staff to be willing
to report incidents of harassment they must believe that action will be taken and this must
be the key focus for the trust in responding to these results. Bullying by staff has reduced
and compares favourably with other organisations. Support from the networks, unions,
partnership team and the re launched bullying and harassment advisors give a strong
framework to tackle internal bullying.
Key Actions
• All directorates to develop local action plans to address particular concerns in their
areas
• Patient Safety group to review the approach to the management of patients who are
verbally and physically aggressive as part of the broader safer wards programme
• All directorates and professional groups to actively encourage staff to report
incidents of harassment and verbal aggression.

Key Benefits:

Recommendation:
To note.
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Summary and Highlights

By-election 2015 – Results update
Public – 2
Bromley – Dr Ben Spencer elected
Greenwich – Dr John Crowley elected
Service User/Carer - 1
Learning Disabilities – Dean Powell elected
Staff – 1
Forensic and prison health services – no nominations to this class.
Three new governors were elected in February as noted above. Unfortunately Dean has
since decided not to take up the role due to family commitments. The other candidate for
the Service User/Carer: Learning Disability governor, Raja Rajendran, has been approached
and will take up position until the Summer elections. Ben, John and Raja will formally join
the Council of Governors once the induction has taken place and the necessary paperwork
has been completed.

By-election 2016 – Update
Unfortunately Shouvik Datta has had to stand down as Public: Bromley governor as he no
longer lives within the constituency he served. Therefore a further by-election is underway
for the remaining vacant governor positions - Bromley Public and Staff: Forensic and Prison
health services.
The Notice of election/nominations process opened on 22nd February, with the deadline for
nominations 8th March. As there have been two nominations for each vacancy, elections
will be taking place. The notice of Poll will be published on 29th March and voting packs sent
to all members within the relevant constituencies on 30th March. The election process will
close on 19th April and results declared on 20th April.

Summer elections
The following governors 3 x term of office ends in September 2016:
Public
Greenwich: Eimear Mallen
Service User/Carer
Older People: Baeti Mothobi and Jenny Kay
The following governors current terms of office also end in September:
Service User/Carer
Adult Community Services: Katherine Copley
Children and Young People: Fola Balogun
Working Age Adults: Lesley Smith
Staff
Adult Community Services: Mary Titchener
Adult Mental Health: Barbara Cawdron
Older People’s Mental Health: Stephen Francis

Key Benefits:

Recommendation:
To note.

5th February 2016
OXLEAS NHS FOUNDATION TRUST
ELECTION TO THE COUNCIL OF GOVERNORS
My report of voting in the above election, which closed at 5pm on Thursday 4th February 2016, is as
follows.
Public: Bromley
Number of eligible voters:
Total number of votes cast:
Turnout:
Number of votes found to be invalid:
Blank or Spoilt
No declaration form received
Total number of valid votes to be counted:

998
80
8.0%
1
1
0
79

Result (1 to elect)
The election was conducted using the single transferable vote electoral system.
The following candidate was elected:SPENCER, Ben
Public: Greenwich
Number of eligible voters:
Total number of votes cast:
Turnout:
Number of votes found to be invalid:
Blank or Spoilt
No declaration form received
Total number of valid votes to be counted:

1,109
100
9.0%
1
1
0

Result (1 to elect)
The election was conducted using the single transferable vote electoral system.
The following candidate was elected:CROWLEY, John J.

The Election Centre, 33 Clarendon Road, London N8 0NW
Tel: 020 8365 8909 | Fax: 020 8365 8587
www.electoralreform.co.uk | enquiries@electoralreform.co.uk
Electoral Reform Services Limited | Registered No. 2263092 | Registered Office: 33 Clarendon Road, London N8 0NW
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Service User/Carer: Learning Disabilities
Number of eligible voters:
Total number of votes cast:
Turnout:
Number of votes found to be invalid:
Blank or Spoilt
No declaration form received
Total number of valid votes to be counted:

99
17
17.2%
1
1
0
16

Result (1 to elect)
The election was conducted using the single transferable vote electoral system.
The following candidate was elected:POWELL, Dean

The result sheet for the election forms the Appendix to this report. It details: the quota required for election
 each candidate’s voting figures, and
 the stage at which the successful candidate was elected.
Electoral Reform Services can confirm that, as far as reasonably practicable, every person whose
name appeared on the electoral roll supplied to us for the purpose of the ballot:a) was sent the details of the ballot and
b) if they chose to participate in the ballot, had their vote fairly and accurately recorded
The elections were conducted in accordance with the rules and constitutional arrangements as set out
previously by the Trust, and ERS is satisfied that these were in accordance with accepted good
electoral practice.
All voting materials will be stored for twelve months.
Yours sincerely

Jonathan Tait
Returning Officer

On behalf of Oxleas NHS Foundation Trust

40th Council of Governors
17th March 2016
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Reappointment of the Trust’s external auditors – Audit
Committee’s recommendation
Archie Herron, Non-Executive Director and Chair of the
Audit Committee
Front sheet only

Summary and Highlights

One of the responsibilities of the Council of Governors is to appoint External Auditors to the Trust.
In March 2013 the Council of Governors appointed Deloitte LLP to be Trust Auditors. This was after
an extensive process of a panel considering applications in response to advertising in accordance
with EU regulations.
The panel consisted of four Governors, Raymond Sheehy , Richard Diment , Chris Purnell and
Stephen Seabrooke together with Archie Herron, Vice Chair of the Trust and Anne Taylor, Senior
Independent NED. It was supported by the Trust Finance Director, Trust Secretary and Quality
Manager.
Five firms of Auditors were interviewed by the panel and after detailed questioning and
consideration of value for money Deloitte were chosen and subsequently appointed.
Rather than appoint Deloitte for the normal period of five years they were appointed for three years
with the option to extend for a further two years.
The performance of Deloitte over the past three years has been good and at the January Trust Board
it was agreed to recommend to the Council of Governors the extension of the contract for two years
until May 2018.
The original cost for the first three years is £64000 for Financial Account Audit and £14000 for
Quality Account Audit. Deloitte have agreed to put to one side any discussion around changes to the
scope of the Audit and would only look to ‘’catch up ‘’ on inflation. As we know inflation is at a low
level whereas changes to Audit requirements requested by Monitor, our Regulator, have increased
considerably. It is doubtful if price and quality would be maintained in a retendering exercise.
The Council of Governors is requested therefore to extend the appointment of Deloitte as Trust
Auditors until May 2018.

Key Benefits:
Recommendation:
To approve.
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Summary and Highlights
Our current Senior Independent Director, Anne Taylor, will retire from Oxleas at the end of
April 2016. We therefore need to undertake a process to appoint a new Senior Independent
Director. The proposed process is outlined below and a description of the role is attached.
This process was agreed with the Board of Directors earlier in March.
Process for appointing Senior Independent Director
According to the NHS Foundation Trust Code of Governance, the Senior Independent
Director should be appointed by the Board of Directors in consultation with the Council of
Governors. Candidates for this role will need to be able to demonstrate their independence
and that they have sufficient time to meet the additional responsibilities of the role.
Appointment process
Stage 1 – early March 2016
Informal discussion between Chair and non executive directors.
Stage 2 – 24 March 2016
Appointment to be discussed and recommendation agreed by Nominations Committee
(which involves governors including Lead Governor)
Stage 3 – 7 April 2016
Proposal for appointment to be agreed by Board of Directors. This decision will then be
taken to the Council of Governors’ meeting in June to note.
The appointment will be reviewed after a period of three years.

Recommendation:
Council of Governors to note.

The role of the Senior Independent Director (SID)
The senior independent director is a non-executive director appointed by the Board of
Directors in consultation with the Council of Governors. The senior independent director
supports the chairperson and serves as an intermediary for the other directors when
necessary. The senior independent director is also available to members of the foundation
trust and to governors if they have concerns.
The SID may be, but does not have to be, the deputy chair of the board of directors. The
identity of the trust’s SID must be included in the annual report.
In addition to the duties described here, the SID has the same duties as the other nonexecutive directors. The senior independent director receives an additional payment in
recognition of this role.
Key duties
Supporting the chairperson
The SID should provide a sounding board for the chairperson and serve as an intermediary
for the other directors when necessary.
Leading the appraisal of chairperson
The SID should lead the performance evaluation of the chairperson, within a framework
agreed by the council of governors and taking into account the views of the directors and
governors. This should involve holding a meeting with the other non-executive directors in
the absence of the chair at least annually as part of the appraisal process.
Communicating with governors and members
The SID should maintain regular contact with governors to understand their issues and
concerns. The SID should attend sufficient meetings with governors to listen to and
understand their views and concerns. The senior independent director should be available
to governors if they have concerns that contact through the normal channels of chairperson,
chief executive, finance director or trust secretary has failed to resolve, or for which such
contact is inappropriate. If the Council of Governors has any concerns about the
performance of the chairperson, they should raise these with the SID in the first instance.

Responding to staff concerns (whistleblowing)
If members of staff have concerns that have not been able to be resolved by line managers
or executive directors or are so serious that they cannot be discussed with these people,
then they are able to raise them with the senior independent director.
Medical Performance Issues
The SID will be the designated board member under the ‘Maintaining High Professional
Standards’ policy. Specifically the SID will oversee the case manager and investigating
manager who are investigating performance concerns relating to medical staff. This will also
include assessing decisions to exclude and where necessary considering representations
from the medical professional in question about either the exclusion or the investigation.
Process for appointing Senior Independent Director
The SID should be appointed by the Board of Directors in consultation with the Council of
Governors. Candidates for the SID will need to be able to demonstrate their independence
and that they have sufficient time to meet the additional responsibilities of the role.
Stage 1
Informal discussion between chairperson and non executive directors.
Stage 2
Proposal for appointment to be discussed and recommendation agreed by Nominations
Committee (which involves both non executive directors and governors).
Stage 3
Appointment to be agreed by Board of Directors and noted at Council of Governors.
The appointment will be reviewed after a period of three years.
Feb 16
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Summary and Highlights
Stephen Firn will be retiring as Chief Executive of Oxleas at the end of March 2016. The trust
has commissioned the executive search agency Odgers to support the trust in identifying a
successor to Stephen.
The trust has successfully used Odgers in previous executive and non-executive recruitment
campaigns including Director of Finance, Director of Nursing, Chairman and non-executive
Directors. Odgers was also the cheapest of the three proposals reviewed by the trust.
The job is advertised on NHS jobs as well as electronically via the Guardian. Odgers are
conducting a wider search using their extensive list of contacts across the NHS and wider
healthcare industry. They are also targeting third sector and other government
organisations.
The interviews will take place in early May with a view to the successful candidate being
submitted to the Council of Governors for ratification on 16th June 2016.
It is proposed that the selection process is in three stages
i)
ii)
iii)

A presentation by each candidate to group of staff and governors. The staff would
include local union stewards and members of the staff networks
A structured discussion with executive and non-executive directors on a paper the
candidates will have been asked to prepare in advance
A structured interview

Key Benefits:

Recommendation:
To note

Oxleas NHS Foundation Trust
CEO - Proposed Recruitment Timetable
Date

Activity

W/c 08 February

Contract awarded to Odgers

Ws/c 15 and 22
February

W/c 29 February
March

Preparation of advertisement and other materials
Initial market mapping

Briefing meeting with Trust leadership and other
stakeholders as appropriate

Draft advertisement and candidate brief signed off
Search commences

Advertisement placed online
Search continues
Search continues

Weekly progress updates provided

Mid-point review meeting with the Trust
Search closes Monday 21 March
Written applications assessed

Friday 25 to
Monday 28 March
W/c 04 April

W/c 11 and 18
April
W/c 25 April

Longlist packs containing all applications and
Odgers’ recommendations sent to search committee
Easter Holidays

Application review meeting with search committee
to agree a longlist of candidates
Preliminary interviews of longlisted candidates
(Odgers)

Shortlist paperwork sent to Nominations Committee
containing applications and interview reports
Shortlist review meeting with search committee

www.odgersberndtson.co.uk

Oxleas NHS Foundation Trust

Date

Activity

W/c 02 May

Shortlisted candidates meet with Chair, board and
executive directors

W/c 09 May

Final assessments and panel interviews

Opportunity to visit Trust facilities

www.odgersberndtson.co.uk
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Carers and Support Networks Strategy 2016 - 2019

Summary and Highlights
This is Oxleas third carers strategy. It sets out six key aspirations :
•
•
•
•
•
•

Widening the focus to include the support network
Improve team engagement
Improve team support
Ownership
Young Carers
Monitoring

The central message is the services users are no longer viewed as individual patients;
instead the whole support network is recognised as the service user.
All directorates to adapt the strategy to suit the needs of their service users.
Key Benefits:
Widening the support for service users, improving staff engagement and the monitoring
process.

Recommendation:
To note.
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Carers and Support Networks Strategy
April 2016 – April 2019
Cultivating excellent partnership working with
support networks and families

“Carers are hugely important to our society, their
contribution is immense. Over 1.4 million people
provide 50 or more hours of unpaid care per week for
a partner, friend or family member. In terms of
providing care, they are often doing most of the work
so it is vital that we in the NHS give them the
recognition and help they need. We also need to
remember how the demands of caring can take its toll
on people’s own health. We need to care for the
carers.”
Simon Stevens, CEO of NHS England.
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Introduction
Partnership work with the whole support network of a patient is not only self-evident, it is
imperative if we want to stay at the forefront of providing excellent standards of health care
– even more so in the midst of efficiency-savings. It has been evidenced repeatedly that
when the support network (i.e. families, carers, friends etc.) is included in the assessment
and treatment of a patient, the outcome is better.

Strategy background
In 2008 Oxleas launched its first Carers’ strategy which aimed to put carers at the forefront
of our work. This strategy was based on the national carers’ strategy ‘Carers at the heart of
21st century families and communities’ (2008) and on the strategies of our local authority
partners in Bromley, Bexley and Greenwich. The aims of the original strategy were revised in
2012, and for the last 3 years Oxleas has focused on 6 key areas: Recognition, Involvement,
Information, Support, Staff development and Partnership working.
From April 2015 the new Care Act 2014 came into force, and will have a significant impact
on the lives of many carers. The Act gives new rights to carers and should allow greater
access to carers’ assessments and entitlement to services direct to the carer (if they meet
the national eligibility criteria). Our new strategy 2016-2019 takes these changes into
account.

Current situation
It is acknowledged that since the launch of the revised strategy in 2012, Oxleas has grown
and integrated with community health services. While the previous strategy took us forward
as a mental health trust, we now need a strategy that takes account of our wider range of
services and helps us achieve the level of improved support to families and carers in
community health services that we have begun to achieve in our mental health services.
The new set of aspirations in this revised strategy incorporates the needs of families and
carers of people using these community health services, as well as those in our other mental
health and learning disability services.
Since the launch of our first strategy, Oxleas’ progress around carers’ support has been
significant within our mental health services. Mental health services now routinely identify
carers, and provide information, groups, training, and carers’ assessments. In October 2014
Oxleas became one of only 8 trusts which provide mental health services in the country to
receive a gold star for their commitment to the Triangle of Care scheme.
In addition, most mental health teams have received a two-day Family-Inclusive Practice
training which helped raise awareness, introduced basic skills to work with families, friends
and carers, and developed action plans for each team to introduce culture change for
clinical practice. Many mental health clinicians have made good use of the training;
however, the desired culture change for many teams has not materialised.
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And yet, it is the cultural change which is the most critical – and most difficult - part of
service transformation. This new strategy is aiming to primarily address culture change,
determining “how we do things in Oxleas”.
Despite the investment in training and the progress being made on many levels, there is still
more that we can do to strengthen, and work with, our patients’ support networks.
Families, friends and carers tell us they want to play an active part in the patient’s support
network and be connected in a meaningful way to clinicians and patients.

Terminology
Many people, who are closely connected to the patient, want to be recognised for the role
they play in the patient’s life, for the information they can provide and the support they
give. When considering a patient’s support network it is however important to recognise
that not all family members, relatives, friends or significant others wish to see themselves as
a carer. In fact, some staff, patients and family members/friends felt alienated when the
term “carer” has been used. Oxleas serves very diverse communities across Bexley, Bromley
and Greenwich; and we have found this issue particularly true for Black and Minority Ethnic
(BME) patients and their carers. For some BME communities, terminologies related
to mental illness and treatment options are relatively new concepts; and using the
term "carer" can be especially confusing.
Not everyone wants a carer’s assessment, or to be referred to carers’ services, or to attend
a carers group. Nor do all patients wish their families, relatives or friends to be involved;
and often their wish for involvement of others changes rapidly over time. It is therefore
critical that a new strategy uses an inclusive language that addresses the multitude of
possible social connections in the context of physical health and mental health treatment.
Therefore, when this strategy talks about the “support network” it includes all and any of
the patient’s important relationships, which could be with family members, relatives,
partners, friends, neighbours, formal carers, or workers from other parts of our services or
other agencies.
This strategy is in accordance with the principles of the ‘Triangle of Care’ and is informed by
a scoping exercise which was conducted in Oxleas over a period of several months, and
included the views of identified carers, families and friends, and Research-Net; it also
involved directors, professional leads, managers, clinicians and carers leads, and utilised
information from sources such as PALS/complaints and carers surveys, along with real-time
patient experience survey feedback. In addition it draws on initial findings of the concurrent
project of ‘Experience-Based Co-Design’ with families and carers in Bexley. Comment on this
strategy has been sought from external groups as well.
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Strategy aims
The overarching aim of this strategy is to help change the Trust’s culture from merely
treating an individual patient to consistently including the patient’s support network in
order to improve clinical outcome and peoples’ lives.
The strategy sets out six key aspirations and focusses on changing a number of manageable
and sustainable, but critical behaviours at different levels in the Trust, without which the
cultural change is not possible.

ASPIRATION 1
Widening the focus to include the support network
All service users and their support networks are offered the opportunity to be included,
involved and engaged
The Trust is transforming into an organisation that encourages and cultivates engagement
with the support networks for all their patients. The service users are no longer viewed as
individual patients; instead the whole support network is recognised as the service user.
While it is important to have a sharp focus on the individual patient’s clinical needs during
their assessment and treatment, our new approach will ensure all staff members now
develop a wider vision to also include the support network of the patient. We will build
relationships with and include all significant people in a patient’s life (irrespective of
whether they view themselves as carers, or meet any criteria for being a carer as defined in
the Care Act).
We recognise that the needs of patients and their support network varies across services,
and as such our approach and the intensity of support will have to be adapted to the
specific circumstances of any particular patients, depending on their needs.
Some services naturally include support networks and families. Thus, in children and young
people services, children are always seen within the context of their families or care
systems, which is also reflected in the recording, care planning and interventions. The same
is evident in the Adult Learning Disabilities care group. There is much to learn from their
inclusive culture and ways of operating.
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Acknowledging this variation, work with the support network occurs in two domains with
distinct levels of competencies:
Domain I
Carers needs
All clinicians offer invitations to carers
groups or training. Carers
are informed about local initiatives and
services to support them.
Carers are offered an assessment
of their own needs.

Domain II
Working with the support network

Level 1 can be expected of all clinicians.
Levels 2 and 3 are more likely to be offered within Mental Health Services,
but are also possible in other services.
Level 1
All staff working in clinical services are able to work with the support
network at a low intensity level (e.g. meeting with families and/or friends
on a regular basis to ensure they are included at all stages of the patient’s
journey). All clinicians offer information, advice, and inclusion in care
planning, provide the support network with information about diagnoses,
treatments, support available. All staff working in clinical services take time
to listen to families and friends, and involve them in care planning.
Level 2
Systemic interventions (aka family interventions) are offered by clinicians
who have trained in systemic psychotherapy as a distinct form of treatment
as recommended by NICE, with the expectation that such interventions are
carried out over more than ten sessions over a minimum period of six
months. Clinicians who do not feel confident in addressing this level of work
are supported by more qualified and experienced clinicians.
Level 3
This level works with clients and families presenting with complex,
entrenched, multi-generational dilemmas, risk issues and volatile and
fragmented relational structures. Where the therapeutic task is complex,
the patient and their support network are referred to Systemic
Psychotherapy. This is carried out by fully qualified Systemic
Psychotherapists (aka Family Therapists) and other qualified clinicians
working within Family Consultation Services (FCS), supervised by more
senior qualified Family Therapists.
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To date the Trust has been successful at establishing ‘Domain I’ by improving the level of
awareness in mental health settings; increasing rates of carers registration; establishing
carers groups. Similar work has been done in community health services, and it is important
that we continue to bring the various work-streams together. However, in order to move
forward we will focus on improving provision across both domains to create and cultivate
cohesive support networks.

What we will do:

o All trust information will describe our intention to help create support networks for
patients.
o All clinicians will use a simple tool to map out together with the patient who to
include in the support network (see appendix 2).
o Appointment letters will invite patients to bring significant members of their support
network to meetings.
o All teams will offer initial meetings for the support network, both in community
teams and wards, in order that we can involve the whole system from the start.
o The ‘Families and Carers Strategy Group’ will work together on all issues relating to
support networks and carers to ensure both domains of inclusive work are
addressed.

ASPIRATION 2
Improve team engagement
Every staff member makes it a priority to ensure that support is provided for the identified
network for their patients

As a trust we have made significant improvements in our clinicians’ understanding of the
needs of carers. However, in order to change the culture and clinical practice of whole
teams, all clinicians will take responsibility to identify and cultivate patients’ support
networks. All policies, processes and recruitment processes will reflect this aim.

What we will do:
o All job descriptions will state responsibilities relating to patients’ support networks
o Operational managers and clinical supervisors will address how support networks of
patients are being considered in supervision.
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ASPIRATION 3
Improve team support
All clinicians, when working with the patient’s wider support networks, get the support
they need.
Working with the support network is often complex and can at times be conflictual. Some
members of staff find it more stressful when working with more than just the individual
patient. Therefore, staff members need to have access to support for themselves to build
their confidence and skills when working with larger social systems.
To ensure this support is robust, it will occur across several levels:
• Support for staff from expert clinicians who are trained and experienced in working
with families and support networks.
• Leadership and operational support from senior management teams.
• Trust wide planning and strategic support via the ‘Family and Carers Strategy Group’.
What we will do:
o Each team will have access to clinicians who are specifically trained in working with
families and support networks to act in a consultative capacity for clinicians.
o Support staff treating patients with long term physical health conditions to identify
the needs of people helping patients with their health and social needs.
o Educational groups will be established across services to help educate patients and
their support networks about services and treatments.
o Improve the use of our family consultation services.
o Support networks are discussed in clinical as well as operational supervision.
o Establish a clear and sustainable leadership structure for the carers & support
networks agenda.

ASPIRATION 4
Ownership
The inclusion of patients’ support networks becomes everybody’s business

Until now carers support initiatives such as carer groups have generally been run by one or
two dedicated staff members. In many teams the work with carers and the support
network has been delegated to so-called “carers champions”. Often there is also a tendency
to outsource the work with carers to carers groups, or individuals who have a special
interest in such work. Moving forward, the widened focus on support networks must
become everybody’s business. Teams must plan their service improvements for support
networks and all team members take responsibility for implementing these.
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What we will do:
o Complete Experience Based Co Design (EBCD) projects to find out what changes
families and friends want, and, together with the support network, co-design service
improvements. The outcome of the projects will inform other teams in order to use
this approach to improve their services.
o Develop regular service events across community and mental health services to learn
from each other about successful initiatives, and how to implement them.
o Actively encourage clinicians who are confident and competent to work with families
and the support network to undertake conjoint work with less confident/competent
colleagues.
o Ensure the family and carers strategy group has optimal membership and a strategic
approach.

ASPIRATION 5
Young Carers
All clinicians will identify young carers and the support they need

As a Trust we have an obligation to support children who are affected by their parents’
physical and/or mental ill health. In many instances children are providing unpaid support
to family members - either directly to the person who is unwell or disabled, or support to
other family members i.e. helping with siblings if the parent is unable. Such children can be
considered young carers and need information and practical/emotional support.
‘Being a young carer, there is no time to have a childhood. It's like
living in "dog years," you grow up much quicker than everyone else
your own age. I feel as if my life has been much longer than it
actually has, I have brought up a family from the age of 8.’
Siobhan, 19 years (Getting It Right for Young Carers: The Young Carers Strategy)
for Scotland: 2010 -2015 Summary)

To support the whole family, every time an adult’s needs are assessed, the needs of the
children in the family will be considered and taken seriously in order to prevent children and
young people taking on inappropriate caring roles that will have an adverse effect on their
development and life chances. The trust will identify children under 18 years of age who are
dependents of parents with mental health difficulties, and record them on RiO .
What we will do:
o A ‘Children and Young Carers’ Resource Pack’ will be developed for all teams. This
will include details of our obligations to children and young people, what support
8

they might need, details of information available for children and young people, and
details of local young carers projects.
o We will publicise our responsibility to young carers and advertise our projects in all
waiting areas.
o Short awareness-raising sessions will be undertaken with relevant teams, in
conjunction with our local young carers projects.

ASPIRATION 6
Monitoring:
Trust QSIPs accurately reflect the extensive work with our patients’ support network

We want to ensure that the inclusion of the patient’s support network is central to all our
work, and will monitor our progress on the strategy in partnership with them. The current
Quality and Safety Improvement plans (QSIP) relating to carers were established 7 years
ago, when carer’s issues within mental health services first became a focus of the Trust.
These will be changed to reflect the aspiration to transform the Trust to one that works in
partnership with patients’ support networks, and also to include community health services.
Amending the Quality and Safety Improvement plans in relation to families and carers will
ensure we capture the most accurate and useful information about our work with the
support network, and encourage teams to increase the recording of such work. These
changes will enable us to monitor work undertaken with support networks on a monthly
basis. Trust wide patient and carer surveys will provide valuable feedback. Early on we will
specify a new proxy measure of our engagement with the support network, consistent with
the community mental health survey questionnaire. Further monitoring will be obtained via
regular audits such as carer’s assessment audit, care planning audit, and the audit of the
new “Mapping the Support Network” tool. The trust-wide Family and Carers Strategy Group
meets bimonthly to monitor progress against the strategy action plan and ensures targets
are met.
What we will do:
o Change our QSIPs to include contact with the support network.
o Ensure that Oxleas RiO supports all the functions we need for recording such
contacts.
o Consistently audit the use of the new “Mapping the Social Network” tool.
o Review survey questions that ask about families and carers in order to receive
information on the engagement with, rather than just the support for, carers and
support networks.
o Report not only to the family and carer strategy group but also feedback periodically
to the Trust Patient Experience Group and the Trust Quality Board.
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Appendix 1

Working with the Support Network

A

Patient

C

Clinician

Support
Network

B
A Mapping the Patient’s Support Network
1)
2)
3)
4)

Who are the most important people in your life?
How would you like them to support you during this difficult time?
When there is an emergency– who would you like to be with you? (They can be the same as in (1), or different)
How would you like them to support you in an emergency? (This can be from “looking after a pet” to “speaking
to a clinician”, or “just being there”.

At times it is difficult to identify people who can be of support. Sometimes the support network changes. It is
therefore important to re-visit these questions on a regular basis.

B Engaging with the Support Network
1)
2)
3)
4)

Write a letter to the identified supporters to invite them for a meeting
Offer information about what we do and how we do things (opening times, etc.) and (general) information
about the diagnosis.
Invite them for a set of education sessions.
Continue close contact ( care plan reviews; phone-calls; meetings) throughout the service user’s journey.

At times the engagement with the support network can be difficult and the relationship takes the form of mediation
between the service and the support network. This needs to be addressed in supervision.

C Strengthening the relationship between Patient and Support Network
1)
2)
3)

Offer regular meetings to include the support network and the patient to address any barriers on the service
user’s journey.
If the relationships are difficult and the support is wanted but not functioning, seek advice from, or refer to, an
Oxleas Family Consultation Service.
If there is no evident support network, help create one and engage with it.
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Mapping the Support Network
Client Name . . . . . . . . . . . . . . . . . . . . .

Appendix 2

Date: . . . . . . . . . . . . . . . . . . .

Name of Clinician . . . . . . . . . . . . . . . . . . .

Next meeting to review any changes: . . . . . . . . . . . .

...................
Client Name

1. Who is most important to you at the moment?
(Write names on the circles above, with most important closest to centre, and least important furthest away)

2. How would you like them to be involved in your treatment?
(Write down here: e.g. take part in care planning; review meetings …)
......................................................................................
......................................................................................
......................................................................................

3. If there is an emergency, who would you want involved?
(Draw a circle around the name in diagram above)

4. And how would you want them to be involved in an emergency?
(Write down here: e.g. Speaking to the clinicians; just being there; looking after a dependant; looking after a pet …)
......................................................................................
......................................................................................
......................................................................................
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Agenda item

Volunteering Strategy

Item from

Steve Francis, Business and Service Improvement Manager,
Older Peoples’ MH Director on behalf of Japleen Kaur, Head
of Volunteering
Volunteering Strategy 2016-20 Summary

Attachments

Summary and Highlights
The centralised Volunteering Service was created in 2014. It is our intention to launch the
first Volunteering Strategy (2016-20) in April 2016. The strategy applies to all forms of
volunteering within Oxleas.
A schedule of directorate engagement meetings have been arranged across the Trust
throughout March 2016 in order to build support, awareness and contribution to the
strategy.
A Summary of the detailed plan is provided with the request that the content is noted by
the Council of Governors. All feedback is welcomed and will help to shape the final version
of the Strategy.
Key Benefits:
•
•

Maximising benefits to Oxleas services, service users, carers, families and the local
population through effective recruitment and deployment of highly valuable
volunteers
Ensuring robust governance arrangements in all areas of volunteering

Recommendation:
Governors to please note & provide feedback on the 5 Core Objectives and associated Key
Actions which will be considered in finalising the Trust Volunteering Strategy.

Volunteering Strategy
2016-2020
Summary

“To have this opportunity to volunteer means I
have a reason to get out of bed in the morning!”

Our Vision
“To ensure that the volunteering service is professional, organised, with a consistency of process
around governance and is efficient in order to provide the volunteers with an opportunity where
they feel valued, are able to access it easily and have a meaningful experience which is mutually
beneficial to the volunteer and the Trust.”

Foreword
Volunteering has played a key role in the service delivery and development of Oxleas NHS
Foundation Trust for many years and I have seen for myself the impact that our volunteers have
on our service users, their families and staff and the incredibly valuable contribution that they
make.
As a healthcare provider we want to ensure that we contribute
to the wider health and wellbeing of our community and there is
a great deal of research to show that maintaining good
relationships and links is a key to our mental well-being.
Volunteering allows this to happen by building and
strengthening the links with the local community and Oxleas
and its staff and patients. It also allows individuals to learn new
skills, to build on their networks thereby reducing loneliness
and giving them a feeling of making a difference.
What may seem like a small gesture can have a huge impact
on service users lives, be it by assisting them to access
groups in the community, providing pampering sessions on
the wards, having a friendly face welcome them at reception,
assisting other patients on the pathway to recovery by using
their lived experience or delivering conferences on service
users as researchers.

“I thought I would never get a
job, I volunteered and now I
am working for Oxleas, it is
such a supportive place I
wouldn’t want to be anywhere
else.”

All our volunteers are unique in what they bring to the organisation and we have individuals who
have been volunteering for over 20 years at the Queen Mary’s Hospital site. But every volunteer is
valuable, and all contributions are welcome.
This strategy is not just about maximising the potential of volunteers at Oxleas but is also about
highlighting and recognising the contributions of volunteers and making sure that we are using the
vast array of skills and talents that are available to us. We want to see more volunteers across a
range of departments and directorates and for Oxleas to become a beacon for NHS volunteering
and for our service users and staff to know that they are benefitting from the enhanced support
that volunteers can provide.

Estelle Frost
Service Director
Older People’s Mental Health
March 2016

Where we are now
The current staffing and resource arrangements that support volunteering have been through
some changes in November 2014 when mainstream volunteering projects and service user
volunteering projects were brought together under the Older People’s Mental Health directorate.
Oxleas NHS Foundation Trust supports an average population of around 400 volunteers; this is in
line with the national average (Kings Fund, 2013).
As of 1st January 2016 there are 20 different volunteering projects running across Oxleas. These
represent the wide variety of roles available for our volunteers and range from ‘meeters and
greeters’ to service user researchers.
Project
Volunteer to Work Scheme
Mainstream
Queen Mary’s Hospital
ResearchNet
Non-Violent Resistance (NVR)
Parent Volunteers
Alternative therapies
Peer support trainees
Total
Grand Total

Active

Other
providers

116
73
50
31
15

69

4
13
302

69
371

“Volunteering helps to keep
me connected with other
people, I have made so
many friends along the way”

Objectives
Objective 1:
Recognising the
value and
promoting the
benefits of
volunteering
Objective 2:
Increasing
accessibility and
greater visibility
Objective 3:
Enhancing the
experience of
volunteers
Objective 4:
Supporting and
strengthening the
current
infrastructure
(including
organisational
governance)
Objective 5:
Delivering the
Strategy

Volunteers form an integral part of the services that the trust offers to its
service users. There needs to be a widespread recognition across the
trust for the value that volunteers bring to the organisation through their
positive contribution, this should help to engage directorates further to
create innovative projects involving them. By recognizing the benefits of
volunteering we will be able to identify gaps in patient experience which
volunteers can contribute towards.
We need to provide clear information in a variety of styles and formats
about volunteering opportunities in the trust in order to recruit new
volunteers. We need to have a consistency in approach for the
recruitment process across all volunteering projects. Volunteering should
be open to everyone, regardless of age, disability, gender, sexual
orientation, religion, race or where they live. It can be an excellent way of
developing better links with the community and the trust.
There is a need to develop the skills of the individuals managing the
volunteers. These skills in recruiting and supporting volunteers need to
be embedded within the organisation to ensure that every volunteer has
a meaningful experience. Roles should be reflective of the skills of the
volunteers and should enhance patient experience.
A high quality, robust volunteering infrastructure will play a key role in
ensuring the successful delivery of a volunteering strategy it needs to be
able to provide access to good quality, consistent information. The
recruitment process for volunteers should not be overly bureaucratic. It
should nurture the desire of people to help and get involved while
ensuring that this is done in a framework of good practice which supports
and protects both the volunteer and the organisation.

Focus on achieving Volunteering excellence, volunteering is well
supported and recognised by the trust and is seen to be a fundamental
and well embedded support service in the way that Oxleas delivers its
core services.

“I have gained so much through my
placement with the V2W scheme; I am
learning new things everyday”

Summary of Key Actions

Objectives
1

Identifying volunteering needs and what the Trust needs
‐ Hold 6 monthly open days for volunteers
‐ Build on internal links within our directorates and identify gaps in
volunteering
‐ Implement bespoke roles eg Lived experience practitioner volunteers
(ie AMH)
‐ Scope and pilot the Hospital to Home Scheme (ie OPMH)
‐ Present at various directorate meetings in order to increase staff
understanding and awareness around volunteering
Strengthening the support structures for Volunteers
‐ Launch a trust-wide database for all volunteers
‐ Launch a targeted recruitment campaign for hard to reach volunteers
(eg Forensic, BME)
‐ Ring fence part of the budget for training and development and to deliver a
package that is tailored to their needs (eg ALD volunteers)
‐ To develop and implement a volunteer satisfaction questionnaire
‐ To have a central recruitment point for all expressing an interest in
volunteering at QMH, in conjunction with the other providers and hand
over the governance responsibilities for non-Oxleas volunteers
‐ To ensure that volunteers use their supervision and support sessions to
identify further development needs by recording this on the database
Communication and Marketing
‐ Greater visibility (Internet, Intranet, Database): To take on and complete a
branding exercise for volunteering in Oxleas e.g. volunteering brochure,
greater visibility both via in the internal and external websites
‐ Produce an annual volunteering impact report to cover key facts, figures,
case studies, in order to demonstrate the impact of volunteering in Oxleas
and review objectives
‐ Roll out volunteers polo t-shirts and other unique visible uniforms to
increase the prominence of volunteers
Relationship building both external and internal
‐ Set up a volunteering stakeholders forum and invite key community
partners
‐ To create and disseminate staff experience of volunteers survey as a
feedback mechanism
‐ Work with internal and external partners to evaluate volunteering projects
for their impact
‐ Ensure active presence of Oxleas, in local volunteering organisations
‐ Create a directory of organisations from whom funding might be available
for future projects

“I’m enjoying
giving back what I
have received
from Oxleas”
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How to contact us
If you would like to receive a copy of the full version of the strategy please send us an e-mail on
Volunteeringservices@oxleas.nhs.uk or ring us on the number below to receive it in the post.

Volunteering Services Team
Business and Service
Improvement Manager
Head of Volunteering Services

Stephen Francis
Japleen Kaur

Mainstream Volunteers

Linda Sanders
Julie Langford
Mark Hamilton

Queen Mary’s Volunteers

Lynn Jones

Volunteer to Work Scheme

Deborah Goodson
Leanne Leakey
Charnjit Gill

ResearchNet, Peer Support,
NVR, Alternative therapy
volunteers

020 8301 9462
Stephen.Francis@oxleas.nhs.uk
020 8301 9487
Japleen.kaur@oxleas.nhs.uk
020 8836 8510
lin.sanders@oxleas.nhs.uk,
Julie.langford@oxleas.nhs.uk,
mark.hamilton@oxleas.nhs.uk
0208 308 3019
Lynn.jones@oxleas.nhs.uk
0208 301 9487
Deborah.goodson@oxleas.nhs.uk
020 8301 9487/459
Charnjit.Gill@oxleas.nhs.uk

