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44th Meeting of the Council of Governors
16 March 2017
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Executive Directors
Ben Travis, Chief Executive (BT)
Jazz Thind, Finance Director (JT)
Jane Wells, Director of Nursing (JW)
Dr Ify Okocha, Medical Director (IO)
Simon Hart, Director of HR & Organisational Development (SH)
Jane Wells, Director of Nursing (JW)
Michael Witney, Director of Therapies (MW)

Apologies
Elizabeth Anderson, Anna Dube, Mark Ellison, Munur Cafer, Jason Morgan, Frazer
Rendell, Lesley Smith, Ken Thomas, Arthur Mars, Sonia Mars, Sue Read, Raymond
Sheehy, Helen Smith and Jo Stimpson.
Minutes of the Council of Governors meeting 8 December 2017
The minutes were agreed as an accurate account.
Matters arising
Item 4, page 5, Board inquiry findings. BT advised that the Health and Safety
Executive have informed us that they are planning to take legal proceedings

Action
Noted

Agreed
Noted
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4.

following the incident at the Bracton Centre last July.
Item 5, page 6, Quality Improvement Programme. AT updated the Council on the
quality improvement initiatives. A 12 week programme has been completed
successfully in our acute mental health inpatient units and at the Bracton Centre.
We are planning to undertake a trustwide quality improvement programme and
are currently looking at what has worked well in other organisations. These plans
will be shared with governors.
Chief Executive Update

Noted

BT presented his Chief Executive update.
Recognition Awards
He informed the Council that the Trust Recognition Awards had been held the
week before and it had been a fantastic event which showcased the great work
within the organisation. He thanked Governors for their involvement in the event
and judging panels.
CQC update
BT reminded Governors that we had had a major inspection last year and, having
taken action in the areas highlighted by the CQC, had invited the inspection team
back to re-inspect. The CQC returned in March for two weeks and we are expecting
a draft report in April. BT thanked staff for the huge amount of work that has been
put into improving services.
Financial plans
BT gave an overview of the 16/17 finances and informed the Council that we are
on course to deliver our financial plan this year. Our NHS Improvement rating
places us in Segment 2 where providers are offered targeted support.
SB asked how have we managed to save £7M? This is mainly through the redesign
of our community mental health rehabilitation services, property moves and
changing our phone and printing contracts to reduce costs. BT emphasised that the
opportunities for future savings without affecting the quality of services is limited.
Sustainability and Transformation Plans
BT confirmed that Governors had attended a recent stakeholder event on the
South East London STP. We continue to be involved in the process and will report
back on the plans as they develop.
South London Mental Health and Community Partnership
As discussed at previous meetings, our partnership with South London and
Maudsley NHS Foundation Trust and South West London and St Georges NHS Trust
is progressing. We are reviewing how we can work together to create efficiencies
and improve services. The current focus is on forensic care but other clinical
pathways such as specialist child and adolescent mental health services and
specialist mental health placements are being considered. BT explained the
governance and oversight processes for this partnership and confirmed that the
partnership board does not have any delegated powers. Any decisions will need to
go through existing trust governance processes including the Council of Governors
as appropriate.
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Directorate reorganisation
We are planning to restructure some of our service directorates from 1 April so
that we form borough-based directorates for our adult services. This will support
integration and our relationship with commissioners and the local authorities.
BS queried whether we will need to change the structure of the Council of
Governors in light of this. SBr said she would welcome feedback from Governors
on whether they feel changes are needed. Any change would need to be taken to
our Annual Members’ Meeting in September. SBr will bring a discussion paper to
the June meeting.
AF asked whether this will change our relationship and links with social care. BT SBr
answered that he thinks it will enable closer working and Bexley Care, our
borough-based partnership with Bexley Council, is an example of this. Bexley Care
will also be starting from 1 April 2017.
RD queried what the impact will be on the transition from children to adult
services. BT said that we had considered including children’s services within the
borough directorates as well. However, this directorate already integrates mental
and physical care and has undergone significant change recently so we wanted to
avoid further disruption. To ensure a smooth pathway for patients, we will need to
have a particular focus on the transition between our services.
JC asked whether GPs are part of our discussions. BT confirmed that there is an
ongoing discussion with primary care colleagues. For example, Bexley Care has
been designed around the 3 GP localities which should improve engagement and
closer working.

5.

Tender activity
BT informed the Council that we were unsuccessful in our bid to retain services for
0-19yr olds in Bexley. Not wanting to compromise on quality, we were unable to
offer all elements within the financial envelope. The services will transfer to a new
provider in June.
In partnership with King’s College Hospital NHS Foundation Trust, Bromley GP
Alliance, and St Christopher’s Hospice, we have submitted a bid to provide
community health services in Bromley. This is a significant opportunity to provide
fully integrated care in the borough.
SD said that he supported the approach not to compromise on quality to provide
the cheapest option. AF asked who will be providing oversight to ensure the
quality of the children’s service in Bexley in the future. BT responded that this will
be overseen by Bexley Council and the Care Quality Commission will have an
inspection function.
Plans for 2017/18
Noted
JT presented an update on the operational plan Oxleas submitted to NHS
Improvement on 31 December 2016. This had previously been discussed with
Governors at the December meeting and with the Board of Directors. The priorities
and objectives for the coming year were discussed with members at the focus
groups held in February and issues raised by members at the focus groups are
being taken forward and will be overseen by the Membership Committee.
JT gave an overview of our financial plans for the coming year. We are not seeking
to deliver a significant financial surplus but aim to achieve our NHS Improvement
control total. We are looking across our services to identify further areas for
savings for the coming years. We have signed our contracts with commissioners
and there has been a particular focus on parity of esteem for mental health
services. All three of our boroughs have established parity of esteem in mental
3

6.

7.

health funding through funding us and other organisations in the boroughs.
DG said he was pleased to see this in Greenwich which had had the fourth lowest
spend in London for mental health.
RD asked whether the apprentice levy and revaluation of rates had caused a cost
pressure to the trust. JT replied that the apprentice levy is expected to create a
£700k cost pressure although we hope to mitigate this by £200k. The revaluation
of rates is expected to cost £250K but we hope further reviews will reduce this. BT
confirmed that other cost pressures have been created by the junior doctor
contract. We are also reviewing the impact of changes to tax responsibilities under
the IR35 tax rules.
NHS Staff Survey report

Noted

SH briefed the Council on the results of the 2016 Staff Survey. For the first time,
this survey had been sent to all members of staff - the response rate was 44%.
Overall, there are 32 key findings groups and Oxleas was above average in 15,
average in 8 and below average in 9. However, when comparing against our
previous surveys, it shows that staff satisfaction has reduced. SH commented that
in some ways this is not a surprise as it has been a difficult year for the
organisation with a disappointing Care Quality Commission report, significant
change and increases in demand within the health system. However, we are not
going to be complacent and are talking with our staff to understand the reasons
and what they would like to change. We will then endeavour to make these
changes.
DG commented that the results are concerning as staff engagement is a strength at
Oxleas. One area that stood out for him was equal opportunities for career
progression and discrimination experienced by staff. SH confirmed that the
majority of the discrimination experienced by staff is from patients and carers and
work is underway within teams to work together to challenge this and to show
that it is not acceptable. He said that over the last year, there has been a specific
focus on increasing the number of people from BME backgrounds in senior
positions. For the last 12 appointments at pay level 8a and above, 8 have been
from BME backgrounds.
CP asked whether morale had been affected by the incident at the Bracton Centre.
SH said that there wasn’t evidence for that in the survey data – the areas where
staff were least satisfied were child and adolescent mental health services and
prison healthcare.
FB commented that it doesn’t look like harassment and bullying has reduced. SH
said we have been working to change the culture so that patients and carers do
not feel it is acceptable to abuse staff. This will take time. Also, we have been
working with managers to take a more proactive approach to reducing bullying
and harassment and this has had positive feedback from staff.
SD asked whether we work with the police and ambulance staff to identify
individuals who have been abusive. SH confirmed that we do receive alerts about
individuals who are known to be abusive.
South London Mental Health and Community Partnership – forensic service
Agreed
business case
BT presented the paper outlining the proposal to enter into a partnership with
South London and Maudsley NHS Foundation Trust and South West London and St
Georges NHS Trust to deliver forensic mental health services under NHS England’s
New Care Model. Through this, the partnership will manage the care budget for all
NHS England specialist commissioned forensic services (medium secure, low
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8.

secure and community forensic outreach) and will work together to provide and
procure these services as efficiently and effectively as possible.
As Oxleas will be the budget holder for this proposal, the Council of Governors was
asked to approve the development as it constitutes a significant transaction
because the gross income of the trust will increase by more than 10%.
MS asked whether more beds will be required. BT responded that beds not
currently being used will be utilised first and then the partnership will consider
whether local provision can be developed or services could be provided through a
shared, single contract.
SB asked whether a 2 year pilot is long enough. BT replied that we would have
liked a longer contract but we expect to be able to show potential benefits quickly
and demonstrate the need to continue.
YM-L asked whether there will be any conflicts of interest for clinicians who also
work in private institutions. BT confirmed that for each care pathway there will be
a senior responsible clinician supported by clinicians from the other trusts. They
will be responsible for understanding the needs of all patients and then holding
the clinicians across all services to account for case management.
BS commented that he thought this proposal was good strategically. Having
previously asked a question about prison transfer times, he asked whether this
would speed up the movement from prison to medium secure services. BT
confirmed that as part of this work, the partnership are seeking a meeting with the
Ministry of Justice to improve the transition and to develop a 12 week pathway
specifically for patients transferring from prison.
HC requested that, as there is a 12 month break point, a report is brought back to
the Council of Governors on the financial and quality improvement developments.
BT agreed that a comprehensive review in 12 months would be a good idea and
would be presented to the Council of Governors.
GW asked how likely it would be that the downside case would happen and if
losses occurred who would be responsible. JT commented that this would be the
worst case scenario and that we feel this is unlikely as we have identified actions
that can be taken immediately to work more efficiently. Any losses or savings
would be shared equally between the three organisations. We will review the
financial situation at the end of Quarter 1 and we are protected with the break
clause and the ability to give six months notice at any time.
AF asked what data will be used to monitor through Quarter 1 and JT replied that
this year’s data will be used and reconciled against Quarter 1 activity.
JC asked whether we will be employing more staff to undertake this. BT said we
are looking at a dedicated resource to support this such as data analysis. Most
clinicians will continue with their clinical work but be involved in the care pathway
development.
RR queried whether there are legal agreements underpinning this development.
BT confirmed that there were.
AT put the motion to the Council of Governors to approve the transaction and it
was agreed.
Serious incident inquiries

JM

Noted

Mr B incident
MW presented the summary of the inquiry findings into the case of Mr B. He gave
an overview of the inquiry process and informed the Council that the inquiry panel
could not identify any root causes and did not feel that the incident could have
been predicted. MW said that overall the panel had felt that Mr B’s care and
5

treatment had been extremely good and that his mental health had improved
significantly by the time he was discharged. The panel did make some
recommendations on how services could be improved. These included:
• Closer links with armed services in Greenwich
• Bexley Day Treatment Services to complete formal risk assessments for all
patients and follow trust approach to care planning
• Families and carers are engaged in a meaningful way
• Improve format of discharge letter to GPs and
• Contact patients a week after discharge if no follow up treatment is
indicated
MW shared the action plan that is being implemented in response to the inquiry
and confirmed that this will be reviewed in six months to ensure that it has been
completed.
Y M-L asked if Mr B had been assessed individually and MW confirmed that this
had happened. AF commented that it is dispiriting to see a repeat of
recommendations from previous incidents particularly engaging with families. MW
said that the Quality workstream is taking this forward.
SB asked how realistic it is to engage more with the Army and DG commented that
he has found this difficult in the past. MW said that we will be seeking support
from commissioners and NHS England to take this further. JC commented that links
with the voluntary sector such as Combat Stress could be beneficial.

9.

Ms A incident
JW presented the summary of the serious incident inquiry involving Ms A and gave
an overview of the inquiry process. This inquiry has been delayed in coming to the
Council of Governors because it could not be discussed in public until court
proceedings had concluded. JW presented the findings of the inquiry that the
incident could not have been predicted and that there was not a root cause. The
recommendations from the inquiry were:
• Better liaison between mental health teams and alcohol services
• Consultants and mental health teams to receive regular updates on local
drug and alcohol services and changes to them
• The new community mental health pathways are evaluated to ensure that
care coordination covers alcohol dependence.
JW informed the Council of Governors that all these recommendations have been
put into action and this has been evidenced. An event was held last year between
commissioners and providers of drug and alcohol services which has established
better ways of working.
Y M-L asked if these actions have been audited to ensure they are continuing. JW
confirmed that this has not yet happened but audits will take place.
Holding NEDs to account
RD updated the Council on the outcomes of the recent Holding NEDs to Account
working group. He shared the ways governors hold NEDs to account –
• Attendance at Board meetings and private Q & A session with NEDs.
• Governors invited to attend the Board sub-committees to observe the
NEDs chairing them.
• NEDs are invited to the Council of Governors to report on their activity and
give Governors the opportunity to raise issues.
• Governors approve the appointment and re-appointment of NEDs.
RD asked governors to put themselves forward to attend the Board and subcommittees. RD also informed the Council that it had been suggested that a small

JW
Noted
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steering group gathers feedback from the committee observers to identify issues
that should be priorities for the Council of Governor meeting agendas. Also the
Informal Council of Governors meeting should be used to agree questions to raise
with the NEDs attending the meeting.
JC asked whether any NEDs are experts by experience. RD responded that when a
NED vacancy arises the nominations committee, which includes governors,
identifies what the skills gap is on the Board and then the recruitment process
aims to fill this gap.
AT gave an overview of how and why the Board sub-committees have been restructured.
SDi gave an outline of his role as Chair of the Audit and Risk Assurance Committee
and his membership of the Infrastructure Committee and Partnership Board. He
described why the Audit and Risk Assurance Committee has been established and
the main purpose of the committee. He described how the risk management
system has been reviewed and changes made to ensure that risks are identified
across our all services. An overview of the staff whistle-blowing system is one
responsibility of the committee and this has been reviewed by our internal
auditors.
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11.

12

13.
14.

YG introduced herself to Governors and is the newest member of the Board of
Directors. She is a pharmacist by professional background and her main area of
interest is how we can integrate different parts of the health and social care
system to improve care for patients. She has found the developments at Oxleas on
this very positive. She is encouraged by the work of the Council of Governors and
looks forward to working with Governors in the future.
Membership Committee
SB updated Governors on the activity of the committee and said that we should be
using every opportunity to link with our members. He outlined the types of
activities we undertake to do this and encouraged Governors to become involved.
Summer elections
SB presented the paper outlining the timetables for summer elections to the
Council of Governors and informed the Council that there will be an election for a
Lead Governor.
Governors activity update
SB presented the report summarising governor activity since the last Council
meeting. SD thanked Jo Mant for organising the visit to the ECT suite as this had
been an impressive and interesting visit.
Any other business
There was no further business.
Date and time of the next meeting – PLEASE NOTE NEW VENUE
Thursday, 15 June 2017, 2.30-5.30pm, Black Prince Suite, Holiday Inn Bexley
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Outcome of CQC inspection
Plans for Oxleas Quality improvement (Qi)
Quality account for 2016/17
Ify Okocha, Medical Director
a) Our quality improvement journey so far booklets for
Inpatient adult mental health and crisis services; children
and young people’s services; and inpatient forensic
services – copies available at the meeting
b) Quality improvement made simple by The Health
Foundation – copies available at the meeting
c) Quality Account for 2016/17

Summary and Highlights
1. Following the CQC inspection of our 14 core services in April 2016, they reinspected three of our core services (inpatient adult mental health and crisis
services and children and young people’s services) in February 2017 and a
fourth service (Forensic mental health services) in April 2017.
The revised reports for adult acute, crisis and children’s community services were
published in May 2017 and our overall rating has moved from requires improvement
to Good.
We are awaiting the publication of the forensic services inspection report but verbal
feedback was largely positive. The CQC were impressed with the leadership of
forensic services and found that the activities and opportunities offered to service
users were excellent, recovery focused and individualised. However, they found that
there was not always enough documentation of what service users were getting in
their care plans. Also, they questioned whether changes we introduced following the
serious incident at the Bracton were too restrictive for rehabilitation and low secure
services.
2. The positive outcome of the CQC inspection gives us a good platform to build
on so that our services will remain of high quality and to do achieve this we
plan to implement a program of quality improvement (Qi) across the trust
and are exploring the ideal strategic partner to support us in this endeavour.
3. Quality Account 2016/17
Each year, we are required to publish our Quality Account and submit it to the

Department of Health, Monitor and the NHS Choices website. The Oxleas 2016/17
Quality account is split into 4 defined areas:

Part 1 – The Chief Executive statement on the quality of our services.
Part 2 –Overview on our quality priorities for improvement and covers the following:
•

A summary of our achievement against the 2016/17 quality priorities
Achieved
Mostly Achieved
Not achieved
Total

21 (91% )
2 (9%)
0 (0%)
23

•

Our quality improvement priorities under each of the 6 Quality Objectives for
2017/18

•

A statement of assurance from the Board on key areas stipulated by the
Department of Health and NHS Improvement. These cover: clinical audits,
participation in clinical research, our agreed CQUIN goals with commissioners,
registration status with CQC, clinical coding and data quality.

Part 3 - Our performance as a trust against the NHSI Risk Assessment and Single
Oversight frameworks. We also showcase areas of good practice that are aligned
either to the 3 quality domains, our trust values or the trust 4 must dos. A summary
of our sign up to safety plan, national staff survey result, national patient survey
result, complaints, CQC achievement, Equality & Diversity and our process for Duty
of Candour are provided.
Part 4 – Feedback from stakeholders

Department of health requires us to obtain comments from our stakeholders (clinical
commissioning groups, local health watch and overview and scrutiny committees)
about our quality account before it is published. The responses from Health watch,
Greenwich, Bexley and Bromley CCGs are included in the report.

Key Benefits:
To maintain high quality care; improve patient and staff satisfaction; and provide
efficient patient focussed services.
Recommendation:
For the council of governors to note.

Oxleas Quality
Accounts Report
2016/17

Quality Accounts 2016/17 Contents Page to be included in standalone
version for NHS Choices Website

Oxleas Quality Account 2016/17 v1.3
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PART 1
1. Chief Executive’s Statement on Quality
I am delighted to share with you our annual Quality Account for 2016/17. Our first and foremost
priority as a trust is to enhance quality and ensure that we are committed to improving lives. I hope
the following pages will demonstrate our commitment to providing high quality care to everyone
who accesses our services.
In April 2016, we were inspected by the Care Quality Commission (CQC) and we were rated as
‘requires improvement’ which was disappointing for us as a trust however over the last year, we
have had a strong focus on making improvements in services as required by CQC. This led to
quality improvement programmes in our inpatient mental health and our forensic mental health
services. We were re-inspected by CQC in February and March this year and I am delighted that
the hard work and focus of all our staff has been recognised. CQC have changed our overall rating
to ‘good’ and this is for the trust overall and across all five domains – safe, effective, caring,
responsive and well-led.
This has been a year of transformation and partnership. We have worked in partnership with other
NHS organisations to open up a new kidney and cancer treatment centres on the Queen Mary’s
Hospital site in Sidcup. We have created a new community rehabilitation services in our mental
health services to reduce in-patient care and support people closer to home. In addition, we were
pleased to open Acorns, a new children’s centre of excellence that showcases integration between
physical and mental health service provision for children.
During this year, the Board of Directors discussed our long term vision for providing care to our
diverse patient groups and how we can ensure the following:
•
•
•
•
•

Promote the delivery of ‘whole person’ health and physical care to our patients
Promote the delivery of seamless, integrated health and social care with our local authorities
Support the identification of pioneering and innovative ways to deliver care and meet the
changing needs of our patients
Facilitate the delivery of care pathways with primary care and offers GPs the support they
require for their changing role
Facilitate closer working with our local acute trusts, particularly in the management of
emergency demand.

As a result of the review we have reviewed our directorate structure and have created 3 new
borough specific directorates in Bexley, Bromley and Greenwich. This will help us deliver more
integrated care specific to our patients – care that is person centred, effective and seamless.
During the year, we saw a spike in serious incidents in one of our acute inpatient units and we
responded to this by having an external review of these incidents. We have taken on board the
clear learning recommendations and put in place actions to ensure safe and effective practice.
Furthermore, we have also put in place a robust process at all levels of the trust to ensure there is
sharing of good practice and embedded learning. In addition, following a serious incident on one
of our forensic mental health wards where two members of staff were injured we have
implemented a safety review and changed how we manage our kitchens and improved our security
procedures across our services to prevent a similar incident occurring. Both colleagues are
recovering well.
Each year we participate in the annual Care Quality Commission’s national staff survey and our
composite score for staff engagement in 2016 rated Oxleas as above average compared to the
national position. We continue to engage with our staff and we have gathered views and ideas
from nearly 500 members of staff and have launched the ‘Let’s Talk’ staff engagement programme
Oxleas Quality Account 2016/17 v1.3
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to provide colleagues with a variety of means to share their views with senior members of staff.
Research has shown that there is a high correlation between engaged staff and the provision of
good quality care to patients and we want to maintain a focus on this. One of the highlights for me
over the past year was our Recognition Awards where we had the opportunity to acknowledge the
tremendous work of colleagues across the whole organisation. This recognised how our staff day
in and day out put our values into action and make a difference to our patients and their families.
For the first time, we also recognised the 18 colleagues who have worked at Oxleas for 30 years or
more and the significant contribution they have made.
Looking forward to the coming year we are determined to focus on continuous quality improvement
and we are embarking on an organisational-wide scale of Quality Improvement. Over the years we
have had great examples of quality improvement across various services of the Trust but we want
to enable every service and team to embed this as culture and make it the way we do things in
Oxleas.
I am delighted that we have ended the year on a positive note and this is acknowledged in our new
CQC results. I want to thank staff for all their hard work and support in 2016/17 and their dedication
in keeping quality at the centre of everything that we do despite the challenges. I look forward to us
doing even more in 2017/18.
In preparing our Quality Accounts, we have endeavoured to ensure that the information and data
presented within is accurate and provides a fair and balanced reflection of our performance this
year. However there are a number of inherent limitations in the preparation of the Quality Accounts
which may impact the reliability or accuracy of the data reported.
Our Board and Executive Team have sought to take all reasonable steps and exercise appropriate
due diligence to ensure the accuracy of the data reported. To my knowledge, the information in the
document is accurate with the exception of the matters identified in respect of the Crisis Resolution
Home Treatment Team gatekeeping indicator described in Annex 3 of the report

Signed by

Ben Travis, Chief Executive
25 May 2017

Oxleas Quality Account 2016/17 v1.3
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PART 2
2. Quality Priorities for Improvement
In this section of our Quality accounts, we provide an update on our priorities for improvement and
statements of assurance from our Trust board.
We are committed to delivering good quality care and have worked in partnership with our staff,
patients, carers, members, commissioners, GPs and others to identify areas for improvement. Our
Quality Account gives us an opportunity to share our performance against our priority areas for
2016/17, describe our priority areas for 2017/18 and showcase notable and innovative practice that
has taken place across our services this year.

2.1 Review of our how we did: Progress against 2016/17 priorities
We have highlighted below our performance against last year’s goals which cover the three quality
domains of patient experience, patient safety and clinical effectiveness. We determine our quality
goals through a variety of processes:
•
•
•
•

Our annual borough based focus groups across Bexley, Bromley and Greenwich
Our regular quality review meetings with our commissioners
Feedback from patients who have used our services
Regular review by clinical staff at our Quality Committee and associated quality sub-groups

Last year, we listened to our members, staff and the public and took on board feedback to simplify
our quality goals and ensure that they were clear and easy to understand.
We set these out across 6 quality objectives:
Quality objective 1 – Ensure we meet our patient promise
Quality objective 2 – Ensure we involve families, carers and people important to our patients
Quality objective 3 – Ensure we involve patients in planning their care and they have a care plan
that is personal to them
Quality objective 4 – Ensure we put the safety of our patients first
Quality objective 5 – Ensure we provide care in line with national best practice and guidelines
Quality objective 6 – Ensure we routinely measure clinical outcomes so that we know that our care
makes a difference to patients
Where available, we have included data from previous years’ quality reports for comparison and to
evidence progress. However based on changes made to our quality goals last year this would be
the first year of reporting on some indicators. With the exception of national surveys or audits, we
use information from our electronic patient record, RiO, our staff training database and local audits
or surveys to measure achievement of our priorities. We have also included what performance
data is determined by local or national definitions.
Our local performance has not been compared to other Trusts. Comparable data for national
priorities are presented in Table 10, section 2.5. For ease of reference, a glossary of all terms and
acronyms used is provided at the end of the report. We also aim to show our performance in
comparison to the last 5 years where this data is available.
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We have used the following colours to denote how well we performed against the quality priorities:Green/Achieved

- This means the target set has been achieved

Amber/Mostly Achieved
target
Red/Not achieved
target

- This means our 2016/17 performance is 5% or less below the set

- This means our 2016/17 performance is 6% or more below the set

Our trust quality objectives for 2016/17 cover 23 quality goals; the table below summarises our
achievement for this year:
Table 1
Achieved
Mostly Achieved
Not achieved
Total

21 (91% )
2 (9%)
0 (0%)
23
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2.2 Our performance against our Quality Objectives
2.2.1 Quality Objective 1 – Meeting our patient promise
Meeting our patient promise forms the foundation of our patient experience goals and is in line with
the trust’s 4 ‘must do priorities. Our performance for 2016/17 is shown below (the data source is
from the results of our internal patient experience surveys):
Table 2
Comparison over the last 3 years
Service Directorate Summary for 2016/17

Patient Experience
Quality Improvement Goal for 2016/17

AMH
Adult
Mental
Health

ALD

OPMH
F&P
ACS
CYP
Older
Adult
Adult
Children &
People’s Forensic & Community
Learning
Young
Mental Prisons
Health
People
Disabilities
Services
Health

Trust position
2016/17

Trust
position
2015/16

Trust
position
2014/15

To ensure 90% of patients surveyed are
reporting they have been provided with enough
information about care and treatment?

96%

94%

98%

90%

99%

97%

97%

98%

97%

To ensure 90% of patients surveyed are
reporting that they been involved in decisions
about their care and treatment?

95%

97%

96%

88%

98%

95%

96%

97%

97%

To ensure 90% of patients surveyed are
reporting that staff have treated them with
dignity and respect?

98%

99%

99%

95%

99%

99%

99%

99%

98%

To ensure 90% of patients surveyed are
reporting that they have been helped as a
result of the care and treatment they have
received

92%

97%

89%

82%

96%

96%

94%

97%

95%

To ensure 90% of patients surveyed are
reporting that their carer/family have been
supported

84%

98%

87%

91%

93%

98%

91%

96%

91%

*New indicator:
To ensure 90% of patients who reported that
they wanted friends/relatives involved in their
care/treatment did feel that they were involved

91%

100%

98%

100%

97%

96%

96%

Friends and Family Test - To ensure 90%
85%
78%
90%
72%
97%
of patients surveyed are reporting that they recommend recommend recommend recommend recommend
would recommend our service to friends and
family if they need similar care or treatment
FFT (% recommend & % not recommend) 5% not
3% not
3% not
16% not
1% not
recommend recommend recommend recommend recommend
Total number of responses

2,503

254

709

399

4,559

90%
recommend

91%
95%
95%
recommend recommend recommend

2% not
recommend

3% not
1% not
0% not
recommend recommend recommend

1,597

10,021

9,745

*A new family/carer question was introduced in January 2017.

Our 2016/17 overall trust performance shows that we have achieved over 90% of patients who
respond to our surveys reporting that they have been provided with enough information about their
care and treatment, have been involved in decisions about their care and treatment, staff have
treated them with dignity and respect, that they have been helped as a result of the care and
treatment they have received, friends/relatives involved in their care/treatment feel that they were

involved; and that they would recommend our service to friends and family if they need similar care
or treatment . However exceptions can be seen in Forensic & Prison services for the FFT
question, involvement in decisions about care and treatment or being helped as a result of care
that they have received. Some exceptions are also seen in Adult Learning Disability and Adult
Mental Health for the FFT question.
We continue to review performance against these goals in the Trust and local directorate patient
experience groups, ensuring we focus on what we can do to positively engage and work with
patients and those important to them. Identified services also have plans in place to improve on the
areas that have been highlighted.
Following a review of feedback to our internal patient experience survey, we adapted the
family/carer indicator from ‘patients reporting whether their carer/family had been supported’ to
‘patients reporting that, if they had wanted their friends/relatives involved in their care/treatment,
were they involved’. Our view was that the previous version of the question was not easily
answered by service users who might not necessarily have knowledge of the support that their
carer/family had received. The revised version of the question is consistent with the purpose of our
strategy to ensure our staff engage with families, carers and the support network of patients.
Year on year, we have seen a steady increase in the number of patients responding to our patient
experience surveys however this only accounts for approximately 6.5% of patients who are on the
Oxleas caseload (we have on average 154,500 patients being seen by Oxleas at any one time).
We want to focus on this in 2017/18 and engage more patients to tell us how they have
experienced the services received. This will be a priority area for the Trust Patient Experience
Group.

2.2.2 Quality Objective 2 – Involving families, carers and people important to our
patients
In 2016/17, we launched a new carers and support network strategy which took into account our
wider range of services; helping us to identify and meet the needs of carers in our community
health services as well as in our mental health and learning disability services. We also had an
additional focus of identifying young carers and ensuring we can adequately provide useful
information around local young carers support services and signpost to where they can get
additional help. We had two goals under this quality objective and our performance against these
are provided below
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Table 3
Quality Objective 2 – Involving
families, carers and people
important to our patients

Oxleas 2016/17 achievement

To ensure 80% of patients have their
support network identified and noted 86% of patients seen by Oxleas have details of their
within their care record (Data source - support network or carer noted within their care record
RiO)

Status

Achieved

We will develop a Children and Young In response to one of the goals in our carers and
Carers’ Resource Pack
support network strategy, we have had a big push to
identify young carers and we have worked with a focus
group of secondary school aged young people and
consulted with various young carers projects to
develop a resource pack.
Achieved
Based on feedback, we have developed this resource
as an online young carer information website, which
acts as a valuable resource for signposting young
people -www.oxleasyoungcarers.co.uk.
We are also currently working to have information on
local young carer’s projects to be added to our School
Nurses app.

2.2.3 Quality Objective 3 – Involving patients in planning their care and that they
have a care plan that is personal to them
Ensuring that patients are involved in discussions and decisions about their care and have a plan
that is personal to them remains a key quality priority for Oxleas. We have implemented over the
last few years a transforming personalised care planning programme, working with clinicians to
understand and resolve issues identified with RiO (our clinical records system), provide essential
training that creates confidence and assurance on how to engage patients effectively and worked
in partnership with service users to understand the best way to improve engagement.
As part of our personalising care planning strategy, we have agreed 7 principles that all our staff
should abide by:
o

Recognition of the individual’s strengths and goals, taking into account their personal wishes.

o

Identifying the family support networks of patients in order to involve them in supporting care
planning

o

Provision of information and guidance to the patient, in a language/format that they understand
and adhere to accessible information standards where applicable.

o

Agreement on treatment options, including medication and other interventions.

o

Agreement on actions and support to achieve good outcomes and also enable effective risk
management.

o

Encouragement and support to empower individuals to self-manage wherever possible.

o

Developing a plan and where possible agreeing the goals, outcomes and review dates of the
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treatment options and the care being delivered.

In terms of the indicators chosen for this 2016/17 objective, we have detailed our performance
below:
Table 4

Clinical Effectiveness
Quality Goal for 2016/17

Services
Applicable to

2016/17

2015/16

2014/15

2013/14

2012/13

Data
source

To ensure 95% of our
patients will have a
recorded care plan on RiO

All Oxleas
Services

96.2%

95%

98.70%

98.60%

99.30%

RiO –
local
definition

To ensure 95% of our
patients on CPA (Care
Programme Approach) will
receive a 6 monthly review

Mental Health
(AMH, OPMH,
CAMHS & ALD,
Forensic and
Prisons)

94.3%

95.10%

97.20%

96.40%

96%

RiO –
local
definition

As noted in the above table, our overall performance for the quality indicator ‘ensuring patients on
CPA have a 6 monthly review is 0.7% under the 95% target. We have set ourselves the internal
target of CPA reviews being completed every 6 months as a means to meet the national target of
CPA reviews being completed every 12 months. We have met the 12 month CPA review national
target and our performance is 99.7% for 2016/17.

2.2.4 Quality Objective 4 – Ensure we put the safety of our patients first
We remain committed to improving the safety of health care and continue with our sign up to safety
5 areas of focus:
• Falls
• Pressure ulcers
• Preventing the physical deterioration of people with enduring mental illness
• Reducing risk and harm of violence in our mental health settings (safer wards initiative)
• Support an open and honest culture throughout the Trust (duty of candour)
We have also included the following additional areas for improvement focus in 2017/18:
• Suicide prevention
• Restrictive practice*
• Ligature risk management
These areas will be monitored by Improvement groups which will report to the Trust Safety
Committee on progress and measures of success.
* Restrictive practice is defined deliberate acts on the part of other person(s) that restrict an individual's
movement, liberty and/or freedom to act independently in order to:
• take immediate control of a dangerous situation where there is a real possibility of harm to the person or
others if no action is undertaken; and
• end or reduce significantly the danger to the person or others; and
• contain or limit the person's freedom for no longer is necessary"
Department of Health, April 2014
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In terms of the indicators chosen for this 2016/17 objective, we have detailed our performance
below:
Table 5
Quality Objective 4 – Ensure
we put the safety of our
patients first

Services
2016/17
Applicable to

2015/16

2014/15

2013/14

2012/13

Data source

97.00%

97.40%

97.30%

98.60%

99.60%

RiO - National
definition (NHS
Improvement)

Mental Health
Services

97.50%

95.70%

96.80%

95.90%

100%

To maintain no incidences of
MRSA

All Oxleas
Services

0

0

0

0

0

Datix - National
definition (NHS
Improvement)

Maintain no more than 6 incidents
of Clostridium Difficile reportable
infections

All Oxleas
Services

1

4

2

3

0

Datix - National
definition (NHS
Improvement)

To ensure 80% of staff are trained
in level 1 safeguarding children

All Oxleas
Services

93.10%

98.30%

97.30%

94.80%

95.50%

Local Oxleas
Training database

To ensure 80% staff are trained in
level 2 safeguarding children

All Oxleas
Services

95.90%

95.10%

90.30%

88.90%

87.80%

Local Oxleas
Training database

To ensure 80% of staff are trained
in level 3 safeguarding children

All Oxleas
Services

89.10%

89.80%

86.90%

84.30%

87.00%

Local Oxleas
Training database

To ensure 80% of staff are trained
in safeguarding adults

All Oxleas
Services

92.30%

98.10%

95.60%

95.80%

To ensure 95% of patients on
Mental Health
CPA are followed up within 7 days
Services
of discharge from hospital
To ensure 100% of patients
admitted to hospital following an
episode of self-harm are followed

RiO – Local
definition

up within 48 hours of discharge *

Local Oxleas
Training database

* 48 Hour Follow up – additional detail
48 hour follow up is a local indicator that has been monitored by the Trust for approximately 10
years. It is seen as an important factor in helping to further reduce the risk of suicide after
discharge from hospital. The aim is for our Crisis & Home Treatment teams (CHTT) to follow up all
patients admitted to hospital following an attempt at suicide within 48 hours of discharge to ensure
they are safe in the immediate period following their discharge. For 2016/17 performance, we are
under our 100% target by 2.5%; however the last 2 months performance has been at 100%. The
reported breaches are as a result of human error where a member of staff has not made a referral
to CHTT to undertake the follow up within 48 hours. Our review of the data shows that these
patients are eventually followed up but outside of the 48 hour target, with majority of patients being
seen within 72 to 96 hours. In order to overcome the human error factor, we have worked with
Servelec who provide RiO (our electronic care record) to help design a prompt on the electronic
system. This will create a flag for patients who do not yet have a 48 hour follow up booked on the
system and have been coded as admitted for self-harm. The prompt will act as a reminder to the
discharging clinician to refer the patient to CHTT and book a follow-up appointment.

2.2.5 Quality Objective 5 – Providing care in line with national best practice and
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guidelines
This objective is in line with one of our trust values which is to ensure excellence in everything that
we do and provision of services and delivering care in line with national best practice and
guidelines is essential to us achieving this.
There are 3 quality goals under objective 5:
• Engaging in national audits that permit benchmarking such as POMH UK and the NHS
Benchmarking network in 2016/17
•

Routinely using NICE guidelines & quality standards and audit our practice and services
against these standards

•

Participating in the national programme of improving the physical health of patients with
serious mental illness (SMI) and achieve the set targets of comprehensive cardiometabolic risk assessment using the Lester Tool and interventions in patients at high risk.

2.2.5.1 Engaging in national audits that permit benchmarking such as POMH UK and the
NHS Benchmarking network in 2016/17
As an organisation we have made every effort to participate in national audits as soon as we are
aware and that they are applicable to the services we provide to patients. In section 2.4.1 we have
provided the numbers of national audits that we have participated, however we would like to
highlight below a summary of one of the national POMH (Prescribing Observatory for Mental
Health) audits that we have participated in:
Re-audit of prescribing for substance misuse – alcohol detoxification
Some patients admitted to our wards have problems with alcohol dependence. Acute alcohol
withdrawal, if untreated or sub-optimally managed, can be a life threatening condition with a risk of
seizures, delirium tremens, and in extreme cases, preventable deaths. If parenteral (injectable)
thiamine is not administered, there is a risk of the rare but serious complication of Wernicke’s
encephalopathy, which can lead to permanent brain damage. NICE guidelines set out a series of
recommendations for best practice in diagnosis, assessment and management of alcohol
dependence and related complications. One of these recommendations is that all patients who
receive medically assisted withdrawal in hospital should receive parenteral thiamine.
The aims of this re-audit were to compare prescribing practice locally in absolute terms with the
recommendations made by NICE, compare practice in relative terms with that other mental health
Trusts, and to determine if there have been any changes in practice since the baseline audit
conducted 18 months previously. The standards for the audit included (1) The decision to
undertake acute alcohol detoxification of an inpatient should be informed by a documented
assessment of drinking history and current daily alcohol intake and a physical examination, carried
out on admission; (2). Blood tests relevant to the identification of alcohol-related physical health
problems should be carried out during the admission. (3). Thiamine should be prescribed
parenterally for inpatients in acute alcohol withdrawal.
Our results from the baseline audit indicated that, although we ensured parenteral (injectable)
thiamine was administered to most eligible patients, there was scope for improvement. We
therefore changed our inpatient prescription template for alcohol detoxification to include parenteral
thiamine as a standard treatment; instead of a doctor having to remember to prescribe this
treatment, the doctor would have to consciously cross out this prescription. This should make it
easier to do the right thing.
We are pleased to report that at re-audit, all thiamine was prescribed parenterally and a higher
proportion of our patients received this treatment.
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2.2.5.2 Using NICE guidelines & quality standards and audit our practice and services
against these standards
One of the requirements of the Care Quality Commission is for all healthcare organisations to take
into account nationally agreed guidance when planning and delivering treatment and care.
Implementing NICE guidance helps to ensure consistent improvements in people’s health and
equal access to health care it also helps us ensure that patients receive effective treatment and
care that conforms to nationally agreed best practice.
The Trust's Clinical Effectiveness Group (CEG) is the corporate committee tasked with ensuring
that there is trust wide discussion and implementation of clinically effective and evidence based
practice. At each Trust CEG meeting we monitor and grade all newly published/reviewed NICE
guidance by directorate CEGs for relevance to services. Guidance is graded as being “Relevant”,
“For information only” or “Not relevant” to services:
•
•
•

Relevant – guidance for conditions which are directly applicable to a directorate or service, and
of which all practitioners should have regard when planning or delivering a service
For information only - guidance that provides supplemental, auxiliary information to a
directorate or service, but that is not directly applicable
Not relevant – guidance that is not applicable to any directorate or service.

We have also developed and implemented a “NICE Quality Standards and Guidance Cabinet” for
mental health, learning disability and community health services which are available to all
members of staff via a shortcut placed on trust PC desktops.
The Cabinet lists, by directorate, all relevant NICE Quality Standards and NICE guidance types,
and also lists separately all NICE Quality Standards and NICE guidance relating to integrated
physical and mental health care. Listing guidance in this way means that staff only see guidance
which is relevant to their clinical practice, whilst also collecting all integrated healthcare guidance in
one place. The Cabinet provides access to Positive Practice Prompts/Key Priorities for
Implementation Summaries (PPPs/KPIS) and a range of learning resources, as well as the full-text
versions of guidance. PPPs/KPIS provide a “clinical bottom line”, summarising the main points of a
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guideline and their implications for practice.
Each year, the Trust CEG chooses a range of audits specific to NICE guidance which are audited
as part of our annual Clinical audit programme. This helps us check our practice against national
guidance. We have provided some examples in section 2.4.1
2.2.5.3 Participation in the national programme of improving the physical health of patients
with serious mental illness (SMI)
Over the last 3 years, Oxleas has participated in the national programme of improving the physical
health of patients with SMI, and prior to that we were involved in the local quality programme.
Patients with SMI like schizophrenia, bipolar disorder and schizoaffective disorder die about 15-20
years earlier than the general population due to an increased risk of treatable physical health
conditions such as diabetes and coronary heart disease. Our aim is to improve the physical health
care of our patients with SMI by ensuring that they have a comprehensive cardio-metabolic risk
assessment, have access to the necessary treatments/interventions and the results are recorded
in their care record and shared appropriately with the patient, the treating clinical teams and the
GP. In order to ensure that all patients have ease of access and in the instances where patients
have not engaged or attended annual physical health checks with their GPs in primary care, we
have put in place physical health clinics.

In terms of our 2016/17 goal, we took part in the national audit and have submitted our audit
results to the national programme but await the results from the national team. However we have
undertaken a local assessment of our achievement on the national indicators, our results of this
assessment are shown below:
Table 6

Total no of No. of clients not
clients in screened for one
Oxleas Services
national or more of the 7
sample
indicators
Inpatient
services
Community
Mental Health
Services
Early
Intervention in
Psychosis
Total

% Screening
Compliance

No of clients
with one or
more
interventions
needed

No. of clients
%
National
with one or
% Overall
target
Interventions
more missing
Compliance
2016/17
Compliance
interventions

50

1

98% (49/50)

42

3

93% (39/42)

94%
(47/50)

90%

100

19

81% (81/100)

87

15

83% (72/87)

71% (71/100)

65%

75

2

97% (73/75)

66

4

94% (62/66)

92% (69/75)

90%

225

22

90%(203/225)

195

22

89% (173/195) 83% (187/225)

2.2.6 Quality Objective 6 – Ensure we routinely measure clinical outcomes (how our care
makes a difference to patients)
This year, our goal was to roll out the clinical outcomes project to all of our clinical service
directorates. The main aim was for each directorate to agree and implement at least one set of
paired outcomes measurement as a normal way of practice, to help ascertain how our care had
made a difference to patients.
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Each directorate had to agree which teams would participate and what outcome measures they
would use. The teams worked closely with the informatics department to develop data capture
processes that could then be displayed in electronic dashboards, so the data could be analysed
and reported in a more timely and accessible format. This is a definite improvement from manual
analysis, and is an additional incentive for staff to get involved.
The initial phase has achieved its main aim across all our services - Adult Mental Health (AMH),
Older People’s Mental Health (OPMH), Adult Learning Disability (ALD), Children and Young
People (CYP), Adult Community (ACS) and Forensic Services (F&P). The pace on roll-out is set to
increase in 2017/18, with the goal that every single clinical team across all services will be able to
visualise and discuss their paired outcome data on our electronic systems.
Having developed outcome data collection processes across the first wave of teams, together with
the supporting informatics infrastructure, the next phase is twofold:
• Extend participation to as many clinical teams as possible (i.e. those that can collect paired
outcomes)
• Link this work to the Trust’s overarching agenda for Quality Improvement
Building on the experience of the participating teams thus far, we will extend outcomes
measurement to other eligible teams in each directorate. The intention is to have all teams that can
collect paired outcomes to be doing so by the end of the year. Where necessary, we will also
support teams to increase their data acquisition rates to statistically meaningful levels.
Accessible and relevant outcomes data is an important foundation to delivering high quality
services. In addition to data capture and reporting therefore, the next phase is to engage with
frontline teams to develop their quality improvement capability. This work will include identifying:
• Who gets better (and who does not)
• Why are they getting better (or why not)
• What is helping or missing from services?
• How do we use the data to improve services?
We will identify and develop the necessary skills in our clinical teams and managers to enable
them to make best use of their data for improving their service. This will be done through a
program of discovery and coaching, with the aim of understanding local service and patient issues
in order to support professional development and service design.
The longer-term vision is for outcomes data to be a core consideration throughout the Trust

Through the realisation of this programme, clinical outcomes will be routinely used at every level of
the organisation to inform professional standards and clinical pathways. More generally, data
measurement, reporting and analysis will be a core capability across clinical teams as part of their
Oxleas Quality Account 2016/17 v1.3
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portfolio of Quality Improvement initiatives.

2.3 Our Quality improvement priorities for 2017/18
Our purpose is to improve lives by providing the best quality health and social care for service
users and their carers. Each year we work in partnership with our service users’, carers, members,
staff and commissioners to identify what our quality priorities should be. This year we consulted
with our members and the public at the annual Bexley, Bromley and Greenwich focus groups held
in February 2017. At these groups, we gave an update on our achievement so far, if we should
continue with our 6 Quality Objectives and if there were other areas they would like us to consider.
This same process was carried out with staff at our Quality Governance Groups.
There has been overwhelming support for Oxleas to continue with the 6 quality objectives as
stated below. Our Quality objectives come under the 3 quality domains of patient experience,
patient safety and clinical effectiveness. Our priority areas have been influenced by our public
forums, our engagement with our local and national commissioners, through our quality meetings,
our council of governors, patient groups such as Healthwatch, feedback from patient experience
surveys and lessons learned from incidents. We also engage with staff at away days, staff
meetings and annual planning events.
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Table 7

Quality Objective

Quality Indicator
To ensure 90% of patients who respond to our surveys are
reporting they have been provided with enough information about
care and treatment
To ensure 90% of patients who respond to our surveys are
reporting that they have been involved in decisions about their care
and treatment

Quality Objective 1:
Ensure we meet our patient
promise

Quality Objective 2:
Ensure we involve families,
carers and people important to
our patients

Quality objective 3:
Ensure we involve patients in
planning their care and they have
a care plan that is personal to

Service Area applicable
to

Quality Domain

All Oxleas Services

All Oxleas Services

To ensure 90% of patients who respond to our surveys are
reporting that staff have treated them with dignity and respect

All Oxleas Services

To ensure 90% of patients who respond to our surveys are
reporting that they would recommend our service to friends and
family if they need similar care or treatment

All Oxleas Services

To ensure 90% of patients who respond to our surveys are
reporting that their quality of life has improved as a result of the
care and treatment that they have received

All Oxleas Services

To ensure 90% of patients who respond to our surveys and who
reported that they wanted friends/relatives involved in their
care/treatment did feel that they were involved

All Oxleas Services

To ensure 80% of patients have their support network identified
and noted within their care record

All Oxleas Services

To ensure 95% of our patients will have a recorded care plan on
RiO

All Oxleas Services

Patient Experience

Patient Experience

Clinical
Effectiveness

Quality Objective

Quality Indicator

them
To ensure 95% of our patients on CPA will receive a 12 monthly
review

Service Area applicable
to

Quality Domain

Mental Health (AMH,
OPMH,CAMHS & LD)
Forensic & Prisons

We will continue our improvement focus on our sign up to safety
plan and the identified additional areas for 2017/18
•
•
•
Quality objective 4:
Ensure we put the safety of our
patients first

•
•
•
•
•

Quality objective 5:
Ensure we provide care in line
with national best practice and
guidelines
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Falls
Pressure ulcers
Preventing the physical deterioration of people with enduring
mental illness
Reducing risk and harm of violence in our mental health
settings (safer wards initiative)
Support an open and honest culture throughout the Trust (duty
of candour)
Suicide prevention
Restrictive practice
Ligature management

We will continue to engage in national audits that permit
benchmarking such as POMH UK and the NHS Benchmarking
network in 2017/18

• We will participate in the national programme of improving the
physical health of patients with SMI
• We will achieve the set targets of comprehensive cardiometabolic risk assessment using the Lester Tool and interventions
in patients at high risk.

All Oxleas Services

Patient Safety

All Oxleas Services

Mental Health Services:
Inpatients, EIP and
Community Mental Health
Teams

Clinical
Effectiveness
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Quality Objective

Quality Indicator

Service Area applicable
to

Quality Domain

All Oxleas Services

Clinical
Effectiveness

Quality objective 6:
Ensure we routinely measure
clinical outcomes so that we
know that our care makes a
difference to patients
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extending participation to the clinical teams that can collect paired
outcomes and achieve the trajectory set by the Trust
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2.4 Statements of Assurance from the Board
This section includes a number of nationally mandated statements of assurances from our trust
board
During 2016/17, Oxleas NHS Foundation Trust provided and/or sub-contracted seven relevant
health services covering the following service lines:
 Adult Mental Health (inpatient and community)
 Older Peoples Mental Health (inpatient and community)
 Adult Learning Disabilities (inpatient and community)
 Children and Young people (mental health, community and specialist children)
 Adult Community Health (inpatient and community)
 Specialist Forensic Mental Health (inpatient and community)
 Prison health care (Kent and Greenwich)

Mental health and adult learning disability services are provided across the London boroughs of
Bexley, Bromley and Greenwich; in addition to this, our specialist forensic services also take
referrals from any area nationally if clinically appropriate. Community health services are provided
across Bexley and Greenwich and we provide health services to prisons across Greenwich and
Kent.
Oxleas has reviewed all the data available to them on the quality of care in all seven of these
relevant health services.
The income generated by the relevant health services reviewed in 2016/17 represents 100% of the
total income generated from the provision of relevant health services by Oxleas for 2016/17.
2.4.1 Participation in Clinical Audits
Oxleas NHS Foundation Trust uses participation in national clinical audit programmes and
confidential enquiries as a driver for improvements in quality. Initiatives like these not only provide
opportunities for comparing practice nationally, they play an important role in providing assurances
about the quality of our services. We are committed to ensuring that all clinical professional groups
participate in clinical audit.
During 2016/17, 14 national clinical audits and 24 national confidential enquiry covered NHS
services that Oxleas NHS Foundation Trust provides.
During this period, Oxleas participated in 100% of the national clinical audits and 100% of national
confidential enquiries of the national clinical audits and national confidential enquiries which it was
eligible to participate in.
The national clinical audits and national confidential enquiries that Oxleas was eligible to
participate in during 2016/17 are as follows in tables 8 and 9 below.
The national clinical audits and national confidential enquiries that Oxleas NHS Foundation Trust
participated in during 2016/17 are as follows in table 8 and 9 below
The national clinical audits and national confidential enquiries that Oxleas participated in, and for
which data collection was completed during 2016/17, are listed below alongside the number of
cases submitted to each audit or enquiry as a percentage of the number of registered cases
required by the terms of that audit or enquiry.

Table 8
No.

National clinical audit title 2016/17

1

Participation
(yes/no)

Topic 15a - Prescribing valproate for bipolar
disorder (POMH)
Topic 14b - Prescribing for substance misuse:
alcohol detoxification (POMH)
Sentinel Stroke National Audit Programme
(SSNAP)
National Chronic Obstructive Pulmonary Disease
(COPD) Audit Programme
Topic 11c - Prescribing antipsychotic medication
for people with dementia (POMH)
Topic 7e - Monitoring of patients prescribed Lithium
(POMH)
Topic 16a - Rapid Tranquilisation audit (POMH)
Topic 1g & 3d - Prescribing high dose and
combined antipsychotics (POMH)
Early Intervention in Psychosis (Pilot)
National Audit of Cardiac Rehabilitation (NACR)
Early Intervention in Psychosis (Full Audit)
Learning Disability Mortality Review Programme
(LeDeR)
Maternal, Newborn & Infant Clinical Outcome
Review Programme (MBRRACE)
Child Health Clinical Outcome Review Programme

2
3
4
5
6
7
8
9
10
11
12
13
14

Yes

Number of
cases
submitted
182

% of cases
submitted
N/A

Yes

56

N/A

Yes

23

Yes

34

2

N/A

Yes

333

N/A

Yes

150

N/A

Yes
Yes

60
258

N/A
N/A

Yes
Yes
Yes
Yes

49
3
779
325
4
0

N/A
N/A
100%
100%

Yes

0

100%

Yes

39

N/A

1

1

As of date of writing 23 cases have been submitted to this program. This is expected to increase substantially before
the annual deadline for this program in May 2017.
2
This is the count of cases that are eligible, and consented to inclusion in the audit, however final submission is not until
July 2017, and therefore this number is subject to change.
3
For this financial year we are only providing summary data, not complete patient level data. Required adjustments have
been made, and in future years we will be making a complete submission.
4
th
Oxleas NHS Foundation Trust started participating in LeDeR on 20 March 2017. There were no reportable deaths
between this date, and the end of the 2016/17 financial year.
Additional Notes to table 8:
POMH – Prescribing Observatory for Mental Health
N/A means that the organising body did not stipulate how many cases must be submitted to meet the audit requirements

Table 9
No.

1

National Enquiries (2016/17)

Mental health clinical outcome review
programme (National Confidential Inquiry
into Suicide and Homicide by People with
Mental Illness)

Participation
(yes/no)
Yes

Number of
cases
submitted
24

% of cases
submitted
100%

The reports of eight national clinical audits were reviewed by Oxleas in 2016/17 and we intend to
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take the following actions to improve the quality of healthcare provided. All national and trust wide
priority audits are reviewed at the Trust Clinical Effectiveness Group ( a sub-group of the Trust
Quality Committee) where results are presented and action plans are agreed for each applicable
service. We undertake a review of actions to ensure that these are completed in a timely manner
and have met the recommendations set; furthermore we participate in re-audits to check
compliance with standards. We have provided one example of a national audit reviewed by the
Trust Clinical Effectiveness Group.
2.4.1.1 Early in Psychosis (EIP) National Audit
Following updated guidance for EIP services in April 2016 a national audit was performed to
assess EIP services’ adherence to this new guidance. All cases open to EIP were audited
(N=325).The three adult EIP teams within Oxleas NHS Foundation Trust exceeded the national
average in 11 out of the 12 standards for which national data is available including such standards
as:
•
•
•
•
•

Percentage of people referred with suspected FEP in the last 3 months that were allocated
and engaged with an EIP care coordinator within 2 weeks of referral
Uptake of CBT for psychosis
Uptake of family interventions
Uptake of supported employment programmes
Completion of physical health assessments

The one standard where Oxleas fell short of the national average was:
• Percentage of service users on the caseload for whom two or more outcome measures
(from HONOS/ HONOSCa, DIALOG and QPR) were recorded at least twice (assessment
and one other time point)
Building on this work Oxleas’ EIP teams have a clear plan for further improvement including such
actions as:
1. Joint working protocols to be developed between adult and child and adolescent teams.
2. Adjustments to be made to the outcome measures regime and bring this in line with new
requirements.
3. Further training in CBT in psychosis and relevant family intervention training to be given.
2.4.2 Trustwide Clinical Audit Programme
The reports of 28 local clinical audits were reviewed by Oxleas in 2016/17 and we intend to take
the following actions to improve the quality of healthcare provided. Recommendations and action
plans to improve the quality of healthcare provided have been agreed across each of our
directorates. We continue to maintain a focus on improving clinical practice in accordance with
national and local guidance. We have provided a summary below on one of our local priority
clinical audits.
2.4.2.1 Mental Capacity Act (MCA) Audit
In January 2016 an audit based on the contents of the MCA was conducted in inpatient areas in
Oxleas NHS Foundation Trust. Following the results of this audit various actions took place to
improve staff adherence to the MCA including:
• Face to face MCA workshops
• Ward round templates designed to prompt staff in relation to the MCA
• Information leaflets written to advise staff, patients and relatives of the various provisions of
the MCA
• Policies have also been updated and protocols designed and put in place to ensure
compliance with MCA principles
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A further audit was conducted in December 2016 which showed an improvement of staff
adherence to the principles of the MCA. This audit was expanded to include community areas
within Oxleas. Further actions were provided to ensure additional improvements including:
• Modern matrons are recommended to complete spot checks twice monthly on ward round
entries to ensure that consent is being sought for on- going observation levels.
• Managers are encouraged to include as a matter of routine the principles of the MCA within
their supervision sessions.
• Trust MCA lead to explore creation of a system whereby MCA related incidents are subject
of reflective practice sessions and subject to embedded learning events across the Trust.
• MCA e-learning to be made a regular requirement for clinical staff.
Copies of completed audit reports (inclusive of recommendations and action plans) can be
requested from:
Quality & Governance Department
Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartford
Kent
DA2 7WG
Tel: 01322 625770
2.4.3 Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by Oxleas in
2016/17 that were recruited during that period to participate in national research studies approved
by a research ethics committee was 154. We have also hosted 52 locally initiated service
evaluations and 6 locally initiated formal research studies across our services.
Our on-going participation in clinical research both national and local demonstrates our
commitment to improving the quality of care we offer and our contribution to wider health
improvement. It allows our service users and carers access novel treatments that are not available
as routine NHS care and also provides an opportunity for our clinical staff to be trained in providing
them.

2.4.4 Quality Improvement and Innovation Goals agreed with Commissioners
A proportion of Oxleas income in 2016/17 was conditional upon achieving quality improvement and
innovation goals agreed between Oxleas and any person or body we have entered into a contract,
agreement or arrangement with for the provision of relevant health services, through the
Commissioning for Quality and Innovation payment framework. Further details of the agreed goals
for 2016/17 and for the following 12 month period are available electronically from our Quality and
Governance Department (oxl-tr.quality@nhs.net)
Our total 2016/17 CQUIN income conditional on achieving all the quality improvement and
innovation goals was £3.74m. The assumed provisional payment dependant on confirmation from
our associated commissioners on achieving the goals set by the end of March 2017 is £3.71m. Our
total CQUIN income for the previous year 2015/16 was £3.85m.
2.4.5 Registration with the Care Quality Commission (CQC)
Oxleas NHS Foundation Trust is required to register with the Care Quality Commission and its
current registration status is ‘Registered with no conditions applied’.

Oxleas Quality Account 2016/17 v1.3

23

The Care Quality Commission has not taken enforcement action against Oxleas during 2016/17.
Oxleas has not participated in any special reviews or investigations by the CQC during the
reporting period. However we have participated in a comprehensive inspection and the outcome
and further detail is provided in section 3.
2.4.6 Data Quality
Oxleas submitted records during 2016/17 to the Secondary Uses service for inclusion in the
Hospital Episode Statistics, which are included in the latest published data.
The percentage of records in the published data that included the patient's valid NHS Number was:
 98.3% for admitted patient care
 99.8% for outpatient care
 0% for accident and emergency care. (This is not applicable, as Oxleas does not submit
data in relation to accident and emergency care. This is an acute trust indicator)
The percentage of records in the published data that included the patient's valid General Practice
Code was:
 100% for admitted patient care
 100% for outpatient care
 0% for accident and emergency care. (This is not applicable, as Oxleas does not submit
data in relation to accident and emergency care. This is an acute trust indicator)
2.4.7 Information Governance Toolkit
Oxleas Information Governance Assessment Report overall score for 2016/17was 90% and was
graded ‘green’.
2.4.8 Clinical Coding error rate
Oxleas NHS Foundation Trust was not subject to the Payment by Results clinical coding audit
during the reporting period by the National Audit office.
2.4.9 Improving Data Quality
Oxleas will be taking the following actions to improve data quality:
• Continue to ensure all our clinicians are trained to record effectively on RiO (our patient
electronic clinical system)
• Use our clinician tasklist on Ifox (Information for Oxleas)* to check completeness of recording
information on RiO
• Validate data provided to teams and directorates on a monthly basis to ensure accuracy.
• Continue an ongoing programme of audit through our Clinical Data Governance Group
*Ifox – This is the Oxleas Business Information System.

2.5 Performance against National Core Indicators
One of our requirements as an NHS Foundation Trust is to report our performance against a core
set of indicators, which is published by NHS Digital (an arms-length body of the Department of
Health and are the national provider of information and data)
There are 5 indicators, which are relevant to the services we provide, and our performance against
these indicators is shown below. This is the latest information published by NHS Digital:
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Table 10
National Quality Indicator

1

2

3

4

5

The percentage of patients on CPA
who were followed up within 7 days
after discharge from psychiatric inpatient care during the reporting
period
The percentage of admissions to
acute wards for which the Crisis
Resolution Home Treatment Team
acted as a gatekeeper during the
reporting period.
Percentage of staff employed by, or
under contract to, the trust during the
reporting period who would
recommend the trust as a provider of
care to their family or friends.
The trust’s ‘patient experience of
community mental health services’
indicator score with regard to a
patient’s experience of contact with a
health or social care worker during the
reporting period.
Rate per 1000
days
The number and
where available,
the rate of
patients safety
incidents reported
within the trust
during the
reporting period,
Severe harm or
and the number
Death
and percentage of
such patient
safety incidents
that resulted in
severe harm or
death

Oxleas
2012/1
3

Oxleas
2013/14

Oxleas
2014/15

Oxleas
2015/16

Oxleas
2016/17

National
Average

Highest Trust
Performance

Lowest Trust
Performance

97.6%

98.0%

97.5%

99.5%

97.6%

96.7%

100.0%

73.3%

100.0%

100.0%

100.0%

100%

99.2%

98.7%

100.0%

88.3%

70.0%

74%
(agree +
Str agree)

74%
(agree +
Str agree)

75%
(agree +
Str agree

65.4%

66.5%
(combined MH
Trusts)

75%
(combined MH
Trusts)

55%
(combined MH
Trusts)

8.4/10

8.1/10

7.8/10

7.2/10

7.5/10

Not provided

8.1/10

6.9/10

27.6

51.9

50.4

50.4

Not
available

12
(0.08%)

32 (0.32%)

27 (0.36%)

27 (0.36%)

45 (0.59%)

Comparison with Mental Health Trusts
Rate per 1000 days = not provided nationally

0.30%

0%

4.45%

Please note: The information published above are taken from differing reporting periods by the NHS
Digital, NHS England or the Care Quality Commission
Q1: NHS England: Mental Health Community Teams Activity. October – December 2016. Published 7 February
2017
Q2: NHS England: Mental Health Community Teams Activity. October – December 2016. Published 7 February
2017
Q3: National NHS Staff Survey 2016: NHS England and Picker Institute Europe
Q4: Care Quality Commission: Patient experience of community mental health services. Published 26 October
2016 http://www.cqc.org.uk/content/community-mental-health-survey
Q5: NHS National Reporting and Learning System, Organisation Patient Safety Incident workbook. Published
st
November 2016 Data for incidents 1 October 2016 and 31 March 2017

For indicators 1 and 2 relevant to the services we provide shown in table 10 above:
Oxleas considers that this data is as described for the following reasons:
 These are NHS Improvement (NHSI) targets that we report on monthly
 It meets the NHS Outcomes Framework domains of preventing people from dying
prematurely and enhances the quality of life for people with long term conditions
 The data for these indicators are recorded on RiO and submitted to NHS Digital and
NHSI
Oxleas intends to take the following actions to improve the percentage of 97.6%, and so the
qualities of its services by continuing our focus of following up patients within 7 days after
discharge from psychiatric in-patient care. Our aim is to improve this to 100% although we
recognise that there may be occasions when our staff cannot meet this goal for reasons
outside their control. In terms of ensuring that all of our admissions to acute wards are gate
kept by our Crisis Resolution Home Treatment Teams, we will maintain our focus and improve
our position from 99.2% to 100%.
For indicators 3 and 4 relevant to the services we provide shown in table 10 above:
Oxleas considers that this data is as described for the following reasons:
 These are based on our involvement in the National Patient and National Staff
Surveys
 It meets the NHS Outcomes Framework domains of enhancing the quality of life for
people with long term conditions and ensuring people have a positive experience of
care
 The data for these indicators are provided by the CQC and Department of Health
Oxleas intends to take the following actions to improve the percentage of 65.4% and rate of
7.5respectively and so the quality of its services, by continuing our focus on the following:



National Patient Survey - we have put a robust plan in place to tackle areas that require
further improvement as identified by the results of the 2016 survey; this is overseen by our
Trust Patient Experience Group.
National Staff Survey - Our 2016 staff survey continues to place us above average and a
high performer compared with other organisations, however when compared with previous
years there has been a decline from what is expected. We have engaged with staff to
enquire what we can do better and have put in place action plans for the identified areas
that require further improvement. Our Workforce Committee will monitor these and report
to the Board of Directors.

For indicator 5 relevant to the services we provide shown in table 10 above:
Oxleas considers that this data is as described for the following reasons:
 This is patient safety information we report to the National Reporting and Learning System
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(NRLS)
It meets the NHS Outcomes Framework domains of treating and caring for people in
a safe environment and protecting them from avoidable harm
The data for this indicator is recorded on Datixweb (our local incident reporting
database)

Oxleas intends to take the following actions to improve the patient safety incidents that result
in severe harm or death and so the quality of its services, by continuing our focus by
reviewing trends and themes, learning from events and embedding learning across the Trust.
We will also review all reported deaths at our Mortality Surveillance Group on a monthly basis.

PART 3 - Other Information
3. Other Quality Performance Information
In this section of the Quality Accounts we present other information relevant to the quality of
the services provided in 2016/17.
In the earlier part of our report (please see section 2.2), we have presented how we have
performed against the 2016/17 quality priorities with reference to our performance in previous
years where available. Please do note that one change was made to the indicators published
in the 2015/16 report. This is the indicator under Quality Objective 1 – meeting our patient
promise. (Please refer to section 2.2.1 for further detail)
We have provided statements of assurance on our national priorities and how we have
performed against the relevant indicators. We have also looked forward to 2017/18 and
highlighted our quality goals that have been agreed by our Quality Committee taking into
account the views of our stakeholders to improve the quality of our services. Not all areas of
focus have been included in our quality improvement goals as some are aligned to our service
development strategy and our internal quality improvement initiatives in the Trust. Progress on
these will be reviewed through our Quality Committee and quality sub-groups: Patient
Experience, Patient Safety and Clinical Effectiveness.
3.1 Performance against the Risk Assessment and Single Oversight Frameworks (NHS
Improvement)
In accordance with NHS Foundation Trusts requirements from NHS Improvement (NHSI), we
have detailed below our performance against the NHSI indicators that appear in both the risk
assessment framework (RAF - April to September 2016) and the single oversight framework –
(SOF - October 2016 to March 2017). There are 7 indicators applicable to the services that we
provide and our performances against these are provided below:
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Table 11

Target or Indicator that appear in both the RAF and SOF

1
2
3
4
5

6

7

Maximum time of 18 weeks from point of referral to treatment
(RTT) in aggregate – patients on an incomplete pathway
Care Programme Approach (CPA) follow up within 7 days of
discharge
Care Programme Approach (CPA) formal review within 12
months
Admissions had access to crisis resolution / home treatment
teams
Meeting commitment to serve new psychosis cases by
early intervention teams:
Early intervention in psychosis (EIP): people experiencing a
first episode of psychosis treated with a NICE-approved care
package within two weeks of referral
Improving Access to Psychological Therapies (IAPT):
People with common mental health conditions referred to the
IAPT programme will be treated within 6 weeks of referral
Improving Access to Psychological Therapies (IAPT):
People with common mental health conditions referred to the
IAPT programme will be treated within 18 weeks of referral

Threshold

2016/17 Performance

92%

97.0%

95%

97.0%

95%

99.7%

95%

99.2%*

50%

59.0%

75%

99.0%

95%

100.0%

* Please note that following external audit assurance this figure based on extrapolated sample audit data
is 99.2%.
3.2 Quality Highlights and Case Studies
Over the course of the year, we are delighted to see evidence of good practice and teams
going the extra mile for the benefit of the patient, making sure we make a difference and
improve lives. These examples are seen and shared as part of the Board to floor visits or by
teams highlighting what they are proud of. In this section of our Quality accounts, we would
like to showcase a few examples of good practice from our services which align to our trust
values of having a user focus, excellence, learning, being responsive, partnership and safety.

3.2.1 ‘Shooting stars’: Developing an exercise group for children accessing
children’s physiotherapy
Case for change
It has been well documented over the last decade that specific strength training can have a
positive impact on function and mobility in children with mild to moderate cerebral palsy.
NICE guidelines recommend the use of muscle strengthening therapies as part of a tailored
physical therapy programme for children with spastic cerebral palsy (CP). Such programmes
should be tailored to meet the individual’s specific goals around enhancing function and
ability.
In the case of hypermobility, it has been demonstrated that children experiencing pain and
fatigue have improved function and symptoms after carrying out a specific strengthening
exercise programme.
We wanted to explore how we could efficiently meet the on-going therapy needs of the
children on our caseload, while ensuring we were meeting the current recommendations on
clinical effectiveness in treatment and long term management of chronic conditions. These
were children who accessed physiotherapy regularly:
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•
•

Children with cerebral palsy (CP), and
Children with hypermobility syndrome.

As a community service supporting both these groups of children on a long term basis, it felt
appropriate to develop a forum for children to continue to access opportunities for tailored
exercise programmes.
What we did
We designed a physiotherapy exercise group, for children aged 6-16. Whilst the main
participants were children with CP and hypermobility, the group was open to all children who
were deemed to benefit from inclusion in the group. The main emphasis of the group was to
work on specific muscle strengthening, through both targeted and functional exercises, as well
as exercises to improve cardiovascular fitness, and balance.
Each group was run in 6 weekly blocks, and alternated between a group for Primary school
aged children (named Shooting Stars), and a group for Secondary school children (named Fit
Beats).
The group was held at Willow Dene Primary school, facilitated by a Physiotherapist and a
therapy technician. Set in a large hall, the format saw the space set up into exercise ‘stations’,
with each area designated to a different type of exercise (e.g. focussing on lower limb
strength, or balance exercises). Children would each have a personalised exercise
programme prescribed by their referring therapist, and over the session they would work
through their programme at the various stations, with guidance from the group therapists as
required.
A common barrier faced in our intervention is achieving on-going adherence with
physiotherapy programmes at home. It was widely recognised from previous user-feedback
that parents can often find it difficult to achieve good on-going compliance from their children
with physiotherapy programmes. Another commonly encountered problem is for exercises to
be carried out incorrectly, Due to this we wanted to design a group that involved the parent
and the child working together, creating an environment where therapy exercises could be
corrected and monitored by a qualified physiotherapist, and where parents could approach the
therapist with any questions they may have. The format was adjusted slightly for older
children, so that, whilst parents were still present, the programmes were designed to allow the
teenagers to take more independence in their programmes.
To monitor the child’s progress in their programme, each child documented their progress in
the exercises during the group. As a motivating factor for the younger children, at the end of
the 6 week block, every child was presented with a certificate, outlining their progress in the
programme. Using a responsive yet simple ‘medal’ system, each child was able to achieve
‘success’ in this way. The information gained from this record of progress was also a simple
way of informing the referring physiotherapist each child’s success in the programme.
During the very first pilot group, we held a competition asking for participants to design a logo
and club name for the group. A successful entry by one of our 9 year old participants has now
made its way onto all our official documentation for the group, and he was presented with a
club t-shirt featuring the logo as a thank you.
Results of the pilot project
The pilot project was very successful. As a result of good attendance, excellent feedback, and
Oxleas Quality Account 2016/17 v1.3

29

its role in effectively managing the clinical demand on the service, the group has continued as
a rolling programme, forming an integral part of the Mainstream Core physiotherapy service
within Children’s Therapies. Subjectively, children reported enjoying the groups and parents
found they were very helpful in improving the children’s participation in an exercise
programme, with carryover from the group setting into the home, where this continued. In line
with one of the trust’s quality objectives of measuring clinical outcomes, we were able to use
select clinical outcomes pre- and post- group in order to assess the progress of the children
attending and in areas that were important to them and their families. As an example, we
collected data that showed an improvement in reported pain scores, exercise tolerance,
functional mobility and balance in a large number of participants. One of the biggest
successes for us was achieving better compliance with their programmes, and more accuracy
with how they were carrying out their exercises, thanks to the regular supervision provided at
the groups by the therapists. Many of the families who participated requested to continue
attending even after their block had finished.
What participants of the programme have said:
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Next steps
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We are working on feedback from the pilot groups, and are aiming to develop an illustrated
exercise hand-out to accompany the groups, so that families have a resource to take away
once they have finished at the group, and continue once they have been discharged from the
service.

3.2.2 Emotional Well-being Mentor Scheme at HMP Swaleside
Case for change
HMP Swaleside is a Category B Training Prison. It accepts category B prisoners who are
serving 4 years or more or have at least 18 months left to serve. It is a main centre prison for
prisoners in the first stage of their life sentence but also accepts prisoners in the second stage
of their life sentence.
The findings of an unexpected inspection by the HM Chief Inspector of Prisons highlighted
areas where prisoners do not feel safe and the effect this was having on their well-being and
safety.
What we did
The response to these findings was to roll out the emotional and well-being mentor scheme.
This scheme is made up of a team of three full time paid mentors and six voluntary mentors.
Mentors are chosen based on their desire to help others as well as having had personal
experience of positive mental health interventions. Each mentor is security checked and
receives training from the Inreach team surrounding mental health awareness, understanding
Personality disorders and active listening skills. The team provide support for prisoners and
facilitate psycho educational courses based on self-help information, including Anger
Management, CBT- low mood and depression and Facing up to Conflict.
They regularly work over 25 hours a week giving up their association time to support and help
others that are struggling. The mentors undertake 1:1 support work for over 300 men. These
courses have proved to be very popular particularly because they are voluntary and not on a
sentence plan. Men who have completed the courses say they are very informative and help
to bring about change in their lives.
Over 170 men have completed these voluntary courses so far. The mentors now run regular
clinics on the wings to raise awareness of mental health and offer a place for people to gain
information and sign up for courses.
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Results of the mentoring scheme
Feedback from current prisoners who are being supported by the Emotional Well-being
Mentors (EWB) has shown a reduction in self-harm. From a sample of 60 mentees, 63% had
self-harmed in the past and 24% were currently using self-harm as a way of coping; of these
men 57% stopped or reduced their self-harming behaviour since working with the EWB
mentors.
78% of the same sample of mentees stated that they had thought of, or attempted suicide
recently (within the past 12 months). Since receiving support from the EWB mentors, 66% of
these mentees had reduced or stopped both thoughts and attempts at suicide. Recent
research into the pattern of deliberate self-harm (DSH) and suicide in prisons supports this
(Slade et al, 2012: Slade & Edelmann, 2013).
Mentees also say that due to support and engagement with the EWB Mentors they have been
encouraged to participate in other positive aspects of the prison or to ask for support from
services they would previously been too anxious to approach. Furthermore, disruptive
behaviour has decreased with fewer negative entries and general alarms.

Mentee feedback
‘They are very good at stopping a problem before it’s a crisis. I wouldn’t be here if it wasn't
for my EWB’.
‘The EWB mentors have helped me a lot emotionally, I have stopped self-harming and I
would like to keep on speaking to the EWB mentors. Without them I would probably
seriously disfigure myself or kill myself’.
‘It meant a lot to me- I felt so alone, now I know others feel like me’.
‘My mental health has been a big problem since being convicted. Having someone to talk
to who understands as they have been through the same makes a huge difference’.

3.2.3 Working in Partnership to improve social inclusion for young people with
psychosis
Case for change
Due to stigma & social exclusion, young people with psychosis can be at risk of losing out on
crucial peer relationships and social interactions which are a building block of later social
functioning such as work, family relationships and friendships.
What we did
Our overall aim was to tackle social exclusion and support service users who receive a
service from the Early Intervention in Psychosis Team (EI). The EI team partnered with
Charlton Athletic Community Trust (CACT) to deliver an exciting and varied programme of
weekly activities including sports, trips, music, film & drama workshops and lots more.
Crucially the activities are delivered by CACT approved staff in non -mental health settings
and EI staff attend and are expected to participate which breaks down potential barriers
between staff & service users.
The aims of the project are:
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•
•
•
•
•

To provide opportunities to develop confidence & build social connections.
To try out new activities & interests.
To reduce stigma around mental health problems.
To provide a structured programme which can be part of a person’s routine.
To develop new roles & skills.

Results and Benefits of the programme
Now in its fourth year, the programme has become integral to the treatment approach offered
to new EI clients. Over 100 service users have attended in the last year, trying out over 40
different activities. Following each year, a DVD is released which captures the uniqueness
and fun of the programme: https://www.youtube.com/watch?v=duDYgITsHU4
Many of the attendees have gone on to education, voluntary and paid work and describe
Charlton as giving them the confidence to take this step. Friendships have been established
and most importantly informal discussions which help de-stigmatise the experience of
psychosis and reduce social isolation. This peer support element is something unique to
bringing people together in this way. The project has given people the chance to develop new
skills such as encouraging others or being assertive which can be transferred to other
situations in life.
Carers have also praised the value of the project and the impact of seeing family members
engaging in something positive.
What Next?
Currently the project is being evaluated in partnership with Greenwich University. We are
encouraging involvement as part of people’s social recovery and also promoting the project to
carers in order to increase participation at an earlier stage. We are also working closely with
attendees to focus on their individual goals related, to develop social confidence and
recording these in their care plans. In addition, we are also using clinical outcome measures
to measure improvements in wellbeing. We are trying to ensure the continuity of the project
through promotion, evaluation and continued commitment of the Trust, staff, service users &
carers.
Patient and Family Feedback
‘Charlton gives me something to get up for, something to look forward to’
‘Charlton gave my son a real confidence boost. I think it’s an integral part of what Early
Intervention has to offer their clients’
‘The Charlton project helps me think more freely about my illness and not worry about
stigma’.
‘A chance to make new friends’
"The Charlton Activities have been a vital part of my recovery from Psychosis. The
regular sessions gave me a sense of purpose and really helped with my mental and
physical well-being."
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3.3 Care Quality Commission (CQC) Inspection
Oxleas was inspected by the CQC as part of their comprehensive inspections during the week
of 25th to 29th April 2016. As part of their review, they looked at the following key domains
across all 14 core services:
•
•
•
•
•

Are our services safe?
Are our services effective?
Are our services caring?
Are our services responsive?
Are our services well-led?

The results of the inspection were published on the 13th of September 2016. 10 out of our 14
services were rated as good, with 58 out of 70 areas found to be good or better and very
many areas of good practice were identified However it was disappointing that we had been
given an overall trust rating of ‘requires improvement’. The CQC had assessed three of our
services as requiring improvement - children’s community services, forensic inpatient wards,
mental health crisis and our adult inpatient mental health services as inadequate (please see
table 12 below). This reflects the huge pressure this inpatient service operated under and that
we were not always able to provide care as quickly as we or our patients would like. The
report recognised that we had been seeking solutions, and we had an opportunity as a result
of the findings to engage our commissioners and the wider health and social care community
in a serious dialogue about how to improve the situation.
Following our CQC Quality Summit in September 2016, we have put SMART action plans in
place to improve services for our patients and worked with our partners to make changes to
the system. Some examples of what we have done to improve is to create additional bed
capacity and stop sleepovers, we have stopped mixed sex breaches by creating gender
specific wards at one of our inpatients units and we have ensured that patients no longer wait
for a bed on the wards. In addition, we have carried out ligature risk assessments in all areas
of our wards, this includes communal areas. We have also adopted a consistent approach to
recording risk information and raised awareness and training on personalising care plans in
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areas identified.
Throughout this time, we maintained contact with the CQC to update them on our progress
and our CQC action plans were monitored monthly by our CCGs and every two weeks by the
Trust Senior Executive team.
We were pleased to have CQC back in the organisation week commencing 27th of February
2017, and they re-inspected our adult mental health inpatient wards, the mental health crisis
service and the community services for children and young people. The CQC were impressed
with the progress we had made since their initial inspection in April last year, when we
received an overall rating of ‘needs improvement’. With this re-inspection, the inspectors
found that there had been significant improvements and all previous concerns had been
addressed. Patients and staff were very positive about improvements in the safety and quality
of care being delivered and the inspection also found that the trust is well led. These results
were published on the 2nd of May 2017.
We are delighted that the dedication of our staff to provide excellent care for our patients and
to improve services has been recognised. CQC have now rated Oxleas as ‘good’ we have
displayed the updated CQC ratings in table 13 below.

Table 12 - Oxleas CQC Ratings Dashboard September 2016

1
2
3
4
5

6

Community health
services for adults
Community health
inpatient services

Safe

Effective

Caring

Responsiv
e

Well-led

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Requires
Improvement

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Good

Good

End of life care
Community services for
children, young people
and families
Community mental
health services for
children, young people
and families
Community mental
health services for
working age adults
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Overall
Good
Good
Good
Requires
Improvement
Good

Good
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7

Mental health crisis
services
Mental health wards for
adults of working age

8
9

Rehabilitation mental
health wards for working
age adults
Forensic inpatient wards

10
11

Responsiv
e

Well-led

Overall

Requires
Improvement

Requires
Improvement

Requires
Improvement

Inadequate

Inadequate

Inadequate

Good

Good

Good

Good

Good

Requires
improvement

Good
Outstanding

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Requires
Improvement

Requires
Improvement

Good

Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Requires
Improvement

Requires
Improvement

Safe

Effective

Caring

Inadequate

Requires
Improvement

Good

Good

Good

Good

Good

Requires
improvement

Requires
improvement

Good

Good

Good

Good

Good

Good

Good

Inadequate

Wards for people with a
learning disability

12

Community services for
people with a learning
disability
Wards for older people
with mental health
problems
Community mental
health services for older
people

13
14

Overall Mental Health
Services
Overall Community
Health Services
Overall Trust Rating

Good
Requires
improvement
Good
Good
Good
Good

Table 13 Oxleas CQC Ratings Dashboard May 2017

Safe
1
2
3
4

Community health
services for adults
Community health
inpatient services

Effective

Caring

Responsive

Well-led

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

End of life care
Community services
for children, young
people and families
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Good
Good
Good
Good
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Safe
5

6
7
8
9

10
11
12
13
14

Community mental
health services for
children, young
people and families
Community mental
health services for
working age adults
Mental health crisis
services
Mental health wards
for adults of working
age
Rehabilitation
mental health wards
for working age
adults
Forensic inpatient
wards
Wards for people
with a learning
disability
Community services
for people with a
learning disability
Wards for older
people with mental
health problems
Community mental
health services for
older people
Mental Health
Services
Community Health
Services

Overall Trust Rating

Effective

Caring

Responsive

Well-led

Overall

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
improvement

Requires
improvement

Good

Good

Requires
improvement

Good

Good

Good
Outstanding

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good
Requires
improvement
Good
Good
Good
Good

Our Forensic services underwent a comprehensive CQC inspection week commencing 24th
April 2017. At the point of writing, we are yet to receive the final results of their findings
however we will provide our CQC rating and our plans to address any areas for improvement
in our 2017/18 Quality Report.

3.4 Duty of Candour
Duty of candour is about being open, honest and transparent when providing care and
treatment at all times. It is also a statutory requirement for all health organisations that are
registered with the Care Quality Commission.
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It is our legal duty to inform a patient and their family if we have made a mistake in their care
or treatment that has led to harm and to provide an apology.
Duty of candour applies when there is:
• Moderate harm - non-permanent, serious injury or prolonged psychological harm, e.g.
medication errors or patient to patient aggression
• Severe harm - permanent serious injury as a result of care provided
• Incidents involving the death of a patient
In Oxleas, we have ensured our compliance with this requirement by raising awareness about
duty of candour and provided information to all staff as well as establishing systems and
processes to ensure duty of candour happens at all times.
Our patient safety officer is our duty of candour champion. She has led on creating a culture
of openness, as a core Sign Up to Safety pledge, by raising the awareness through visiting all
teams and producing resource materials, including guidelines, videos and leaflets.
We have a supporting an open and honest culture intranet page, a duty of candour policy and
a being open, honest and transparent – duty of candour information leaflet for staff, outlining
what duty of candour is, when duty of candour applies and what staff need to do and when.
All Duty of candour incidents are documented on our Datix system. The patient safety team
carry out a weekly audit of incidents where duty of candour has applied to check that all
requirements and processes have been complied with. Duty of candour audits are also
presented to the Trust Patient Safety Group for additional assurance.

3.5 Oxleas Suicide Prevention Strategy
On the 17th of February 2017 we launched our suicide prevention strategy, Suicide: let’s talk
about it. Bereavement by suicide is a complex bereavement. Our suicide prevention strategy
includes films of families and friends who have been bereaved through suicide; and films of Dr
Ify Okocha (Medical Director) and Jane Wells (Director of Nursing) talking about why this work
is important to us. We are proud that these families and friends have helped us create our
strategy.
The strategy is in the form of an electronic flipping book, and can be viewed
at: http://www.oxleasstrategies.com/. The strategy includes our key messages and our aim is
for zero suicides.
We have had positive experience of electronic strategies and an example is when we
launched our first electronic strategy, our Nursing Care Strategy, in May 2016. In the first
three months the Nursing Care Strategy was viewed almost 4,000 times, and the strategy was
also viewed internationally. Electronic flipping books are easy to create and update, cheaper
than printing, and can be viewed on PCs, laptops and smart devices. The suicide prevention
strategy can be downloaded, minus the films, and it can be printed.
The launch event on the 17th of February was attended by staff from Oxleas and partner
organisations. The event was also attended by the families and friends who appeared in the
films. Two of the parents who appeared in the films spoke at the event, alongside a guest
speaker, Dr Linda Gask. Dr Gask is a psychiatrist and academic who was involved in creating
the STORM suicide prevention training package, and who has lived experience of feeling
suicidal. (STORM is a self-harm mitigation model of training)
Our strategy is being monitored by our Suicide Prevention Group and is part of our sign up to
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safety improvement plan. A plan of action has been approved by the group and includes the
following:
• Delivering STORM training to clinical staff in Adult Mental Health Services. This work is
underway, and has involved an investment in train the trainers and releasing clinical staff
to attend training.
• In partnership with the parents from the films, the Children and Young People’s directorate
have piloted and are delivering suicide prevention training to pupils in schools.
• Older Adults Mental Health Services held a suicide prevention embedded learning event,
which included presentation of the findings of an audit of older adult suicides.
• To create further awareness, this year’s trust-wide Nursing and Healthcare Support
Worker conferences will also include presentations regarding our suicide prevention
strategy.

3.6 Our National Staff Survey 2016
We take part in the Care Quality Commission’s (CQC) annual national NHS staff survey. The
staff survey is an important piece of evidence which demonstrates our compliance with CQC’s
national standards and targets. The overall response rate to the 2016 survey was 44% (1509
staff). The response rate was average when compared with other combined mental
health/learning disability and community trusts. Whilst the response rate was higher in 2015
(49%) that only represented 461 actual responses
The Care Quality Commission report groups the responses of all the questions into 32 key
findings with an additional composite finding around staff engagement. When compared with
similar organisations, our comparative scores are as follows:
•
•
•

15 key findings were above average
8 key findings were average
9 key findings were below average

The composite score for staff engagement rated Oxleas as above average.

NHS England have requested that Trusts include in the Quality Account Report their results
for the following two indicators of the national staff survey:
• Percentage of staff believing that the trust provides equal opportunities for career
progression or promotion (KF21)
• Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12
months (KF26)
We have provided our results for 2016, in comparison to the national 2016 average for
combined mental health and learning disability and community trusts.
Table 14
Key Finding Indicator

Percentage of staff believing that
the trust provides equal
opportunities for career
progression or promotion (KF21)

Oxleas 2016
Results

National 2016 average for
combined MH/LD and
community trusts

86%

88%

(the higher the score, the better)
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Percentage of staff experiencing
harassment, bullying or abuse from
staff in the last 12 months (KF26)

20%

21%

(the lower the score, the better)

Whilst the trust has remained a high performer compared with other organisations the results
when compared with previous years have deteriorated from the standard that the trust has
come to expect. The results reflect the challenging year that the trust has had and the
pressures that staff have had to deal with.
The trust has put in place actions focussing on the following areas:
• Gathering more qualitative information as to why staff have scored the trust as they
have
• Identifying with staff key actions the trust can take
• Working with staff and clinical leaders to ensure a robust no tolerance approach to
abuse of staff by patients
• Increased emphasis on health and well-being for staff including mental health. We will
also be reviewing our Occupational Health and Employee Assistance programme
contracts in partnership with other South East London Trusts
• Regular communication, visibility and accessibility of senior managers
• Careful assessment of demands placed on staff and managers to manage the overall
organisational capacity of what we expect staff to realistically be able to achieve

3.7 Oxleas Complaints Report 2016/17
Complaints received
In 2016/17 there were approximately 980,000 patient contacts with our services; in the same
period of April 2016 to March 2017 we received a total of 200 formal complaints (0.02% of
overall patient contacts) and 82 informal complaints (0.01% of overall patient contacts).
The Trust reports on all complaints received in writing both formally and informally. We record
any complaint that is made in writing to any member of the Trust, CQC or CCG staff, or is
originally made orally and subsequently recorded in writing. Once this is recorded, we treat it
as though it was made in writing from the outset. Complaints and comments/suggestions that
do not require investigation are not included in complaints reporting.
Of the 282 complaints received: 143 (50%) relate to Adult Mental Health and Learning Disabilities (35 Bexley, 47 Bromley,
60 Greenwich)
 65 (23%) relate to Adult Community Health (41 Bexley, 24 Greenwich)
 38 (14%) relate to Children and Young Persons (17 Bexley, 5 Bromley, 16 Greenwich)
 13 (5%) relate to Older Persons (3 Bexley, 7 Bromley, 3 Greenwich)
 23 (8%) relate to Forensic and Prison Services
Complaints investigated
Within the 282 complaints, 742 concerns were raised. Of these 742 concerns raised, 88 are
still under investigation. Of the 654 concluded, 111 (17%) were upheld, 121 (19%) partly
upheld, 388 (59%) not upheld, and 34 (5%) were indeterminate.
Our review of the concerns raised has identified 3 significant themes:
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Table 15
Clinical Care
Attitude of staff
Communication

Investigated
179
140
96

Upheld/partly upheld
75
36
51

% upheld
42%
26%
53%

Complaints handling
In line with the Trust’s Complaints Policy the aim is to respond to complaints received within
30 working days and agree extensions with the complainant when it is not possible to
complete the investigation within this time frame. Of the 282 complaints, 263 complaints have
concluded their investigations (19 were not due to be concluded as at time of writing). Of
those 263, 168 (64%) were completed within the agreed timescales a 10% improvement on
last year.
Robust procedures are in place for following up with the Directorates both those complaints
that are overdue and those that are due with the complaints team; this is done on a weekly
basis. It is hoped this will show a continued improvement in achieving the target against
timescales.
This year a programme of visits to services by the Complaints Service and PALS has taken
place with the aim of raising awareness in handling complaints and concerns raised by
service users, their family or advocates. Work continues to embed and disseminate lessons
from complaints across all our services, in addition we have a library of case studies for
services to use in embedded learning events and to share at team meetings to encourage
discussion and promote good practice. A significant piece of work has taken place during the
year to ensure the completion of outstanding actions identified following the investigation of a
complaint. Of the 250 actions identified for 2016/17, 234 were due to have been completed at
the time of this writing this report and 191 (82%) have been completed. We will continue our
focus in these areas in 2017/18 to improve the quality of the services we provide.
Parliamentary and Health Service Ombudsman (PHSO)
Complainants who are dissatisfied with the Trust response have the right to ask that the
PHSO reconsider their complaint. Since April 2016, three complainants asked for their case
to be reviewed by the Ombudsman’s Office. One investigation was partly upheld with regards
to breach of confidentiality, this is currently being contested. One was not upheld and one
investigation is currently on-going.

3.8 Equalities and Diversity
We recognise that discrimination and barriers to social inclusion exist, and people may
experience inequalities in accessing services or as members of staff. One of our objectives in
Oxleas is to deliver high quality, responsive services that meet the needs of the diverse local
populations in all the boroughs where we provide care and treatment. The active participation
of our Council of Governors has ensured that social inclusion and challenging discrimination
are addressed across the Trust.
We have a range of groups, events and services to promote inclusion and employment, these
include our Volunteer to Work scheme, which is currently supporting around 160 people in
volunteer positions in the trust. The scheme has supported over 55 volunteers into
employment or education in its 6 year lifetime. We also support SEEC; a social enterprise set
up by the trust and run in partnership with Twining. The overall aim is to provide support for
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service users to obtain employment; the scheme is open to service users from all parts of the
trust. We have Patient Experience Volunteers, who conduct semi-structured interviews to gain
feedback about our services – the volunteers are service users, carers, governors and nonexecutive directors. We also support Researchnet, a group for people with lived experience of
mental ill health who have used Oxleas services. Researchnet has expanded to cover
community health services, children’s and young people services, adults with learning
disabilities and families and carers. Researchnet members work in partnership with Oxleas
services to research, audit, evaluate and give feedback to make improvements to services.
Each borough now has a Researchnet alongside directorate specific ones e.g. Older people’s
mental health and Adult learning Disability Directorates. Researchnet members publish
articles and undertake research to support improving care in mental health services. Members
also organise an annual patient experience conference.
We also have a Lived Experience Co-ordinator and paid and voluntary Peer Support posts,
these are posts where people with lived experience of mental ill health are recruited to provide
experience and expertise, and to work with service users in their recovery.
In our Children and Adult Mental Health Service (CAMHS), we have set up a gender identity
group for young people and their families. In our Adult Mental Health services, we have
community development worker (CDW) posts, making links with local communities and
supporting groups for BME service users in the community and in forensic services. In our
Adult Learning Disability services, we have set up a ‘Can I understand this?’ group, where
service users with learning disabilities review leaflets and information, and make
recommendations on how to present information in the best way for people with learning
disabilities. Working in partnership with a local community resource, Tramshed Fridays
provide local space for people with learning disabilities to meet, with activities and discussion
groups to support wellbeing and social inclusion. This has now been extended to Tramtastic
Fridays, where members engage in a social evening. The group is supported by the Learning
Disability teams and is run by service users on the Volunteer to Work scheme.
Oxleas was the top performing NHS trust in the Stonewall Workplace Equality Index 2016,
which assesses private and public employers on their positive attitudes and the structures
they have in place for lesbian, gay and bisexual employees. Oxleas has 3 active staff
networks, LGBT, BME and LEN (for staff with lived experience of mental ill health). Each
network has an elected Chair and Executive team, who lead on initiatives and actions and
provide advice and support to members. The LGBT Network has been highly commended by
Stonewall for its effectiveness in making improvements for LGBT employees and service
users. The trust also has a Disability Action Group, which is a forum where disabled staff,
health and safety, occupational health, staff side and HR staff all meet together to make
improvements for disabled staff in the trust. Furthermore, we now have 24 trained Bullying
and harassment advisers, some of which are also members of the staff networks.

Glossary of Abbreviations












ACS – Adult Community Services
AMH – Adult Mental Health Services
ALD – Adult Learning Disability Services
BME – Black and Minority Ethnic
CACT – Charlton Athletic Community Trust
CAMHS – Children And Adolescent Mental Health Services
CBT - Cognitive Behavioural Therapy
CCG – Clinical Commissioning Group
CDW – Community Development Worker
CEG – Clinical Effectiveness Group
CHTT – Crisis and Home Treatment Team
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COPD - Chronic Obstructive Pulmonary Disease
CPA – Care Programme Approach
CP – Cerebral Palsy
CQC – Care Quality Commission
CQUIN – Commissioning For Quality And Innovation
CYP – Children and Young People Services
Datix – Incident Reporting System
DIALOG – a service user rated outcome measure which focuses on the quality of life,
treatment satisfaction and care needs
EIP- Early Intervention in Psychosis
EWB – Emotional Well-Being Mentors
F&P – Forensic and Prisons
FFT – Friends And Family Test
HMP – Her Majesty’s Prison
HONOS – Health of the National Outcome Scales
HONOSCa – Health of the Nation Outcome Scales Child and Adolescent Mental Health
HQIP – Healthcare Quality Improvement Partnership
IAPT - Improving Access to Psychological Therapies
KPI – Key Performance Indicator
LD – Learning Disabilities
LEN – Lived Experience Network
LGBT – Lesbian, Gay, Bisexual and Transgender
NACR - National Audit of Cardiac Rehabilitation
NICE – National Institute for Health And Care Excellence
NHSE – NHS England
NHSI – NHS Improvement
NRLS – National Reporting and Learning System
MCA – Mental Capacity Act
MDT – Multi Disciplinary Team
MH - Mental Health
MH & LD – Mental Health & Learning Disability
MRSA –Methicillin Resistant Staphylococcus Aureus
QPR – a questionnaire about the process of recovery
RiO – Electronic Clinical System
OPMH – Older People Mental Health Services
PHSO – Parliamentary and Health Service Ombudsman
POMH – Prescribing Observatory for Mental Health
RAG – Red, Amber, Green rating
RCA – Root Cause Analysis
SMI – Serious Mental Illness
STORM – a self-harm mitigation skills based training in risk assessment and safety
planning
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Annex 1 – Feedback from our Stakeholders

OXLEAS NHS FOUNDATION TRUST
DRAFT 2016/17 QUALITY ACCOUNTS
BROMLEY CLINICAL COMMISSIONING GROUP COMMENTS
Background:
Bromley Clinical Commissioning Group welcomes the opportunity to comment on this document.
The annual Oxleas NHS Foundation Trust Quality Account has previously been reviewed by
Governance Leads from Bromley, Bexley and Greenwich Clinical Commissioning Groups with
coordination of feedback being jointly undertaken. However, due to Governance staffing changes
within 2 of the 3 CCGs and, in line with the borough-based Oxleas restructure, the CCGs have decided
to comment separately on the draft Quality Accounts for 2016/17: Bromley CCG will therefore focus on
Mental Health Services only.
There is a robust and established process for review of quality issues with Oxleas NHS Foundation
Trust via monthly Clinical Quality Review Groups (CQRGs) in addition to a number of other quality
review mechanisms. Bromley CCG has taken over the chairing of the CQRG for 2016/17 and has
worked closely with Oxleas and Bexley and Greenwich CCGs to agree a work programme to include
thematic service reviews; audit presentations and receipt of quality monitoring reports.
Care Quality Commission Inspection:
Of note this year was the publication of the CQC Inspection of Oxleas NHS FT which gave the Trust an
overall rating of ‘requires improvement’. The CQC assessed three of the services as requiring
improvement: children’s community services, forensic inpatient wards, mental health crisis and the
adult inpatient mental health services as inadequate. Whilst this was very disappointing, the CCG
recognise the considerable effort that the Trust have put into the response to the CQC findings to
include an immediate and robust improvement plan which has resulted in the Trust now being rated as
‘Good’ in all areas.
Progress against Quality Objectives:
We welcome the considerable effort to ensure inclusion of patients, families and carers in the setting of
quality objectives and note that Oxleas NHS FT has achieved 91% of the quality objectives for 2016/17.
Whilst the target of patients on CPAs receiving a 6 month review remains challenging we note that this
is a stretch target for the Trust and that the organisation meets the national target of 12 month reviews.
Another area of challenge is the 48 hour follow-up target that is an important factor in helping to further
reduce the risk of suicide after discharge from hospital. Whilst the data shows the majority of patients,
that are not followed-up within this window, are followed up within 72 hours, we welcome the Trust’s
plan for improvement in this area
With regards to patient safety, Oxleas’ continued commitment to focus on their Sign Up to Safety
priorities is highlighted and we note the addition of Suicide Prevention; Restrictive Practice and Ligature
Management as a focus for improvement in 2017/18. Progress in these areas will be monitored via
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CQRGs.
Achievements and Challenges:
The Quality Accounts showcase a number of areas where improvements are significant and that the
Trust is justifiably proud of, these include:
• Early Intervention in Psychosis
• Personality Disorder Pathway
• Improving the Physical Health of Patients with Serious Mental Illness
• Partnership working with Charlton Athletic on social inclusion of Young People with Psychosis
Oxleas NHS FT has had a challenging year, particularly in relation to the CQC inspection ratings but is
to be commended for its openness and willingness to drive forward quality improvement. Of note:
•

Suicide Prevention: The Trust worked with Bromley CCG to review a number of in-patient
suicides in 2015/16. As a result the Trust has an extensive improvement and education plan
that is being monitored via CQRG and has launched the Suicide Prevention Strategy with an
ambitious aim of zero suicides.

•

Staff Survey: Whilst the trust has remained a high performer compared with other organisations
we note from the accounts that the results, when compared with previous years, which reflect
the challenging year and the pressures on staff. We therefore welcome the actions outlined by
the Trust to improve staff satisfaction.

•

Bromley CCG notes Oxleas’ Programme on Outcomes Data with the goal for each directorate
to agree and implement outcomes measurements as a normal way of practice. We note the
progress to date but welcome the roll out of the next phase of this vital project in 2017/18.
The restructure into borough-based teams and the closer understanding that this will provide for each
borough on local issues is commended, however, the challenge for both the organisation and the CCGs
to ensure that the organisation-wide learning and sharing of intelligence across Bromley, Bexley and
Greenwich is not lost.
The CCG continues to see Oxleas drive forwards Quality Improvement goals and looks forward to
progress reports on the overarching and ambitious Oxleas Quality Improvement Programme.
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Oxleas NHS Foundation Trust
Draft 2016-17 Quality Account
NHS Greenwich Clinical Commissioning Group’s Comments

NHS Greenwich Clinical Commissioning Group (CCG) welcomes the opportunity to comment
on the Oxleas Foundation NHS Trust (Oxleas) draft 2016/17 Quality Account Report. We
found the report to be written well and the lay out reader-friendly.
The CCG acknowledges that Oxleas has worked hard to improve the “Friends and Family”
test and is pleased to note that this is also a priority area for further focus in 2017-18 for the
Trust Patient Experience Group.
It is noted that Oxleas has dropped below the national average (66.5%) for the percentage of
staff employed by, or under contract to, the Trust during the reporting period who would
recommend the Trust as a provider of care to their friends or family. The CCG recommends
that Oxleas continues to improve in this area.
Oxleas reported 92.3% compliance with level 1 safeguarding adult training in 2016-17. This is
an area of mandatory and statutory training for NHS Trusts. The CCG is aware however that
there have been challenges with accessing and reporting on levels 2 and 3 safeguarding adult
training this year. Consequently this is a key priority area the CCG is keen to see focussed
improvement on in 2017-18.
Oxleas was inspected by the Care Quality Commission in April 2016 and received an overall
rating of “requires improvement”. The CCG acknowledges the hard work and focus that has
been undertaken by staff at the Trust to improve on this position. The CCG also commends
the dedication and commitment of staff to always striving to provide excellent and high quality
care for patients. This was reflected in the rating of ‘outstanding’ for community services for
people with a learning disability.
NHS Greenwich CCG is committed to continuing to support Oxleas NHS Foundation Trust in
2017-18 to ensure the on-going delivery of high quality services for the residents of
Greenwich.

Oxleas Quality Account 2016/17 v1.3

47

BEXLEY CLINICAL COMMISSIONING GROUP.
Response to Quality Accounts
Oxleas NHS Foundation Trust draft Quality Accounts document was sent to Bexley Clinical
Commissioning Group (CCG) for consultation and comment.
The report is clear and easily understood with a well-structured approach maintained
throughout the document. The trust priorities involve six quality objectives which are clear and
in addition it is positive to see that the same objectives are remaining for next year to ensure
that the work streams become fully embedded. It is also particularly positive to see that both
service users and staff are involved in agreeing the Quality priorities for 2017/2018. Good
progress has been made against the priorities which the CCG look forward to seeing further
developed over the forthcoming year.
In relation to complaints the areas of clinical care, attitude of staff and communication
continue to be significant themes which the CCG would like to see addressed. It is positive to
note that the percentage of complaints investigations completed in time has improved but
more work is required to improve this further.
With regard to the staff survey it would be helpful to see previous year’s data, rather than just
the National data, in order to see the trend. Staff wellbeing and the impact on the patient
experience is well documented and therefore staff wellbeing remains a central concern for the
NHS.
The trust was recently revisited by the CQC and the CCG welcome the reassessed rating,
and would like to acknowledge the hard work and dedication of all staff in moving the trust to a
rating of good. This is only achieved and supported by an effective and committed workforce
The report contains good examples of case studies where really positive outcomes have been
achieved for children, young people and adults. This clearly demonstrates the innovation of
staff in improving services for these groups of clients.
Further innovation is outlined in the work undertaken with regard to suicide. The trust has
worked closely with parents who have experienced suicide and created a powerful video.
This has been included in the new suicide strategy which has been launched as a ‘flipping’
book.
In conclusion, the report identifies that the trust is working hard to improve quality across all
service areas. The CCG thanks the Trust for providing the opportunity to comment on the
Quality Accounts and looks forward to further strengthening the relationship with the Trust
through closer joint working in the future. We look forward to the Trust demonstrating the
improvements in patient care they will be applying over the coming year

Michael Boyce
Director of Quality, Governance and Performance.
Bexley CCG
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Annex 1.2 Statement from Local Healthwatch Organisations

Joint Healthwatch Response to Oxleas Quality Accounts Report 2016/17
Healthwatch Bexley, Healthwatch Bromley, Healthwatch Lewisham and Healthwatch
Greenwich
This report is a joint response from Healthwatch Bexley, Healthwatch Bromley, Healthwatch
Lewisham and Healthwatch Greenwich, reflecting on the work and achievements of Oxleas
NHS Foundation Trust. We have an established relationship with the Trust and meet on a
regular basis, which allows us to give feedback from our engagement with local people and
contribute to the best possible outcomes for service users.
Healthwatch found the description of the methods of establishing priorities helpful for the
purpose of this review.
Areas of success
• Healthwatch welcomes the introduction of a new family and carer question, as a
Patient Experience Quality Improvement goal, including the revised approach in their
review, especially amongst Adult Mental Health as the score was considerably lower
at 84%.
• We are pleased to see the additional focus of identifying young carers and ensuring
they have access to appropriate support services.
• Healthwatch welcomes the improvement in the number of Clostridium Difficile
reportable infections.
• Healthwatch welcomes the work done for improving Equalities and Diversity, including
the ‘Can I understand this group?’ and the ‘Gender identity group’.
• Healthwatch is pleased to see that additional priorities around suicide prevention,
restrictive practice and ligature management have been included for 2017/18.
• Healthwatch is pleased that Oxleas are participating in national programme of
improving physical health of patients with serious mental illness, including the physical
health clinics.
• Healthwatch welcomes the improvement in staff adherence to the principles of the
Mental Capacity Act.
• Healthwatch welcome the addition of quality highlights and case studies as these
brings the Trust’s achievements to life and are an important factor for staff morale and
motivation. The Emotional Well-being Mentor Scheme, with clear positive results and
improvements, is a notable achievement.
• We are pleased to see the improvement in CQC ratings for community services for
children and young people and mental health wards for working age adults and look
forward to similar improvements taking place for forensic inpatients wards.
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Areas for improvement and development or clarification
• Healthwatch feel that the target of 80% of patients to have their support network
identified and noted within their care record is too low and would like to see this target
increased.
• We are disappointed to note that only 65.4% of staff would recommend the Trust as a
provider to family or friends, a significant drop from previous years. Some clarification
around this decline may be helpful.
• The patient experience survey includes number of responses but it would be useful to
include the numbers of users of the services to see the percentage of responses
gathered.
• Information around staff uptake and interest with regards to NICE Quality Standards
and Guidance Cabinet for mental health, learning disability and community health
services would be of interest.
• Healthwatch acknowledges the result of human error on the “48 hour Follow Up” target
and suggests that whilst an electronic prompt has now been established, further staff
training may be beneficial.
• Whilst in line with national average, the percentage of staff experiencing harassment,
bullying or abuse from staff is worrying.
• Healthwatch would like a review of the targets for safeguarding training, for all areas,
to mirror current achievements and to further increase uptake.
• Healthwatch notes that one of the most common themes with regards to complaints is
staff attitude and communication. Whilst this is concerning, this seems an area that
could be addressed through staff training and should be a priority moving forward.
• We welcome the development for outcomes data collection and would like further
information around reporting and details around a structured learning programme.
• Involving patients in planning their care and having a care plan that is personal to them
is essential. The figures show if a patient has a recorded care plan and if a 6 monthly
review is completed. Can these figures only be recorded after the care plan has been
signed off by the individual patient with agreement? Or is patient experience captured
separately?
May 2017
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Annex 2: Statement of directors’ responsibilities in respect of the Quality Report
The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and
content of annual quality reports (which incorporate the above legal requirements) and on the
arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves that:
•

the content of the Quality Report meets the requirements set out in the NHS
foundation trust annual reporting manual 2016/17 and supporting guidance

•

the content of the Quality Report is not inconsistent with internal and external
sources of information including:
o

board minutes and papers for the period April 2016 to May 2017

o

papers relating to quality reported to the board over the period April 2016 to
May 2017

o

feedback from commissioners dated 24/05/2017

o

feedback from local Healthwatch organisations dated 24/05/2017

o

the trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009, dated
2015/16

o

the internal complaints reports for 2016/17

o

the 2016 national patient survey

o

the 2016 national staff survey

o

the Head of Internal Audit’s annual opinion of the trust’s control environment
dated 25/05/2017
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o

CQC inspection reports dated 13/09/2016 and 02/05/2017

•

the Quality Report presents a balanced picture of the NHS foundation trust’s
performance over the period covered

•

the performance information reported in the Quality Report is reliable and accurate

•

there are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to
confirm that they are working effectively in practice

•

the data underpinning the measures of performance reported in the Quality Report is
robust and reliable, conforms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review and

•

the Quality Report has been prepared in accordance with NHS Improvement’s annual
reporting manual and supporting guidance (which incorporates the Quality Accounts
regulations) as well as the standards to support data quality for the preparation of the
Quality Report.

The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.
By order of the board
..............................Date.............................................................Chairman
..............................Date.............................................................Chief Executive

Annex 3 - Criteria applied to mandated and local indicators
As part of the annual quality report requirements, our external auditors, Deloitte LLP have
undertaken work on two mandated and one local indicator below as described below:
1. Care Programme Approach (CPA) patients receiving follow-up contact within seven days of
discharge from hospital (mandated) – 95%
2.

Admissions to inpatients services had access to crisis resolution home treatment teams
(CRHT) – 95%

3. 80% of patients have their support network identified and noted within their care record –
local indicator chosen by the Council of Governors
The aim of the review is to sample test the 3 indicators and check for accuracy, validity, reliability,
timeliness, relevance and completeness. There was 1 indicator where significant improvement is
required on the accuracy of the data.
Admissions to inpatients services had access to crisis resolution home treatment
teams
National guidance states that to prevent hospital admission and give support to informal carers,
CRHT is required to gatekeep all admission to psychiatric inpatient wards and facilitate early
discharge of service users.
An admission has been gatekept by a CRHT if it has assessed the service user before admission
and was involved in the decision-making process which resulted in an admission. An assessment
should be recorded if there is direct contact between a member of the CRHT team and the
referred patient, irrespective of the setting, and an assessment is made. The assessment may be
made via a phone conversation or by any face-to-face contact with the patient.
Exemptions include:
• Patients recalled on community treatment order
• Patients transferred from another NHS hospital for psychiatric treatment
• Internal transfers of service users between wards in the trust for psychiatry treatment
• Patients on leave under Section 17 of the Mental Health Act
• Planned admissions for psychiatric care from specialist units such as eating disorder units
• Partial exemptions admissions from out of the trust area where the patient was seen by the
local crisis team (out of area) and only admitted to this trust because they had no available
beds in the local area. The CRHT should assure itself that gatekeeping was carried out.
The external testing by Deloitte showed that due to a manual process of monitoring, there was no
consistent approach to excluding exemptions in one borough of the Trust (Bromley). The sample
audit results showed that most of the cases removed from the list as exempt should not have been
excluded. A sample of 14 exclusions found that only 2 cases were valid exemptions and 10 cases
had actually been gatekept. The extrapolated data means that our reported achievement of 100%
is reduced to 99.9%.
We have now implemented an automated process where gatekeeping can be effectively recorded
on RiO and thus eliminate the human error factor. We are also going to issue clear guidance to all
staff on the national definitions and the record-keeping processes.
Oxleas Quality Account 2016/17 v1.3

53

Annex 4 – 2016/17 limited assurance report on the content of the quality reports and
mandated performance indicators
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45th Council of Governors
15th June 2017

Item
Enclosure

6
3

Agenda item

External Auditors’ Report to the Governors

Item from

Deloitte LLP

Attachments

Findings and Recommendations from the 2016/17 NHS
Quality Report External Assurance Review

Summary and Highlights
Findings and Recommendations from the 2016/17 NHS Quality Report External Assurance
Review
•

We have completed our external assurance review of the Trust’s 2016/17 Quality
Report.

•

The two mandated indicators subject to testing were “Care programme approach 7 day
follow up” and “Access to Crisis Resolution Home Treatment Team” (also known as
“gatekeeping”)

•

We issued a modified conclusion from our testing of the “Access to Crisis Resolution
Home Treatment Team” indicator.
Our report sets out findings and recommendations from our work, including on the local
indicator of whether a carer was recorded in care records for service users.
Audit of the Trust’s 2016/17 financial statements
•

We have completed our audit of the Trust’s 2016/17 financial statements.

•

We issued an unmodified audit report for the year, which will be included in the Trust’s
Annual Report when it is published.

Key Benefits:
The report fulfils the requirement for an external assurance review of the Quality Report.
Recommendation:
The Governors should note the findings of our work.

Oxleas NHS Foundation Trust
Findings and Recommendations from the 2016/17 NHS
Quality Report External Assurance Review
Deloitte Confidential: Public Sector

Contents

Executive Summary

3

Content and consistency findings

5

Performance indicator testing

7

Care programme approach 7 day follow up
Access to crisis resolution home treatment team
Local indicator: Carer Indicator
Recommendations for improvement

15

Responsibility statement

20
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Executive Summary
We have completed our Quality Report Testing and are in a position to issue our
limited assurance opinion
Status of our work

Scope of work



We are required to:





We have completed our work, including
validation of the reported indicators and
are in receipt of the final signed Quality
Report and letter of Representation.
The scope of our work is to support a
“limited assurance” opinion, which is
based upon procedures specified by NHS
Improvement in their “Detailed
Requirements for External Assurance on
Quality Reports for Foundation Trusts
2016/17”.



Review the content of the Quality Report for compliance with the requirements set out in NHS Improvement’s
Annual Reporting Manual (“ARM”).



Review the content of the Quality Report for consistency with various information sources specified in NHS
Improvement’s detailed guidance, such as Board papers, the Trust’s complaints report, staff and patients
surveys and Care Quality Commission reports.



Perform sample testing of three indicators.

Due to the issues identified relating to
CRHT Gatekeeping indicator, we have
signed a modified opinion for inclusion in
your 2016/17 Annual Report.

The Care Quality Commission reinspected the
trust during the year and issued a Good
rating, in follow up to its previous Requires
Improvement rating in April 2016.
2016/17
Length of
Quality Report

2015/16

50 pages

53 pages

Quality
Priorities

6

6

Future year
Quality
Priorities

6

6



•

The Trust has selected Crisis Resolution Home Treatment (CRHT) Gatekeeping and Care Programme
Approach (CPA) 7 Day Follow Up as its publicly reported indicators – the alternative was Delayed
Transfers of Care (DTOC).

•

For 2016/17, all Trusts are required to have testing performed on a local indicator selected by the Council
of Governors. The Trust has selected the “Carers” Indicator.

•

The scope of testing includes an evaluation of the key processes and controls for managing and reporting
the indicators; and sample testing of the data used to calculate the indicator back to supporting
documentation.

Provide a signed limited assurance report, covering whether:
•

Anything has come to our attention that leads us to believe that the Quality Report has not been prepared
in line with the requirements set out in the ARM; or is not consistent with the specified information
sources; or

•

There is evidence to suggest that the CRHT Gatekeeping and CPA 7 Day Follow Up indicators have not
been reasonably stated in all material respects in accordance with the ARM requirements.

•

Provide this report to the Council of Governors, setting out our findings and recommendations for
improvements for the indicators tested: CRHT Gatekeeping, CPA 7 Day Follow Up and Carers.

3
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Executive Summary (continued)
We have completed testing of the three indicators
Content and consistency review
Review
content

Document
review

Performance indicator testing (continued)

Interviews

Form an
opinion

We have performed a content and consistency review on the final
Quality Report. From our work so far, nothing has come to our
attention that causes us to believe that, for the year ended 31 March
2017 the Quality Report is not prepared in all material respects in line
with the criteria set out in the ARM.
Overall
conclusion

Content
Are the Quality Report contents in line with the
requirements of the Annual Reporting Manual?

B

Consistency
Are the contents of the Quality Report consistent with
the other information sources we have reviewed (such
as Internal Audit Reports and reports of regulators)?

B

Identify
potential
risk areas

Detailed
data
testing

Gatekeeping

Carers

Accuracy

A

R

R

G

A

G

A

A

A

G

G

G

Does all data used to generate the indicator
meet eligibility requirements as defined by
guidance.
Completeness

B

B

B

Is all relevant information, as specific in the
methodology, included in the calculation.

G

A

A

Recommendations identified?

4

4

4

Unmodified
Opinion

Modified
Opinion

No opinion
required

Is data recorded correctly and is it in line with
the methodology.
Validity
Has the data been produced in compliance
with relevant requirements.
Reliability
Has data been collected using a stable
process in a consistent manner over a period
of time.
Timeliness
Is data captured as close to the associated
event as possible and available for use within
a reasonable time period.
Relevance

Performance indicator testing
Interviews

CPA 7 Day
Follow Up

Identify
improveme
nt areas

NHS Improvement requires Auditors to undertake detailed data testing
on a sample basis of two mandated indicators. We perform our testing
against the six dimensions of data quality that NHS Improvement
specifies in its guidance.
Due to the issues identified relating to CRHT Gatekeeping indicator, we
are unable to conclude that indicator has been reasonably stated in
accordance with the ARM and the six dimensions of data quality set
out in the ““Detailed Requirements for External Assurance on Quality
Reports for Foundation Trusts 2016/17”.

Overall Conclusion

G

No issues noted

A Requires improvement

B

Satisfactory – minor issues only

R

Significant improvement required
4
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Content and consistency findings

5
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Content and consistency review findings
The Quality Report is intended to be a key part of how the Trust communicates with its stakeholders.
Although our work is based around reviewing content against specified criteria and considering consistency against other documentation,
we have also made recommendations to management through our work to assist in preparing a high quality document. We have
summarised below our overall assessment of the Quality Report, based upon the points identified in our NHS Briefing on Quality Accounts.
Key questions

Is the length and balance of the content of the report appropriate?

Assessment

Statistics
Length: 43 pages
A



Is there an introduction to the Quality Report that provides context?



Is there a glossary to the Quality Report?



Is the number of priorities appropriate across all three domains of quality (Patient Safety, Clinical
Effectiveness and Patient Experience)?



Has the Trust set itself SMART objectives which can be clearly assessed?

G



Does the Quality Report clearly present whether there has been improvement on selected priorities?




Is there appropriate use of graphics to clarify messages?
Does there appear to have been appropriate engagement with stakeholders (in both choosing priorities as
well as getting feedback on the draft Quality Report)?

G
B

G
6 priorities across the
three domains

B

Deloitte view
Overall, the Quality Account gives a very positive view of the Trust’s performance. This is reasonable considering how the Trust has performed with the
vast majority of targets being met or exceeded. As highlighted in our report in previous years, the structure in terms of giving commentary on
performance in section 2 means that section 3, which is intended to give a fair overview, contains primarily positive comment on the Trust highlights for
the year. We would recommend revisiting this next year, in particular if the Quality Report regulations change.
During the course of our work, we made recommendations to address minor omissions against the ARM requirements and to further improve readability,
including:
- Including a brief introduction to the Quality Report

- Including further statements of assurance as required by ARM; and
- Correcting grammatical, spelling and other proof-reading errors identified.
Most of our recommendations have been addressed in the final iteration of the report and we are able to confirm that nothing has come to our attention
that causes us to believe that, for the year ended 31 March 2017 the Quality Report is not prepared in all material respects in line with the criteria set out
in the ARM.
We understand that the Trust’s communications team will add graphics and colour to improve the readability of the document in the published version,
after the content has been finalised.
6
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Performance and Indicator Testing

7
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Care programme approach 7 day follow up
We have issued an unmodified opinion in relation to this indicator
Trust
reported
performance

Target

Overall
evaluation

2016/17

97.0%

95%

B

2015/16

97.4%

95%

B

2014/15

97.3%

95%

B

* 2016/17 performance figure will be subject to change to adjust
for findings from our sample testing

Indicator definition and process
Definition: “The percentage of patients on Care Programme Approach who
were followed up within 7 days after discharge from psychiatric in-patient
care during the reporting period.”
Patients who are discharged from a mental health in-patient episode on a
Care Programme Approach should receive a follow-up contact within seven
days of the discharge. Relevant discharges include patients discharged to
their place of residence, care home, residential accommodation, or to nonpsychiatric care. All avenues must be exploited to ensure that the patients
are followed up within seven days of discharge.

National context
The chart below shows how the Trust compares to other organisations nationally for 2016/17, the latest national data available.
Care Programme Approach patients receiving follow-up within 7 days - Q1-3 2016-17
100%
98%
96%

% of cases

94%
92%

90%
88%
86%
84%
82%
80%
Oxleas

London providers

Other English providers

Source: Deloitte analysis of Health and Social Care Information Centre data

England average

Target

2015-16 CPA follow-up rate
8
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Care programme approach 7 day (continued)
Outline of the Process
Process flow

No breach
recorded

No breach
recorded

Yes

Date admitted patient ready to be
discharged from
hospital entered on to Electronic
Patient Record

Follow-up by
phone or face
to face
within 7 days?

2 patients recorded
as having been
followed up were
actually exempt and
should have been
excluded from the
indicator.

Yes

No

Has the patient:
Transferred to
inpatients?
Fall under CAMHS?
Died?

1 case where the follow up
date had been recorded
incorrectly and 2 cases where
a follow up >7 days after
discharge was recorded, but
there was no evidence of any
follow up taking place;
Neither had an effect on the
reported metric

No

Breach recorded

1 case where patient
recorded as exempt
but should have
been a breach,
impacting the
reported indicator

9
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Care programme approach 7 day follow up (continued)
Approach

Findings



We met with the Trust’s leads to understand the process
from discharge of a service user to the overall performance
being included in the Quality Report.

From a sample of 30 discharges, we identified:

We evaluated the design and implementation of controls
through the process. We discussed with management to
identify whether there were any periods during the year or
divisions within the Trust representing a greater risk that we
should focus sample testing on.



In 2 of these cases the Trust had recorded the patient as a non-breach patient,
but they should have been exempt;



We selected a sample of 24 from 1 April 2016 to 31 March
2017 including in our sample service users who had and had
not been followed up within 7 days. During our work we
found errors and therefore extended our sample by a further
6.

In the third case, the patient had been temporarily admitted to another hospital,
but was still under the care of Oxleas, and therefore should not have been
included as a discharge to be followed up

1 case where an incorrect follow-up date had been recorded, but had no impact on
the breach status;







We agreed our sample of 30 to the underlying information
held within Rio.

3 cases that were incorrectly included in the reported metric, as they should have
been excluded from the population:

2 cases where the Trust recorded a follow up have been performed, but there was no
evidence available to confirm this had been done. These two cases had no effect on
the breach status as they had been recorded as breach cases with a follow up date
more than 7 days after discharge
Finally, there was 1 case where a patient had been recorded as exempt but they
should have been a breach. We extended our sample for this case and concluded it to
be an isolated error.
Recommendation 1

Deloitte View:

We identified similar issues in the recording of discharge and follow up dates as part of our audit in 2015/16. We have identified a slightly higher error rate
than 15/16; however, as the Trust aims to follow up well within the 7 day target, only one of the errors identified had an impact on the breach status; a
patient recorded as exempt who should have been a breach.
We calculated a sensitised rate for the year to consider potential impact and concluded that the reported indicator is not materially misstated.

10
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Gatekeeping by crisis resolution home treatment team
We have modified our opinion in relation to this indicator
Trust
reported
performance

Target

Overall
evaluation

2016/17

99.2%

95%

B

2015/16

99.9%

95%

Not Selected

* 2016/17 performance figure has been adjusted to reflect the
exceptions identified as part of our sample testing

Indicator definition
Definition: “The proportion of inpatient admissions gatekept by the crisis
resolution home treatment teams.”

Crisis Resolution / Home Treatment Services form part of the drive to ensure
inpatient care is used appropriately and only when necessary, with service users
being treated in the community setting, where possible. They are to provide a
‘gateway’ to inpatient care and are deemed to have ‘gatekept’ an admission if
they have assessed the service user before admission and they were involved in
the decision making process, which resulted in full admission.

National context
The chart below shows how the Trust compares to other organisations nationally for 2016/17, the latest national data available.

Inpatient admissions with access to Crisis Resolution/Home Treatment teams - Q1-3 2016-17
100%
99%
98%

% of cases

97%
96%
95%

94%
93%
92%
91%
90%
Oxleas

London providers

Other English providers

England average

Target

2015-16 HTT gatekeeping rate

Source: Deloitte analysis of Health and Social Care Information Centre data. Oxleas updated for trust data
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Gatekeeping by crisis resolution home treatment team (continued)
Outline of the Process
Process flow

Patient referred to
Trust by community
teams

Patient
assessed by
Home
Treatment
Team?

Patient requiring
inpatient treatment

A breach is
recorded

The Trust has historically included all patients in the
calculation of this metric, including ones formally
exempt from the requirement.
This year this has been done inconsistently - these
patients have been excluded for Bromley, but
continued to be included for Greenwich and Bexley.

No

Admitted to
hospital?

Yes

No

Is
•
•
•
•
•

the patient:
recalled on community treatment order;
transferred from another NHS Hospital;
an internal transfer between wards;
on leave under section 17; or
a planned admission?

Yes
Patient visits
Trust’s A & E
department

No breach
recorded

During 2016/17, in Bromley
approximately 400 patients have
been recorded as exempt. From
a sample tested we identified
only 14% were true exemptions.
The non-exempt cases,
collectively have a material effect
on the reported indicator

Yes

No breach
recorded

12
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Gatekeeping by crisis resolution home treatment team (continued)
We have found significant issues relating to the process for recording and reporting
the Gatekeeping indicator
Approach


We met with the Trust’s leads to understand the process from
identifying that a service user should have access to the crisis
resolution team to the overall performance being included in the
Quality Report.



We evaluated the design and implementation of controls through the
process. We discussed with management and used analytical
procedures to identify whether there were any periods during the
year or divisions within the Trust representing a greater risk that we
should focus sample testing on.



We selected a sample of 24 admissions from 1 April 2016 to 31
March 2017. We agreed our extended sample of 24 to the underlying
information held within Rio.



The Trust differs from national guidance in that the crisis home
treatment team is not available then the Senior Duty Doctor or Nurse
on duty will carry out the gatekeeping procedures. This has been
disclosed in the Quality Report.

Findings

Deloitte View:
The Trust has a policy of gatekeeping all admissions (regardless of whether
or not they are exempt per NHSI rules). In previous years, this has had no
impact, as the indicator score has been 100%. While this year there are
some exceptions, affecting the metric, due to the high volumes, the
inclusion of exempt patients in the population has not had a material effect
on the metric. However, this is now no longer being performed consistently
across the Trust, and we would recommend taking a consistent approach
preferably in line with the national guidelines...
The testing of the omitted data from Bromley showed that most cases
checked should not have been excluded, and that they included breaches of
the metric. Given the high volume of omitted data (400 cases), then even
with a high rate of gatekeeping in the data, extrapolation of this level of
breaches would change the reported metric.
We are therefore unable to confirm that the indicator is reasonably stated in
all material respects and have qualified our conclusion as a result.
Following an Internal Audit in the year, management are already working on
an action plan to improve reporting of this metric, including looking at
systems changes to reduce the level of manual intervention in data capture,
and providing additional training



Informatics sends a spreadsheet of admissions to each Borough to
complete with the Gatekept status, and the name of who Gatekept
the admission. This is then returned to Informatics to calculate the
indicator.



As in previous years, we noted that the Trust performs gatekeeping
procedures more widely than is strictly required. As in previous years,
in Bexley and Greenwich, exempt patients who had been gatekept
were also included in the returned spreadsheets, and therefore in the
gatekeeping indicator calculated by Informatics.



In Bromley, we noted that during 2016/17, 400 admissions were
deleted from the spreadsheet. We checked a sample of 14 such
exclusions and found that only 2 cases were valid exemptions. In ten
cases they were non-breach gatekept cases and in two cases they
should have been a breach case.
Extrapolating this error over all exclusions, would reduce the reported
indicator by approximately 2.5%
Recommendation 2
Deloitte Confidential: Public Sector

Illustrative extrapolation over omitted cases
Sample of
Extrapolation
Trust data deleted cases over remainder Extrapolated
Gatekept
1
2
55
58
Not gatekept
1,824
10
276
2,110
Not gatekept exempt
2
55
57
Total
1,825
14
386
2,225
%
99.95%
85.71%
85.75%
97.39%
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Carer indicator - Support Network identified in Care Record
This is a new indicator for the Trust, measured for the first time in 2016/17
2016/17

Indicator definition and process

There is a trust-wide target that at least 80% of the current caseload must have a carer recorded.
Trust reported
performance

86%

Numerator: Number of patients who have a carer identified at the year-end or a specific mark that they
don’t have a carer
Denominator: Number of patients on current caseload

Target

80%

Overall
evaluation

A

Reason for testing: The Trust launched a new carers and support network strategy which took into account
Oxleas’ wider range of services; helping them to identify and meet the needs of carers in the community
health services as well as in mental health and learning disability services. Oxleas also had an additional
focus of identifying young carers and ensuring they can adequately provide useful information around local
young carers support services and signpost to where they can get additional help

Approach


We met with the Trust’s leads to understand the process from identifying a carer to the overall performance being included in the Quality
Report.



We selected a sample of 24 service users from 1 April 2016 to 31 March 2017 including in our sample service users recorded as both, having
and not having, identified carers.



We agreed our sample to the underlying information held within Rio.

Findings
This indicator has only been reported at year-end, and the first time this was calculated was as part of our audit. We were provided with two sets of
populations during the course of our audit. A high level review of the first population identified errors. Management investigated the cause and
provided a new population against which testing was performed.
From our sample of 24 cases selected from the revised population, we identified:


5 cases, where the population reported that carer information was included in the patient record. However, our testing identified that no carer
was documented in Rio; and



1 case where the population reported that there was no carer information in the patient record. However, our testing identified that a specific
question had been asked of the client as to whether they had a carer, and therefore this should have been considered a compliant case.

We understand that the errors identified have arisen due to the script used to report the indicator not being correctly configured, and therefore the
population that was used to calculate the indicator was inaccurate. The development of a reliable script to extract and report the data is key to
reliable reporting of this data going forward.
Additionally, the current guidance document does not clearly identify the numerator and denominator to be used, or the processes relating to the
validation and reporting of the indicator
Recommendation 3
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Recommendations for improvement
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Recommendations for improvement
We have made three recommendations for improvement
Indicator

Deloitte Recommendation

Management Response

Priority
(H/M/L)

CPA 7 Day Follow
Up

Recommendation 1: Implementation of 2015/16
recommendation
We made a recommendation in 2015/16 to introduce sample based
checks of non-breaches and in the longer term identify areas with a
higher error rate and provide targeted training and guidance. (see
page 18)

Findings have been agreed and a full
management response will be provided at
the Council of Governors meeting.

M

Findings have been agreed and a full
management response will be provided at
the Council of Governors meeting.

H

Findings have been agreed and a full
management response will be provided at
the Council of Governors meeting.

M

This recommendation has been partly implemented. We recommend
that this be completed, and in light of findings this year, also
include exempt cases to confirm whether or not they are true
exemptions.
CRHT
Gatekeeping

Recommendation 2: Provide training and guidance to staff,
and clearly record exempt patients
We recommend that the Trust investigate whether it may be
possible to record and report gatekeeping from Rio directly through
an automated process.

In the meantime, additional columns should be added to the
spreadsheet to clearly identify exempt / non-exempt patients, and
the reason for exemption (where applicable).
In addition, training and guidance should be provided to staff,
specifically on the national rules for the indicator
Carers Indicator

Recommendation 3: Improve indicator definition and develop
an accurate report

We recommend that the indicator be formally defined and the
processes for validating and reporting the indicator documented.
Once this is complete, the script used to produce the report should
be revised to confirm that it is providing the correct information. A
sample based validation exercise should be performed on the
revised report to confirm that it is fit for purpose and reporting
accurately
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Update on prior year recommendations
Our prior year recommendations have been addressed
Indicator

Deloitte Recommendation

Current year status

Delayed Transfers of Care

Recommendation 1: Application of local policy
counting Delay Start

During 2016/17, the Risk Assessment Framework was
replaced by the Single Oversight Framework, as a result of
which Delayed Transfers of Care no longer appears in the list
reportable indicators.

The Trust should continue their proactive approach on
this issue in order to get clarity and guidance from
NHS Improvement on the Trusts implemented local
guidance. In the absence of further guidance the Trust
should consider the removal of the local guidance in
order to ensure compliance with current indicator
definitions.

As no further national guidance has been issued the Trust
continues to use the local interpretation.

Management Response
Oxleas have sought guidance directly from NHS
Improvement in advance of our Quarter 4 submission
to them. We informed them of how we have
interpreted the national guidance and the complexities
of the panel process with the local authorities. We
were advised by NHS Improvement to submit Q4 data
as it is and start reporting data for 2016/17 without
the local interpretation until further guidance is given.
This has been implemented.
Delayed Transfers of Care

Recommendation 2: Sample check on nonbreaches
The importance and impact on performance metrics of
correctly identifying delayed transfers of care and
recording accurately the start or stop times in the
progress notes should be reaffirmed amongst teams.
Introducing a process for periodic sample checks on
non-breaches will help to ensure data accuracy.

As part of the validation process, each business office
validated 5 non-breaches each month using the Metric
Validation Report on iFox.
Compliance is monitored via the Clinical Data Governance
Group.
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Update on prior year recommendations

Indicator

Deloitte Recommendation

Current year status

CPA 7 Day Follow Up

Recommendation 3: Sample check on non-breaches

As part of the validation process, each business
office validated 5 non-breaches each month using
the Metric Validation Report on iFox.

As part of the month-end process, management should perform
a sample check on non-breaches to confirm the discharge and
follow up dates against Rio progress notes.
In the longer term, sites with a higher error rate should be
identified and targeted for validation and training.

Compliance is monitored via the Clinical Data
Governance Group.

The importance and impact on performance metrics of correctly
recording discharge and follow up dates on the system, and in
progress notes should also be communicated to ward staff
CAMHS Goals

Recommendation 4: Development and Implementation of
new Report and Rio based form

The new report was already developed when the
15/16 report was issued.

We identified that the current report used for reporting the
indicator does not include the full caseload and agreed goals.

The new RiO Goals form was developed by the
CAMHS Data Manager in conjunction with the
CAMHS Clinical Outcomes Group, and was rolled
out from end-June after a month of testing and
feedback from managers and the business support
office.

Management is in the process of developing a new report in
consultation with relevant stakeholders to address the above
issue. The Rio form used to record goals will also be revised to
reduce the likelihood of input errors by staff when recording
goals based assessments.
In developing the new report and new Rio form, management
should ensure that they identify and obtain input from all
stakeholders involved in the recording a goals based
assessments, and first roll out the new tools to a few
departments as a pilot, to identify further improvements that
can be made, before introducing it across the organisation.

Training was given to clinicians in each borough on
how to use the new form and updated guidelines
were distributed.

Management Response
The new report has been developed already. The new Goals
form will be rolled out from 27 June 2016 to clinicians after a
month of testing the form within the data team and then
training staff to use it will occur.
18
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Update on prior year recommendations
Our prior year recommendations have been addressed
Indicator

Deloitte Recommendation

Current year status

CAMHS Goals

Recommendation 5: Changes made as part of validation process

On a monthly basis, QSIP reports are distributed
to management, clinicians and the Data Team. In
addition, four internal data quality audits have
been performed, but due to short time-spans, are
updated in the following month’s data.

Where errors were identified in a particular month’s data, although clinicians
updated the record, this was only reflected in the following month’s
performance metrics
The new report and Rio form should reduce the number of errors. However,
where retrospective changes are made at the end of a reporting period, these
should be reflected in the same reporting period’s performance metrics.
Management Response

An iFox report is being developed which will allow
data to be updated in real-time. This is expected
to be ready by the end of May 2017, and will
then be approved by informatics.

We hope to set up a protocol of what is expected when the new report is sent
out to service and team managers, with clear responsibilities set out and a
timeline for validation. This would enable us to ensure the records are validated
then the report can be re-run for the same period.
CAMHS Goals

Recommendation 6: Improvements to guidance supporting the
indicator
Currently, there is a one page document setting out the description, and
rationale and % target for the goal.

Additional guidance has been developed for staff
which provides detail on how the new goal form
is to be used. In addition, training relating to the
new Rio Goals form has been delivered at the
three Boroughs

We recommend that further guidance be developed for staff as to when and
how goals should be identified, developed and recorded. Goals should be
“SMART’ (Specific, Measurable, Attainable, Realistic and Time-based).
In addition, clarification around the indicator’s definition should be provided.
For example, whereas the current document refers to goals being set at “first
clinical treatment”, goals can sometimes be set at an initial assessment (before
the start of treatment), and whilst this may be appropriate, the Trust should
ensure that there is a uniform approach to agreeing and recording goals to
ensure consistency across the Trust.
Management Response
As part of the roll out of the new Goals form there will be new guidance
produced, alongside training for clinicians on how to accurately record the goal
in the new form on Rio.
19

Deloitte Confidential: Public Sector

Responsibility statement
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Purpose of our report and responsibility statement
Our report is designed to help you meet your governance duties
What we report

What we don’t report

Our report is designed to help the Council of Governors, Audit Committee,
and the Board discharge their governance duties. It also represents one
way in which we fulfil our obligations to report to the Governors and Board
our findings and recommendations for improvement concerning the
content of the Quality Report and the mandated indicators. Our report
includes:



As you will be aware, our limited assurance procedures are not
designed to identify all matters that may be relevant to the Council of
Governors or the Board.



Also, there will be further information you need to discharge your
governance responsibilities, such as matters reported on by
management or by other specialist advisers.



Finally, the views on internal controls and business risk assessment in
our final report should not be taken as comprehensive or as an opinion
on effectiveness since they will be based solely on the procedures
performed in performing testing of the selected performance
indicators.



Results of our work on the content and consistency of the Quality
Report, our testing of performance indicators, and our observations on
the quality of your Quality Report.



Our views on the effectiveness of your system of internal control
relevant to risks that may affect the tested indicators.



Other insights we have identified from our work.

Other relevant communications


Our observations are developed in the context of our limited assurance
procedures on the Quality Report and our related audit of the financial
statements.



This report should be read alongside the supplementary “Briefing on
audit matters” circulated to you.

We welcome the opportunity to discuss our report with you and receive
your feedback.

Deloitte LLP
Chartered Accountants
St Albans
26 May 2017
This report is confidential and prepared solely for the purpose set out in our engagement letter and for the Board of Directors, as a body, and Council of
Governors, as a body, and we therefore accept responsibility to you alone for its contents. We accept no duty, responsibility or liability to any other parties,
since this report has not been prepared, and is not intended, for any other purpose. Except where required by law or regulation, it should not be made
available to any other parties without our prior written consent. You should not, without our prior written consent, refer to or use our name on this report
for any other purpose, disclose them or refer to them in any prospectus or other document, or make them available or communicate them to any other
party. We agree that a copy of our report may be provided to Monitor for their information in connection with this purpose, but as made clear in our
engagement letter dated 13th February 2017, only the basis that we accept no duty, liability or responsibility to Monitor in relation to our Deliverables.
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Other than as stated below, this document is confidential and prepared solely for your information and that of other beneficiaries of our
advice listed in our engagement letter. Therefore you should not, refer to or use our name or this document for any other purpose, disclose
them or refer to them in any prospectus or other document, or make them available or communicate them to any other party. If this
document contains details of an arrangement that could result in a tax or National Insurance saving, no such conditions of confidentiality
apply to the details of that arrangement (for example, for the purpose of discussion with tax authorities). In any event, no other party is
entitled to rely on our document for any purpose whatsoever and thus we accept no liability to any other party who is shown or gains access
to this document.
© 2017 Deloitte LLP. All rights reserved.
Deloitte LLP is a limited liability partnership registered in England and Wales with registered number OC303675 and its registered office at 2
New Street Square, London EC4A 3BZ, United Kingdom.
Deloitte LLP is the United Kingdom member firm of Deloitte Touche Tohmatsu Limited (“DTTL”), a UK private company limited by guarantee,
whose member firms are legally separate and independent entities. Please see www.deloitte.co.uk/about for a detailed description of the
legal structure of DTTL and its member firms.
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Item 8
Enclosure 4

Agenda item

Process for the Appointment of the External Auditor

Item from

Steve Dilworth, Chair, Audit and Risk Assurance Committee
Jazz Thind, Director of Finance
Process for the Appointment of the External Auditor

Attachments
Summary

The Council of Governors is responsible for the appointment of External Auditor to the Trust.
This paper sets out the process for the Council of Governors on the procurement exercise for the
appointment of the trust’s external auditor.
The contract with the current external auditor, Deloitte LLP, expires after the conclusion of the
2017/18 external audit.
In accordance with best practice and to ensure that the trust receives best value for money, the trust
is tendering this contract so that a new contract will be in place from 1 July 2018.
Recommendations
To approve

Process for the appointment of
external auditors

Steve Dilworth
Chair, Audit and Risk Assurance
Jazz Thind
Director of Finance

Overview
• Current external auditor – Deloitte
• Council of Governors approved appointment in March 2013
• Contract length - 3 years + 2 (extension approved by CoG)
• Contract term – 1 July 2013 - 30 June 2018
• In line with best practice the Trust must market test
• Potential bidders - BDO, Deloitte, Grant Thornton, KPMG, Mazars,
Moore Stephens, Price Bailey and PwC
2

Process for the appointment of the external auditor
• Joint procurement with South London and Maudsley NHS FT
Maximise quality
Maximise value for money
• Proposed Panel – 4 representatives from each Trust
• Oxleas:
• Chair of the Audit and Risk Assurance Committee
• Lead Governor
• Governor
• Director of Finance

3

Timetable
Key milestones

Responsibility

Date

Agree process and timescales

CoG

15/06/2017

Lead Governor to confirm Governor representation

CoG

30/06/2017

Sign off specification and tender documents

Selection Panel

14/07/2017

Issue mini competition documents

Procurement

21/07/2017

Tender submission deadline

Bidders

26/08/2017

Open tenders

Procurement

By 01/09/2017

Tender evaluation completed

Selection Panel

By 22/09/2017

Short-listed bidder presentations

Selection Panel

By 29/09/2017

Make recommendation for award of contract to CoG

Selection Panel

By 13/10/2017

Approval of Selection Panel recommendation

CoG

14/12/2017

Successful bidder notified

Procurement

15/12/2017

4

Any questions?

45th Council of Governors
15th June 2017
Agenda item
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5a&b

Serious Incident Inquiry Reports – SM, DM and RM
AT
James Kellock, Non Executive Director
John Crowley, Governor
Rachel Evans, Director of Estates and Facilities - Panel Chair
Stephen Brooks, Governor
a) Executive summary & action plan – SM, DM and RM
b) Executive summary & action plan – AT

Summary and Highlights
Attached are the Board Inquiry Serious Incident Executive Summaries and actions plans for
SM, DM & RM and AT.
The inquiries were undertaken with Governor and Non-Executive Director involvement.
The following points will then be covered at the meeting:
•
•
•
•

Inquiry process
Summary of incident
Recommendations
Action plan

Key Benefits:

Recommendation:
To note

Board Level Inquiry SM, DM and RM - Executive summary
SM was a 28 year old woman who lived in Thamesmead with her daughter DM (aged 9) and her son
RM (aged 3). She was separated from SD, the father of her children.
On 30 January 2017, following a welfare check by police requested by her family, SM was found
deceased in bed. Both her children were found with her and were also deceased. There were empty
packets of over the counter analgesia and a bottle of methadone found in the same room. A note
was found, which was provided to HM Coroner and emotive messages written clearly on the walls
depicting betrayal and loss. The exact content of the note is unknown, however it has been stated by
the police that SM alluded to housing and financial issues which left her feeling unable to cope. Post
mortem and toxicology results are pending.
SM was seen once by the Greenwich Mental Health Liaison Team at Queen Elizabeth Hospital,
Woolwich, on 16 August 2016, following a referral from her general practitioner (GP). Following
assessment, she was discharged back to her GP and was not seen by Oxleas’ mental health services
again.
DM attended St Stephen’s Catholic School in Welling. She was referred to the Joint Communication
team (Local Authority Speech and Language Team) in May 2013 by the school special educational
needs coordinator and she received support for a reluctance to speak which was resolved and she
was discharged in May 2014.
RM was on the East Greenwich Health Visitor Team Universal caseload. During 2015, SM and RM
had not attended planned appointments but had made efforts to reschedule his two year
developmental check which was partially completed (height and weight measurements were done in
clinic); however he was referred and seen by a speech and language therapist (SALT) in 2015 but was
not seen by SALT following a further referral in 2015 as he had not been re-registered with the GP
and as such did not meet referral criteria.
Members of the inquiry panel heard from SM’s sister and ex-partner that her family were very
shocked by the deaths and that they had not had any concerns as she was being “normal”. They
described SM as a private person and appeared normal in terms of her physical appearance and
appearance and behaviour of her children who were always dressed well, had excellent school
attendance and were happy.
Her ex-partner, father of SM and RM, said that he had last seen his children on Christmas Day 2016.
His relationship with them was good and he had regular weekend contact but the usually amicable
relationship with SM was a little tense since he asked if he could change the days that he looked
after the children as he had a new job with a new working pattern. He also reported that out of
character SM had gone to stay with his sister about a week before the event, which his sister would
neither confirm nor deny at the time. He said SM had one very close friend who he understood she
had recently argued with. He knew that she was having housing problems and had tried to support
her by offering to set up viewings. He said that SM had contacted her MP about her housing
problems.

Findings
The panel did not consider that the tragic deaths were either predictable or preventable.
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Care delivery problems
The quality of the assessment and care plan for SM when she was seen by the Mental Health
Liaison Team on 16 August 2016:
The panel concluded that the overall assessment and care planning were appropriate.
The quality of the communication with and referral to the GP by the Mental Health Liaison Team:
The panel were satisfied that the psychiatric liaison nurse communicated at the time of the
assessment his findings and plan of care.
The quality of the care and treatment by the Health Visiting Team in respect of RM and any
contact with DM:
The panel concluded that there were a number of factors which had impacted on the health visiting
team exploring vulnerabilities further. These were:
• The possibility of disguised compliance was considered (disguised compliance involved
parents giving the appearance of cooperating with child welfare agencies to avoid raising
suspicions and allay concerns (NSPCC, 2014)
• Perceived reduced opportunities to build rapport and relationship
• Practice of identification and management of postnatal depression
• Decision making regarding universal caseload allocation
• Opportunities for further contacts when concerns were highlighted were missed / not
passed on when staff were absent.
• No action taken when speech and language appointment could not be given
The consideration given to safeguarding adults and safeguarding children
The panel concluded that in respect of safeguarding there were no failures to act based on the
knowledge that was held by clinicians during their contacts with SM and her children. However,
vulnerability factors were not adequately considered and were masked / mitigated by the way SM
presented herself and that the children appeared well cared for (albeit there is an absence of
qualitative information in records and no acknowledgement of the voice of the children about their
experience of living in various temporary accommodations with financial stresses).

Recommendations
1a
1b
2.
3.
4.
5.
6
7a

Ensure addresses and contact details are up to date on Rio at all contacts.
Use wider methods, e.g. text messaging or E-mails, to keep in touch with service users who
change address regularly.
Raise awareness of disguised compliance through safeguarding updates.
Engage teams in quality improvement initiatives to enable operating within the parameters of
the model and apply the principles of health visiting.
All opportunistic visits whether successful or unsuccessful in making a contact to be recorded
on RiO records.
Raise awareness of using professional curiosity to support decisions about universal or
universal plus caseload allocation and review.
Evidence that there is a process in place regarding the checking of messages and management
of unexpected staff absence is being followed.
Ensure all children services have robust systems and processes to ensure future children
who have been referred receive assessments, including the follow up of any children whose
referrals were not accepted by the referrer.
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7b
8
9a
9b
10
11a
11b
11c

The SALT administrative process in relation to discharge for non-registration with a GP be
reviewed and that the decision to discharge sit with a clinician rather than administration staff
as flexibility needs to be considered rather than a strict adherence to referral criteria.
Raise awareness of role of health visitors and need for communication and liaison in respect
of early help between mental health services and health visitors.
Explore whether an alert can show health visitors when a family on their caseload has had
contact with a mental health team
Raise awareness of the early help editable letter on Rio for meant health teams to share with
health visiting teams.
Deeper analysis of 2017 safeguarding children section 11 audit to establish themes of
safeguarding awareness and practice amongst segments of staff (groups and demographics).
Seek out how other providers share details of families who move regularly.
Explore through a snapshot, how many families have frequent moves within boroughs
including across health visitor caseloads to establish the extent of the number of families in
this situation.
Explore how families experiencing the stress of frequent moves cope and what support they
need from health and social care services and how better engagement can be facilitated.
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Action Plan

StEIS Reference: 2017/ 8126 Updated: 2.6.2017

Recommendations as in RCA
report
Recommendation 1
a).Ensure addresses and
contact details are up to date
on Rio at all contacts.
Service users are asked at each
contact whether there have been
changes to their contact details,
e.g. address or telephone
number, and the record updated
as appropriate.
b).Use wider methods,
e.g. text messaging or Emails, to keep in touch
with service users who
change address regularly.

1

Required outcome
(description)

Action

Action
owner

The Rio electronic
system is up to date
with client contact
details
Contact is maintained
with families who
change their address
frequently

Amend HV 0 to 19 Standard
document to include check
and update service user
contact details at all
contacts. Invite clients to
nominate other methods of
contact for those who are
moving frequently

Ellen Shelly As
(ES)
appendix
to
standards
document
May 2017
Addition
to
standards
doc
July 2017

E mail addresses to be
sought at first contact with a
family

Target
date

May 2017

Completion/ Action
date
commentary

Completed
May 2017

Completed

CAT admin
seek e mail
addresses
from all
clients on
referral to

service
Recommendation 2
Awareness of potential disguised
compliance and its management
to be raised.

Focus of work
remains child centred
HVs establish facts
and gather evidence
about what is
happening rather
than accept parents
presenting behaviour
and assertions greater ' professional
curiosity.
Early identification of
un met needs.

National policy briefing on
Disguised Compliance Feb
2017 to be circulated to
safeguarding Team and 0 19 clinical leads

Head of
Safeguardi
ng Jane
Downing
JD

May 2017

Completed

Practitioners to be
supported to recognise
disguised compliance in
safeguarding and clinical
supervision.

Safeguardi
ng Team
0 -19
Clinical
Michelle
Sault

May 2017

Commence
d as part of
clinical
supervision

Disguised compliance to be
presented at the Annual
Safeguarding Children’s
Champions’ Event

Safeguardi
ng
Children
Team

June 22nd
2017

Establish a task and finish
group to identify quality
improvement initiatives in
relation to health needs
assessment and care

Profession
al
developme
ntal lead
Jo-Anne

Group has
been
establishe
d first
meetings

Recommendation 3
Engage teams in quality
improvement initiatives to enable
operating within the parameters
of the model and apply the
principles of health visiting.
2

To ensure that a
qualitative
assessment is made
as part of ongoing
health needs

Completed

assessments

planning. Also share at
Quarterly Forums.

Linnane
held in
and Head
May
of Service
Ellen Shelly Run group
May August
Next
Forum
date July
and
Septembe
r 2017
Audit
December
2017

Recommendation 4
All opportunistic visits to be
documented on RiO.

To ensure clinical
records are complete
and accurate

Remind staff of the NMC
standards of record keeping.
Refer to 0 to 19 Standards
for Hv

Ellen Shelly
Yvonne
May 2017
Golding

Focus of work
remains child centred

Linked to action 2/3 see
action plan above

HVs establish facts
and gather evidence
about what is
happening rather

National policy briefing on
Disguised Compliance Feb
2017 to be circulated to
safeguarding Team and 0 -

Head of
Safeguardi
ng Jane
Downing
JD

Recommendation 5
Awareness raising of using
professional curiosity to gain
more information to support
decisions about universal or
universal plus caseload allocation
and review (link to
recommendation 2 and 3)
3

May 2017

Completed

Completed

than accept parents
presenting behaviour
and assertions greater ' professional
curiosity.

19 clinical leads
Practitioners to be
supported to recognise
disguised compliance in
safeguarding and clinical
supervision.

Safeguardi
ng Team
0 -19
Clinical
Leads
JP/KC/MM
/DC

Disguised compliance to be
presented at the Annual
Safeguarding Children’s
Champions’ Event

Safeguardi
ng
Children
Team

June 22nd
2017

Establish a task and finish
group to identify quality
improvement initiatives in
relation to health needs
assessment and care
planning. Also share at
Quarterly Forums.

Profession
al
developme
ntal lead
Jo-anne
Linnane
Head of
service
Ellen Shelly

Establish
group

May 2017

Run group
May August
Next
Forum
date July
and
Septembe
r 2017
Audit
December

4

Commence
d as part of
clinical
supervision

Completed

2017

Recommendation 6
Check that the processes for
checking the message book and
that all messages have had
appropriate actions. In addition,
ensure cover arrangements for
vulnerable families are being
followed.

To ensure early help
and support is
mobilised for families
in need , and cover for
this work is ensured

Message book processes are
embedded

All staff to follow up
children not accepted
following a referral to
ensure their needs
are to be met

Review of SOP’s within the C Victoria
and YP Directorate
Saffin
VS/HDB/B
M/MT

August
2017

Reminder of responsibility
to staff via Quality
Newsletter

VS

June 2017

S&LT to review current
process for receiving and
accepting referrals

SLT action

June 2017

ES and YG

Completed
March 2017
(as part of
CQC actions

Establishment of Duty HV in
each base

Recommendation 7.
a)Ensure all children’s services
(including S and LT) have robust
processes to ensure referred
children receive assessments and
to include the follow up by
referrers of any children whose
referrals were not accepted by
the referrer

Recommendation 7

Cases should not be
automatically
b) The non-registration with a GP discharged simply on
5

Julia

should be explored further. The
administrative process in relation
to decline for non-registration
with a GP be reviewed and that
the decision to decline sit with a
clinician
rather
than
administration staff as flexibility
needs to be considered rather
than a strict adherence to referral
criteria.

the basis of lack of GP
registration
Referrals to services
for children with a
Bexley or Greenwich
GP that present at the
“wrong” SPA to be
automatically referred
and the referrer to be
advised

Longthorn
e / Rhian
Grounds

For Children with GP’s
other than Bexley
/Greenwich the
clinician should
review the referral to
decide on the actions
to take
Recommendation 8
Raise awareness of the role of
health visitors and the need for
communication and liaison in
respect of early help / support
networks between mental health
services and health visitors.

To ensure that a
complete
understanding of a
family is known in
relation to parental
mental health and its
impact on children

Agree liaison and
information sharing
processes which are
effective between mental
health services and universal
services
Information sharing form to
be embedded
Use of shared Rio records
Audit use of information

6

ES

Jen Baker

Completed
Date
February
2016

sharing tool

Ruth
Ashworth
Richard
Anderson

Septembe
r 2017

Discuss with RIO
transformation team

Reena
Jamieson

May 2017

AMH and Universal services
embed the learning from the
audit (as in recommendation
8 ) of the use of editable
letters between AMH and
Universal services

Jen Baker
Ruth
Ashworth
Richard
Anderson

Findings from GSCB Section
11 Audit and Action Plan to
be shared with Adult and

Jane
Downing
Head of

Recommendation 9
a) Improve communication
between mental health and
health
visiting
teams,
specifically:
Determine the
Explore whether an alert on Rio effectiveness of an
can show health visitors when a alert on Rio
family on their caseload has had
contact with a mental health
team.
b. Raise awareness of the early
help editable letter on Rio for
mental health teams to share
with health visiting teams.

Alert has no
specific field
alternative
options now
being
explored by
Rio team

October
2017

Joint AMH
action

Recommendation 10
Deeper analysis of 2017 GCSB To establish
Section 11 audit to establish Practitioners
themes
of
safeguarding Safeguarding
7

May 2017

Completed :
Commence
d as part of

awareness and practice amongst confidence, skills and
segments of staff groups and knowledge. To
demographics
develop appropriate
learning opportunities
and training.

Recommendation 11
a)Seek out how other providers
share details of families who
move regularly.

Recommendation 11
b)Explore through a snapshot,
how many families have frequent
moves within boroughs including
across health visitor caseloads to
establish the extent of the
number of families in this
situation.

To identify
opportunities and
gaps in information
sharing

Children’s Services Clinical
Leads and Practitioners ,
through level 3 safeguarding
training

Safeguardi
ng

ongoing
level 3
safeguardin
g training

Seek out processes and
pathways used by
representative and relevant
local providers
( HV services, QEH Womens
services
Greenwich Children’s
Centres
Greenwich housing )

Service
Manager
HDB

June to
August
2017

Audit to establish extent of
the number of families with
frequent change of address
within the borough of
Greenwich from HV
caseloads

CAT
Manager
Lin Noyce

June 2017

Use results above to contact
families to seek their views
and experience of frequent
moves and the support they

CAT
manager
and Op
leads in 0

August to
Septembe
r 2017

Recommendation 11
c) Explore how families
experiencing the stress of
frequent moves cope and what
support they need from health
8

and social care services and how
better engagement can be
facilitated.

9

wish for.

to 19
service

Board Level Inquiry AT – Executive Summary
AT was a 34 year old married man who came from Uzbekistan to live in the UK in July 2004.
He had three daughters aged 7, 6 and 2, and the two older children lived with his sister in
Uzbekistan. His older daughters could not come to the UK as they were unable to get
passports.
He and his family experienced a number of problems with their accommodation resulting in
them living in inadequate conditions until June 2016, when he secured a mortgage for a flat
in Thamesmead.
In August 2016 AT’s wife took their youngest daughter to Uzbekistan to visit their other two
daughters and did not contact AT when she returned. He eventually made contact with her
and after some time they resumed living together as a family. During this time AT lost his
job.
AT stated that in mid-November 2016 he was stressed and depressed and took a herbal
remedy recommended by a pharmacist.
A work colleague and close friend raised concerns about the welfare of AT’s wife and she
was found deceased at their home address by the police on 12th December 2016. A postmortem examination established the cause of her death as manual strangulation. AT was
found lying next to her unconscious on the bed and had made deep incisions to both of is
his wrists.
On 13 December 2016 the Consultant Psychiatrist for the Greenwich Mental Health Liaison
Team saw AT in the Emergency Department of Queen Elizabeth Hospital. It was the initial
conclusion of the consultant psychiatrist that AT was having an acute stress reaction and AT
accepted 1mg of oral Lorazepam.
AT warranted further psychiatric assessment and it was felt a recommendation for a section
2 could have been completed; however, this was not possible in the absence of an identified
receiving hospital. The adult mental health wards and medium secure service were
considered inappropriate. AT was remanded to the police custody suite.
AT arrived at HMP Belmarsh on the 16 December 2016 after being charged with the murder
of his wife. AT was seen in the First Night Centre by a Band 5 nurse for his first night
screening and was then also seen by the Locum GP.
Upon examination AT was found to be confused and thought disordered and lacerations to
his wrist were noted, AT denied thoughts of self-harm and his overall behaviour and
presentation was deemed unpredictable. An Assessment Care in Custody and Teamwork
(ACCT) was opened due to the injuries observed and he was immediately moved to the
Oxleas Inpatient Unit on constant watch. This was regularly reviewed but he remained on
constant watch until 20th December 2016 when his observations were reduced to within 15
minutes. At the ACCT review on 21st December his observations were reduced to within 30
minutes, and on 22 December 2016 to within one hour. On 23rd December his observations
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were reduced to three observations during the day, including one conversation, and five
observations during the night.
AT demonstrated consistent improvement in his mood and behaviour. His interactions with
other prisoners, healthcare and prison staff were good. There were no self-harm behaviours
observed, and his observation level was reviewed regularly. The final ACTT review took
place on 28th December at which his observations remained unchanged.
On the 30 December 2016, at approximately 02.20hrs, whilst carrying out observations, a
prison officer saw AT standing with his back against the cell door. He did not respond to
verbal command so assistance was requested immediately.
AT had tied together both his knees and wrists, had a ligature round his neck and his airway
was blocked with tea bags. Staff were unable to feel a pulse and CPR was started at around
02.27hrs. An ambulance was called and arrived at 02.40hrs. AT was pronounced dead at
03.25hrs.
Recommendations
The panel made 7 recommendations:
1. On 16 December 2016 AT arrived at HMP Belmarsh and was placed on constant watch.
ACCT reviews were regularly undertaken and his level of observations began to be
reduced from 20th December 2016 onwards. At the ACCT review on 23rd December his
observations were reduced to three observations during the day, including one
conversation, and five observations during the night. This observation level remained in
place until his death despite regular review.
There was clear documentation of ACCT reviews and ACCT plans; however, there was a
reliance on the prison’s ACCT process to manage observations, and there was no
minimum frequency for observations.
Recommendation 1 : That the Trust’s Safe and Therapeutic Observation Policy is
reviewed to ensure that there is policy and guidance regarding observations in the
Prison Healthcare Units, including expected level of involvement of medical staff in
decisions to reduce healthcare observations. The policy review should acknowledge the
use of ACCT in the Prison Healthcare Units.
2. The psychiatric assessment completed by the consultant psychiatrist on 19 December
2016 was not documented on SystmOne. The consultant psychiatrist stated that she had
written her assessment on SystmOne but due to error it had not saved on the system.
The ward round took place the following day and the absence of the medical assessment
was not recorded. The ward round documentation was not considered sufficient.
Recommendation 2: A ward round template should be used which includes history,
mental state examination, risk assessment and plan.
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Recommendation 3: Staff should be reminded of need to ensure patient records are
completed comprehensively and on a timely basis in accordance with the Clinical
Records Policy. Notes should be reviewed at or before ward rounds and any gaps
identified should be corrected.
3. The medical establishment for HMP Belmarsh is 0.8 WTE Consultant, 1 full-time
Associate Specialist, 1 full-time Specialist Trainee. On 30 December 2016 the associate
specialist was on a secondment at the Trusts Medium Secure Service and a specialist
interest trainee was in post.
Although the panel did not consider reduced medical staffing to have been a
contributory factor to AT’s death and there was nothing to indicate that this affected the
quality of care provided to other prisoners, it was the view of the independent Forensic
Consultant that medical staffing levels appeared low. In addition, staff indicated that
access to forensic psychiatrists was only possible informally outside established hours.
Recommendation 4: The clinical director to review medical staffing and on-call medical
arrangements out of hours.
4. At the time of his death AT in a prison “safe cell” within the healthcare unit; this is
designed under prison regulations. The cell was of a similar ligature free environment to
that of an Oxleas mental health inpatient bedroom. Photographic evidence and prison
officer statements have yet to be disclosed by HM Coroner and the panel concluded that
without this additional evidence, no further recommendations could be made about the
design of the ‘safe cell’. Following the conclusion of the inquest any additional
recommendations would be incorporated into the action plan.
The panel considered the timing of the move of AT from the safe cell. Prisoners facing
life sentences are at high risk of suicide and in this context the safe cell may not have
provided the safest environment. Re-location to the ward may have presented a safer
option given its proximity to the nurse base and presence of other prisoners.
Recommendation 5: Consideration should be given to the potentially safer environment
presented by shared accommodation for those at risk of suicide.
5. In the absence of an agreed protocol, the panel saw evidence in the clinical record of
robust multi-disciplinary team decision-making and documentation, when attempting to
resolve the difficulties when AT was in A&E requiring psychiatric assessment; however,
clarity is required to support teams and ensure a consistent and appropriate response.
Recommendation 6: The Trust should adopt the national protocol being produced by
the Ministry of Justice working group regarding suspect’s fitness for interview and
Mental Health Act Assessments in custody. In the interim a memorandum of
understanding should be agreed locally.
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6. Trust-wide policies did not always take account of prison health care services and the
prison regime took precedence. Where the Trust takes responsibility there is a need for
clear health policy that dovetails with prison policy.
Recommendation 7: Trust clinical polices to be reviewed, on a prioritised basis, to
ensure that the needs of health care services in prison are appropriately considered
Conclusion
AT was admitted onto the healthcare wing on constant watch on arrival at Belmarsh, as the
GP felt him to be thought disordered, vulnerable and that it was not possible to predict his
behaviour. He remained on constant watch for the first 4 days.
It was documented that AT was stressed but there was no evidence of any past mental
illness or any on-going mental illness. He demonstrated consistent improvement in his
mood and behaviour. He ate and slept well, and his interactions with other prisoners,
healthcare and prison staff were good. No self-harm behaviours were observed. There were
several protective factors in play:
1.
2.
3.
4.
5.

AT was placed in a safe cell.
AT remained under an ACTT.
AT indicated that he was not considering self-harm
AT had 3 daughters and talked about his responsibilities to them
Staff were interacting well with him.

Evidence indicates that all prisoners facing a life sentence are at enhanced risk of self-harm,
however given AT’s improved presentation and the above protective factors the reduction
in his observations under the ACTT were considered reasonable. There was evidence of
good joint working between prison and health staff and the panel concluded that, whilst a
number of recommendations have been made, the care given to AT was appropriate.
The Forensic and Prison Services Directorate action plan in response to these
recommendations is attached.
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AT Enquiry Action Plan JUNE 2017 V5

No

Recommendation

1a The Trust’s Safe and
Therapeutic Observation
Policy is reviewed to ensure
that there is policy and
guidance regarding
observations in the Prison
Healthcare Units, including
expected level of
involvement of medical staff
in decisions to reduce
healthcare observations.
The policy review should
acknowledge the use of
ACCT in the Prison
Healthcare Units.
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Implemen
tation by:

Service
Managers

Target Date
for
Implementat
ion
July 2017

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

The Trust’s Safe and Therapeutic
Observation Policy is to be
reviewed for use in prison inpatient units that admit patients
with mental health concerns and /
or are admitted under the mental
health team. It is acknowledged
that the responsibility for
observing patients in inpatient
units that are not operationally
managed by Oxleas will sit with
other providers.

Revisions to the policy will
be completed in line with
the directorate review
specified under
recommendation 5.

An audit of compliance
with the safe and
therapeutic observation
policy will be undertaken
and the results presented
to the Directorate Clinical
Effectiveness Group. This
The review will be informed by the will include evidence of
our recording of the
practice that covers informal
required level of
patients admitted to acute
observations and
inpatient units.
communication to
providers where we do not
The Safe and Therapeutic
operationally manage the
observation policy will be
inpatient facility.
independent of the ACCT policy
within prisons but will
acknowledge the remit and
applications of the ACCT policy,
since this is the overriding policy
document within prisons and
guides the observations required
of prison staff.

Sign off –
Action
completed
date

Sign
off
by:
EZ /
KS

2 A ward round template
should be in place to
include history, mental state
examination, risk
assessment and plan.

Service
Managers

June 2017

The System One ward round
template for MDT management
rounds will be implemented in all
inpatient units within prison
healthcare provided by Oxleas.

Service
Managers

August 2017

3 Staff should be reminded of
need to ensure patient
records are completed
comprehensively and on a
timely basis in accordance
with the Clinical Records
Policy. Notes should be
reviewed at or before ward
rounds and any gaps
identified should be
corrected.

Clinical
Director

July 2017

Administrative support for
management rounds within inpatient units will be assessed in
each prison healthcare facility,
with recommendations made for
the minimum expected standard.
Consultant job plans and nursing
staffing establishments will be
reviewed to ensure adequate time
is allocated to administration work
and documentation following
clinical contact.

4 The clinical director to
review consultant medical
staffing and on-call medical
arrangements out of hours.

Clinical
Director
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Service
Managers
June 2017

September
2017

All prison staff, including those
sub-contracted by Oxleas, will be
reminded of the need to complete
records in line with the Trust’s
record keeping standards
Consultant cover against the
baseline of our initial clinical
model will be analysed to
determine whether there is
adequate consultant capacity,
including availability out of hours.
This will be undertaken in the
context of the individual clinical
models in place of each of our
prisons, to take account of what
other services are available (e.g.
out of hours GP cover).

An audit of the completion
of ward round templates
will be undertaken and the
results presented to the
Directorate Clinical
Effectiveness Group.

EZ /
KS

A record keeping
standards audit will be
undertaken to review
whether there has been
improved compliance in
this area. This will be
presented to the
Directorate Clinical
Effectiveness Group.

EZ /
KS

A report will be presented
to the Prisons Quality
Board with
recommendations for
consideration.

EZ /
KS

5 Consideration should be
given to the potentially safer
environment presented by
shared accommodation for
those at risk of suicide.

Service
Managers

June 2017

Clinicians will receive Clinical
Director and Service Director
support where they feel those at
high risk of suicide would benefit
from being in a shared
environment. This will be fed into
the ACCT process.

6 The Trust should adopt the
national protocol being
produced by the Ministry of
Justice working group, and
in the interim a
Memorandum of
understanding be agreed
locally.

Service
Director

July 2017

Memorandum of Understanding
to be drafted between the Court
Liaison and Diversion Team,
Police, acute inpatient mental
health units and local A&E
departments for patients
presenting with mental health
needs following a serious criminal
charge.

7 Trust clinical polices to be
reviewed, on a prioritised
basis, to ensure that the
needs of health care
services in prison are
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Service
Managers
Risk
Manager

May 2018

Within Oxleas, roles and
expectations in such
circumstances to be clarified,
including the need for a
Consultant Forensic Psychiatrist
to personally review any patient
presenting in A&E following a
serious criminal charge.
The directorate has been
provided with a list of all relevant
existing clinical policies (109) and
has prioritised them into four
categories 1) Requires

Any instance where the
clinical preference to place
prisoners in a shared
environment is not
supported through ACCT
will be reported internally
as an incident. Such
incidents will be escalated
to the Governor by the
Service Director. Trends
will be monitored by the
Directorate Patient Safety
Group.
The Clinical Effectiveness
Group will undertake a
review of all urgent
admissions for patients
suspected of a serious
criminal offence. Since
such incidents are rare,
this will be undertaken as
a when such an admission
occurs.

EZ /
KS

The Prisons Quality Board
will monitor the progress
of all policy reviews.

EZ /
KS

EZ /
KS

appropriately considered.

consideration of the needs of
health care services in prison
within three months (3) 2)
Requires consideration of the
needs of health care services in
prison within six months (29) 3)
Requires consideration of the
needs of health care services in
prison within twelve months (43)
4) Requires consideration of the
needs of health care services in
prison at the time of the
scheduled policy review (34).
An initial screening of the policy
will be undertaken by the Service
Managers in Prisons, supported
by the Trust Risk Manager. This
will also consider pre-existing
policies in place within prisons.
Any policies that simply need to
reference the fact that services
are provided in prisons, but there
is no required procedural change,
will be updated, with the new
version placed on the
Intranet. The Risk Manager will
ensure the Policy Author and
responsible Trust Governance
Group is advised that such an
amendment has been made.
Where the policy requires a more
detailed update and / or change in
process specific for the prison
setting, this will be agreed within
the Forensic and Prisons Quality
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structure, with final ratification at
the respective Trust Governance
Group.
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Enclosure

Agenda item

Elections update

Item from

Jo Mant, Head of Stakeholder Engagement

Attachments

a) Main Governor elections - Report of voting
b) Lead Governor elections - Report of voting

12
6a&b

Summary and Highlights
Summer elections
Nominations closed on Tuesday, 30th May. As shown on the attached Report of Voting, the
following vacancies were uncontested:
Public: Bromley
Public: Greenwich
Service User/Carer: Adult Community Health Services
Staff: Corporate and Partnership
There were no nominations for Public: Bexley or Staff: Learning Disability Services.
The Service User/Carer: Working Age Adult Mental Health Services constituency will be going to
vote. Voting packs will be dispatched/online voting open on Wednesday, 21st June. The elections
will close on Friday, 14th July and the results will be declared on Monday, 17th July.
Newly elected governors will attend an induction on 5th September and governor changes will be
announced at the Annual Members Meeting (AMM) on 9th September.
Amanda Finlay and Chris Purnell will be finishing their third term as governors at the AMM; the
following governors have not re-stood and will therefore also be standing down at the AMM:
Hannah Chamberlain
Renuka Abeysinghe
Mary Stirling
Ken Thomas
Kaye Jones
Joe Nhemachena
Gabrielle Wain is also stepping down as a governor after the Council of Governors’ meeting on 15th
June.

Lead Governor elections

As already notified to governors, following the close of nominations on 30th May Raymond Sheehy
has been re-elected uncontested as Lead Governor.

Recommendation:
To note.

REPORT OF VOTING●
OXLEAS NHS FOUNDATION TRUST
ELECTION TO THE COUNCIL OF GOVERNORS
CLOSE OF NOMINATIONS: 5 PM ON 30 MAY 2017

Further to the deadline for nominations for the above election, the following constituencies are uncontested:
Public: Bexley
1 to elect
No valid nomination received
1 vacancy remains

Public: Bromley
2 to elect
The following candidate is elected unopposed:
RENDELL, Frazer
1 vacancy remains

Public: Greenwich
3 to elect
The following candidates are elected unopposed:
MARSEN-LUTHER, Yens
BHALLA, Trilok
1 vacancy remains – (2 Years)

Staff: Corporate and Partnership
1 to elect
The following candidate is elected unopposed:
SMITH, Victoria

Staff: Learning Disability Services
1 to elect
No valid nomination received
1 vacancy remains

REPORT OF VOTING●
OXLEAS NHS FOUNDATION TRUST
ELECTION TO THE COUNCIL OF GOVERNORS

Service User/Carer: Adult Community Health Services
3 to elect
The following candidate is elected unopposed:
HOPKINS, Joe
2 vacancies remain

All term lengths are for 3 years unless specified differently above.

Jasper Loxton
Returning Officer
On behalf of Oxleas NHS Foundation Trust

ELECTORAL REFORM SERVICES●

REPORT OF VOTING●
OXLEAS NHS FOUNDATION TRUST
ELECTION OF LEAD GOVERNOR
CLOSE OF NOMINATIONS: 5PM ON 30 MAY 2017

Further to the deadline for nominations for the above election, the following candidate was elected unopposed:
RESULT – 1 TO ELECT
Raymond John SHEEHY

Ciara Norris
Returning Officer
On behalf of Oxleas NHS Foundation Trust

ELECTORAL REFORM SERVICES●

45th Council of Governors
15th June 2017
Agenda item

Membership Committee update

Item from

Stephen Brooks, Governor

Attachments

Front Sheet only

Item
Enclosure

13
7

Summary and Highlights
The Membership Committee has met once since the last Council of Governors, on 25 May
2017. The key focus of the meeting was feedback from the Members’ Focus Groups.
Upcoming events, Oxleas Exchange and future opportunities for engagement and
membership recruitment were also discussed.
Feedback from Members’ Focus Groups
It is within the remit of the Membership Committee to consider the members’ feedback
reported to the Council of Governors in March 2017, and to consider any key themes
emerging. These will be raised with the trust on behalf of members, and the trust’s
response will be monitored and reported back to members through Oxleas Exchange.
The Committee felt the following key themes should be raised:
•

Involvement of families and carers
This was a recurring theme from the Members’ Focus Groups each year and in the
findings of incident reviews. The Committee felt it was important to seek assurance on
behalf of members regarding:
 How families and carers are involved in the care and treatment of their relatives.
 Does the trust carry out an audit of carers?
 What monitoring is undertaken to ensure the Trust’s aims in this area are
undertaken.

•

Care plans
Members also often raise issues about the quality of care plans. Can the trust advise the
Committee on:
 Other than measuring the existence of care plans does the Trust monitor the quality
of such plans and the involvement of the patient and carers in their construction and
implementation?
 Is there an information leaflet (or could one be drafted) on care planning, to enable
patients and carers to understand the treatment and healing process?

•

Flexible services for depot injections
The Committee would like to know:
 Are services sufficient and flexible enough to meet patients’ needs?
 Has a review been undertaken to quality check?
 Is there clear information available to service users discharged on depot regarding
what the service is, and how to raise issues if a service does not meet a person’s
needs?
 How can the trust make clear to service users what the trust offers and what other
agencies do?
 Is there an issue with GPs’ ability to give depot injections?

•

Autism
The Committee understands that the trust can only deliver services which the Clinical
Commissioning Groups commission it to provide. However, the Committee would like
the trust to:
 Flag up to commissioners the gap in services to people with autism, particularly
when in transition from child to adult services
 The provision of autism services as set out in NICE guidelines.

•

Mental health patients in A&E
The Committee understands there are several issues of concern for members regarding
the care of patients experiencing mental health problems in the A&E environment. The
Committee would like to know:
 How the trust is tackling the pressure on 136 suites and its impact on the police. The
Committee understands there is a problem of patients under Section 136 being
taken by police into the A&E environment and retained there when the trust’s
Section 136 suites (one at Oxleas House, one at Green Parks House) are in use.
 Can the CCGs commission an additional place of safety?
 When mentally ill people present at A&E and need assessment, whose patient are
they and at which point?
 How does the trust manage the whole urgent care pathway?
 What is the average waiting time of people coming through A&E with mental health
problems?

On behalf of the Committee, Jo Mant, Head of Stakeholder Engagement will raise the above
themes with the trust’s executive team. Governors will be informed of the trust’s responses.
Events
Oxleas and MS Society Bexley and Dartford Branch Carers’ event, 12 June 2017
Over 30 stalls including a number of services, partners and associate members will be
participating. The event has been promoted within the borough including to members.
Governors are invited to attend.

Oxleas Exchange
Governors are invited to suggest topics for the Summer edition. Any suggestions to Jo Mant
please.
Membership recruitment
I am asking for expressions of interest from governor colleagues to support the following
membership recruitment opportunities:
Great Get Together and Armed Forces Day, Saturday 24 June 2017
This public event will take place at Woolwich Barracks on Saturday, 24 June 2017. To date,
Greenwich Time to Talk, Lived Experience Practitioners, school nursing and membership are
participating. Governors are invited to participate.
Over 60s Information Fair, Thursday, 20 July 2017, Community House, Bromley
This information event in Bromley is being run by Age UK Bromley and Greenwich. Age UK
anticipates at least 100 people will attend. A wide range of local organisations are
participating including Oxleas. Governors are invited to participate.
Recruiting young members (age 14+)
• Danson Youth Centre – a group meets on Thursday evenings, 7-9pm and we can arrange
to attend the group to promote membership. Any governor interested in supporting this
engagement opportunity, please contact Jo Mant.
Recruiting members (all ages – age 14+)
• Blackfen Community Library – the library is open Tuesday-Saturday, with differing
daytime opening hours. We can arrange to visit to promote membership. Any governor
interested in visiting the library, please contact Jo Mant.
There will be other public/Oxleas events during 2017 in which governors can participate.
Dates will be advised when available.
Recommendation:
The Council of Governors are asked to note the report and add the above dates of trust
events and membership recruitment opportunities to their diaries.
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Agenda item

Governor business

Item from

Sally Bryden, Trust Secretary and Associate Director of
Corporate Affairs
Jo Mant, Head of Stakeholder Engagement
a) Structure of Council of Governors
b) Governor training plan
c) Governors activity feedback report

Attachments

Summary and Highlights
Structure of Council of Governors
Following the reorganisation of our service directorate we committed to bringing a paper to
the meeting on the impact on the Council of Governors. This paper outlines three options
for consideration by the Council based on a suggestion by some of our governors. Any
changes to the council structure will need to be taken to the membership to vote on at our
Annual Members’ Meeting on 9 September 2017.
Governor training plan
A governor knowledge, skills and training needs survey was undertaken during the period
November 2016 to January 2017. All 42 governors were invited to participate and of these,
27 governors responded. Based on the responses received, the following proposal has been
developed to address knowledge gaps and capitalise on existing opportunities.
Governor activity update
The following report outlines governor activities reported into the Trust Secretary’s office
since the last Council of Governors in March 2017. The report gives the Council of Governors
insight into what governor colleagues have been doing and the opportunity to ask governors
questions about their activities.
Key Benefits:

Recommendation:
The Council of Governors are asked to agree and note.

Council of Governors Structure
Options paper for Council of Governors

1. Background
The NHS Foundation Trust Code of Governance requires us to review the roles, structure,
composition and procedures of the Council of Governors regularly. This is carried out
periodically for example in response to our Well Led Review in 2015.
The recent reorganisation of our service directorates means that a review of our council
structure is timely. It is also worth noting the relative caseloads of our services.
Adult community (physical health) – 10,852 people seen in month and 36,829 on caseload
Children and young people – 6,786 people seen in month and 104,219 on caseload
Adult mental health and learning disability – 4,313 people seen in month and 9,409 on caseload
Older people mental health – 1,335 people seen in month and 3,774 on caseload
Forensic and prisons – 154 people seen in month / 315 on caseload
(Figures for April 2017 from our Board Quality Report)

This paper outlines three options for consideration by the Council based on a suggestion by
some of our governors. Any changes to the council structure will need to be taken to the
membership to vote on at our Annual Members’ Meeting on 9 September 2017.

2. Option 1
Do nothing and retain our current structure - 42 governors in total.
Elected governors
13 public governors
• Bexley – 4
• Bromley – 4
• Greenwich – 4
• Rest of England – 1
13 Service user/carer governors
• Working Age Adult Mental Health (including the
• interests of those in forensic and prison services) – 4
• Older People Mental Health – service user/carer Governors – 2
• Adult Community Health – service-user/carer – 4
• Children – Service-user/carer Governor - 1
• Learning Disability – Service-user/carer - 1
• Carers – Service-user/carer Governor – 1
7 staff governors
• Adult community health services
• Older people mental health services
• Working age adult mental health services
• Children’s services
• Learning disability services
• Forensic and prison health services
• Corporate and partnership organisations
Appointed governors
Local authority – 3
Partnership - 6
Total – 42
Rationale
This is an established structure which currently functions adequately.

3. Option 2

Proposal – 38 governors in total
Service User/Carer:
Adult MH Bromley - 1
Adult MH Bexley - 1
Adult MH Greenwich - 1
MH Older Adults - 2
Adult physical care Bexley - 1
Adult physical care Greenwich - 1
Adult physical care - no specific borough - 1
Children - 1
Learning disability - 1
Carer - 1
Forensic and Prisons- 1
Public:
Bexley - 3
Bromley - 3
Greenwich - 3
Rest of England – 1
7 staff governors
Adult community health services
Older people mental health services
Working age adult mental health services
Children’s services
Learning disability services
Forensic and prison health services
Corporate and partnership organisations
Appointed governors
Local authority – 3
Partnership - 6
Rationale

This would move to a structure that recognises that several services are now delivered in a
borough directorate but still retains some care group specific focus. This would enable more
borough-focused discussion and links with members. A smaller council would potentially
reduce running costs and fill vacancies more easily.

4. Option 3

Proposal – 37 governors in total
Service User/Carer:
Bromley adult (adult and older people mental health) - 2
Bexley adult (adult community and adult and older people mental health) - 2
Greenwich adult (adult community and adult and older people mental health) - 2
Children – 2
Learning Disability - 1
Forensic and Prison - 1
Carer - 1
Public:
Bexley - 3
Bromley - 3
Greenwich - 3
Rest of England – 1
7 staff governors
Bromley adult - 1
Bexley adult - 1
Greenwich adult - 1
Children - 1
Learning Disability - 1
Forensic and Prison – 1
Corporate and partnership organisations - 1
Appointed governors
Local authority – 3
Partnership - 6
Rationale

This would move to a structure that organises governors along similar lines to our service
directorates. This would enable more borough-focused discussions and links with members
and support relationship building with specific directorates. A smaller council would
potentially reduce running costs and fill vacancies more easily.

Governor knowledge, skills and training needs analysis
June 2017

A governor knowledge, skills and training needs survey was undertaken during the period
November 2016 to January 2017. All 42 governors were invited to participate and of these,
27 governors responded.
The survey covered areas such as the work of the trust, the Board of Directors, aspects of
the Council of Governors’ role, and individuals’ skills and training needs.
Current position
Governors have access to a range of opportunities and information to learn and understand
more about the trust and its work. This includes information on the trust in general, the Board
of Directors and the Council of Governors.
The following opportunities currently exist:
•

Board/Council of Governors meetings/activities
 Council of Governors meetings – formal and informal
 Pre-Board meetings with NEDs
 Observing the Board of Directors
 Observing sub-committees of the Board
 Board strategy away days (twice a year)
 Annual Planning (once a year)

•

Visits to services

•

Events
 Annual Members’ Meeting
 Member Focus Groups

•

Training
 Induction for new governors (face to face and online)
 Ad hoc governor information/education sessions pre-Council of Governors
 NHS Providers training

•

Publications
 Annual Report and Accounts
 Quality Account
 Governor Review

•

Online
 Oxleas’ website
 A dedicated governor intranet (hard copy also available)
 Social media – Twitter, Facebook
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Proposal
To establish a cost and time effective training programme taking into account governors’
requirements.
Priority areas include:
•

Promotion of existing resources/opportunities

•

In-house training
Governor induction – to continue existing programme
One-to-one or group support to navigate governor intranet
Continuation of ad hoc information and education sessions (eg on Care Quality
Commission, Quality Accounts indicators), to inform governors on key developments and
activity, to aid understanding and decision making
The introduction of new in-house governor seminars:
Seminar 1: Oxleas and the wider NHS
 The wider NHS landscape
 Understanding Oxleas
 trust’s structure (Executive, Corporate and Service directorates, Board of
Directors and sub-committees of the Board, governance structures)
 portfolio of services
 how it is financed and services commissioned
 how decisions are made
Seminar 2: The Council of Governors
 The role of NEDs -v- role of governors
 The statutory role, duties and processes of the Council of Governors
 Sub-committees of the Council of Governors
 Holding NEDs to account
 processes in place (Pre-Board meetings with NEDs, observing Board and
sub-committee meetings, NED presentations at Council of Governors)
 effective questioning and challenge
Seminar 3: Understanding reports
The content of this seminar will be steered by governor need (eg understanding quality
indicators, serious incident inquiries, financial accounts, risk ratings, etc).



•

What do I need to know/not know?
Interpreting data

Commissioned in-house training


Root Cause Analysis (RCA)
It is vital that the trust has a sufficient pool of trained governors who can sit on
Serious Incident Inquiry Panels. Due to the current elections and governors
reaching their final terms of office, the trust is losing a number of people who
have been assisting the trust with inquiries.
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Training will be commissioned as a matter of priority for both interested governors
and NEDs.
•

External training


•

NHS Providers
 Core skills – available to new governors only
 Recruitment: the governor role in non-executive appointments – available
to governor representatives on Nominations Committee only

Visits to services – we will continue to develop a programme of governor visits to
services to enable you to gain experience of the services the trust provides.

Cost
In-house training will be delivered by trust staff. Costs may be incurred for training venues
and refreshments if trust premises are not available.
Commissioned training will be based on value for money and meeting criteria for training
needs.
External training by NHS Providers will be limited to new governors and those fulfilling
specific roles eg members of the Nominations Committee.
Delivery
Delivery of in-house seminars will be in accordance with governor needs. A previous
governor survey identified that many governors would prefer training sessions preceding a
Council of Governors’ meeting. However, governor needs vary and we will take this into
account, considering training out of normal working hours, delivered remotely eg webinars,
etc.
Professional development
All governors attending internal and commissioned training will receive a certificate of
attendance. For externally provided training eg NHS Providers, certificates will be provided
by the provider.
Evaluation
All internal and commissioned governor training will be evaluated to ensure governors’ key
learning needs have been met and as a tool to enable quality improvements.

Jo Mant
Head of Stakeholder Engagement
1 June 2017
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Governor activity feedback, 15 June 2017
Our governors undertake a lot of activities as part of their role. The following feedback has been provided by governor colleagues to raise awareness of their work.
Information about governor activities can also be found on the governor intranet in the Governor activity feedback section.
Attendance at committees, meetings and groups
Mortality Surveillance
Group

Governor rep:
Stephen Brooks

Patient Experience
Group
(18 January 2017, 15
March 2017 and 17 May
2017)

Governor rep:
Irene Badejo

I continue to attend the Mortality Surveillance Group, whose basic role is to review, on a monthly basis, the deaths of those patients
with whom Oxleas has had some contact – even if very marginal. The group continues to battle with the problem of harmonising the
various databases in which deaths are reported and updating Oxleas own patient records.
I have attended two meetings of the trust-wide Patient Experience Group since the last Council of Governors (the minutes of the 18
January 2017 and 15 March 2017 are included with this item for information only, the minutes of the 17 May 2017 are not yet
available) and I will report by exception.
On 18 January Oxleas Patient Experience Questionnaires (OPEQ) for the Central Access Team and Holbrook Ward were discussed. An
update was given on the Family and Carers Strategy. Directorate feedback was provided by Forensic and Older People’s Mental
Health services. The recording of telephone calls was discussed as was the CQC Community Mental Health Survey. The Patient
Experience and Complaints reports were presented and an audit of Complaints.\
On 15 March, the Greenwich Memory Service BME Project was presented. OPEQs on Green Parks House and CAT action plans were
reported. Feedback was received on learning disability services patient experience activities. Results of the Carers Survey were
discussed and an update received on the recording of telephone calls. The trust patient experience and complaints reports were
presented.

Visits to services
TOPS and Tall Trees,
Adult Learning
Disability Services
16 May 2017

On Tuesday, 16 June 2017, Oxleas' governors enjoyed a visit to adult learning disability services at Goldie Leigh to learn about the
TOPS and Tall Trees services.
Escorted by staff governor Kaye Jones who is the Service Manager for Day Services and Elaine Hurault, Adult Learning Disability
Service Manager, governors Fola Balogun, Ken Thomas, Brian Sladen and Steve Davies were introduced to service users and staff and
had a good look around both service areas.
In TOPS, governors were really impressed with the reminiscence space created by service users and staff, and enjoyed a sing along
with service users who were participating in a music therapy group session. The TOPS service supports older people with a learning
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disability with a particular focus on dementia. Each area within TOPS is designed to be dementia friendly, with walls painted in
colours service users find easy to identify. Governors particularly liked the activity information board which clearly and simply
informed service users what activities they could enjoy during the week.
In Tall Trees, Jenny Sentongo, Deputy Day Service Manager joined the visit, introducing the governors to service users who were
preparing their lunch. The service users on Tall Trees are people with challenging behaviour and a learning disability, and many also
have a diagnosis of autism. Jenny demonstrated the picture cards staff carry with them which are communication aids, helping
service users and staff to communicate simply but effectively.
The outdoor space had recently been developed to create lovely areas for people to sit or enjoy sensory experiences. The gardens
are enjoyed by both TOPS and Tall Trees.
Service user/carer governor Ken Thomas said he thought the visit was "excellent".
Partnership governor Brian Sladen from the charity Headway said:
"There were two important aspects. First I feel that it is imperative that all governors take the opportunity to be involved in site visits
to gain first hand knowledge of Oxleas services otherwise not sure how effective a governor can be.
Secondly for myself, I can see joint working opportunities and I will follow up with Kaye Jones and Jenny and initially I will arrange a
meeting with our Service Manager. There are similarities with our service provision and also similar challenges but some of my
reason for being involved as a partnership governor and as a Business Development Manager is to develop links.
Also, I was impressed by the structure and the team at TOPS and Tall Trees and also the environment is welcoming so must be the
same for service users."
Partnership governor Steve Davies from the charity Bexley Mencap said:
“I was really impressed with the service delivered by TOPs and Tall Trees. It was clear that the service was valued and enjoyed by
people attending and the commitment and enthusiasm of the staff was also clearly evident. Staff were very engaging and showed
compassion and respect in the way they supported people using the service.”
Service user/carer governor Fola Balogun said:
“The visit was very educative. It is place where people with learning disabilities can become happy and enabled.
The activities programme enables people to live an independent life. I was impressed to see the music class teaching them to sing
and how the staff were so involved. The environment was really welcoming, the service users are happy with the provisions made
available to them. The art class enables people to makes things with cardboard which are of importance to them, there is a massage
room for therapy, depending on the individual situation, and a supervised gym class. The cookery engages people in preparing their
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lunch with pictures of food items to make up the lunch.
People with challenging behaviour attend Tall Trees. The garden constructed by the service users with the help of the staff, with
sitting area is to be celebrated.
In general, the TOPS and Tall Trees Day Centre for older people with learning disabilities and dementia is a showcase. I think
more professionals, more training for officers and more various equipment for the gym should be provided.

Planned visits
‘Can you understand it’
group, Adult Learning
Disability Services
28 June 2017
(max 3 governors)
Upcoming
opportunities

Fully booked
Mary Stirling
Stephen Brooks
Fola Balogun (tbc)

Governors are joining our 'Can you understand it' team meeting on 26th July 2017, from 11am - 12.30pm at the Adult Learning
Disability Services at Queen Mary's Hospital. This is a great opportunity for governors to spend some time with the team, understand
the challenge of making information clear and accessible, and get involved on the day in the team's work. Governors will also get to
know the team who are service users and staff from our Adult Learning Disability Services.

In planning

Trust-wide services/initiatives:
•

Oxleas/Charlton Athletic Community Trust Early Intervention Programme: This will be an opportunity for governors to observe
service users and staff participating in an activity as part of the highly successful Oxleas/Charlton Athletic Community Trust Early
Intervention Programme. Further details to follow soon.

•

ECT Suite at Queen Mary’s Hospital. Following the successful governor visit in February 2017, the service is again offering
governors the opportunity to visit the ECT suite to find out more about this service - tbc

Bexley Care Services: details tbc
Bromley Mental Health Services: Adult Mental Health inpatient services – Green Parks House; Memory Services - tbc.
Greenwich Adult Community and Mental Health Services and Adult Learning Disability Services: Adult Mental Health inpatient
services – Oxleas House - tbc
Childrens’ Services: details tbc
Forensic and Prison Services: details tbc
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PLACE assessments
PLACE (Patient Led
Assessment of the Care
Environment)
assessments

Fola Balogun

Oxleas House, 17 March 2017

Frazer Rendell
and Fola Balogun

Queen Mary’s Hospital, 27 April 2017

Raymond Sheehy
Fola Balogun

Raymond and Fola participated in the award presentations.

Stephen Brooks

Stephen attended Blackfen Community library to promote membership.

Attendance at events
Staff Recognition
Awards Ceremony
8 March 2017
Community
engagement - libraries
NHS Providers Governor
Focus Conference,
4 May 2017

Raymond Sheehy

Governor information collated by Jo Mant, Head of Stakeholder Engagement
8 June 2017
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Summary and Highlights
NHS England has published guidance on management conflicts of interest in the NHS which
came into effect from 1 June 2017.
The guidance introduces consistent principles and rules for managing conflicts of interest,
provides simple advice to staff and organisations about what to do in common situations
and supports good judgement about how interests should be approached and managed.
With regards to the acceptance of gifts and hospitality, the guidance introduces principles
on financial values and when such gifts should be declared.
The Trust’s Conflicts of Interest Policy and Gifts and Hospitality Policy have been reviewed to
align with new guidance. The Conflicts of Interest Policy is based on the NHSE model policy.
It applies to all staff employed by the Trust and includes agency staff, locums, contractors,
volunteers and governors. The key change to the Gifts and Hospitality Policy is that staff
should not accept gifts from suppliers that have a value of over £6. The limit for the
declaration of other gifts has been increased from £25 to £50 to align with NHSE guidance.
Registers of conflicts of interests and gifts/hospitality are maintained by the Trust
Secretariat Office.
Key Benefits:
Recommendation:
To note.

Conflicts of Interest Policy
Scope
Owner
Contact
Version
Issue date
Reviewed
Next Review date

Trustwide
Audit and Risk Assurance Committee
Associate Director of Corporate Affairs and Trust Secretary
2.0
May 2017
March 2019

Search summary:
From 1 June 2017 national guidance on Managing Conflicts of Interest in the NHS
comes into force. This document is based on that guidance and aims to:
• introduce common principles and rules for managing conflicts of interest;
• provide simple advice to staff and organisations about what to do in common
situations;
• support good judgement about how interests should be approached and
managed;
• set out the issues and rationale behind the policy.
This document is applicable to all staff employed by Oxleas NHS Foundation Trust
and temporary staff e.g. agency staff, locums, contractors, volunteers and
Governors.
Staff are reminded that failure to adhere to this policy might result in disciplinary
action being taken against them.
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Document Location
Oxleas NHS Foundation Trust Intranet

See under Policy and Document Library

1.1.1 Change History
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Updated to include guidance on Last Will and
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1 Policy Summary
Adhering to this policy will help to ensure that we use NHS money wisely, providing best
value for taxpayers and accountability to our patients for the decisions we take.

As a member of staff you should…

As an organisation we will…

•

•

Ensure that this policy and supporting
processes are clear and help staff
understand what they need to do.

•

Identify a team or individual with
responsibility for:

•

•

Familiarise yourself with this policy and
follow it. Refer to the guidance for the
rationale behind this policy
https://www.england.nhs.uk/wpcontent/uploads/2017/02/guidancemanaging-conflicts-of-interest-nhs.pdf
Use your common sense and judgement
to consider whether the interests you
have could affect the way taxpayers’
money is spent

o Keeping this policy under review to
ensure they are in line with the
guidance.

Regularly consider what interests you
have and declare these as they arise. If in
doubt, declare.

o Maintaining register(s) of interests.

•

NOT misuse your position to further your
own interests or those close to you

•

NOT be influenced, or give the
impression that you have been
influenced by outside interests

•

o Providing advice, training and
support for staff on how interests
should be managed.
o Auditing this policy and its associated
processes and procedures at least
once every three years.

NOT allow outside interests you have to
inappropriately affect the decisions you
make when using taxpayers’ money

4

•

NOT avoid managing conflicts of interest.

•

NOT interpret this policy in a way which
stifles collaboration and innovation with
our partners

2 Introduction
Oxleas NHS Foundation Trust and the people who work with and for us, collaborate closely
with other organisations, delivering high quality care for our patients.
These partnerships have many benefits and should help ensure that public money is spent
efficiently and wisely. But there is a risk that conflicts of interest may arise.
Providing best value for taxpayers and ensuring that decisions are taken transparently and
clearly, are both key principles in the NHS Constitution. We are committed to maximising
our resources for the benefit of the whole community. As an organisation and as
individuals, we have a duty to ensure that all our dealings are conducted to the highest
standards of integrity and that NHS monies are used wisely so that we are using our finite
resources in the best interests of patients.

3 Purpose
This policy will help our staff manage conflicts of interest risks effectively. It:
• Introduces consistent principles and rules
• Provides simple advice about what to do in common situations.
• Supports good judgement about how to approach and manage interests
This policy should be considered alongside these other organisational policies which are
available on our intranet:
Standing Financial Instructions
Raising a Matter of Concern Policy (Whistle-blowing Policy)
Fraud Policy and Response Plan
Gifts and hospitality Policy
Trust Constitution
Mental Capacity Act Policy
Private Practice Policy
Professionally registered staff should also consider this policy alongside codes of conduct
and guidance published by professional bodies eg GMC, NMC, HPC, Royal Pharmaceutical
Council.

4 Key terms
A ‘conflict of interest’ is:
“A set of circumstances by which a reasonable person would consider that an individual’s
ability to apply judgement or act, in the context of delivering, commissioning, or assuring
taxpayer funded health and care services is, or could be, impaired or influenced by
another interest they hold.”
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A conflict of interest may be:
• Actual - there is a material conflict between one or more interests
• Potential – there is the possibility of a material conflict between one or more
interests in the future.
Staff may hold interests for which they cannot see potential conflict. However, caution is
always advisable because others may see it differently and perceived conflicts of interest can
be damaging. All interests should be declared where there is a risk of perceived improper
conduct.

5 Interests
Interests fall into the following categories:
•

•

•

•

Financial interests:
Where an individual may get direct financial benefit* from the consequences of a
decision they are involved in making.
Non-financial professional interests:
Where an individual may obtain a non-financial professional benefit from the
consequences of a decision they are involved in making, such as increasing their
professional reputation or promoting their professional career.
Non-financial personal interests:
Where an individual may benefit personally in ways which are not directly linked to
their professional career and do not give rise to a direct financial benefit, because of
decisions they are involved in making in their professional career.
Indirect interests:
Where an individual has a close association† with another individual who has a
financial interest, a non-financial professional interest or a non-financial personal
interest and could stand to benefit from a decision they are involved in making.

6 Staff
At Oxleas, we use the skills of many different people, all of whom are vital to our work. This
includes people on differing employment terms, who for the purposes of this policy we refer
to as ‘staff’ and are listed below:
•
•
•
•

All salaried employees
All prospective employees – who are part-way through recruitment
Contractors and sub-contractors
Agency staff

*

This may be a financial gain, or avoidance of a loss.
A common sense approach should be applied to the term ‘close association’. Such an association
might arise, depending on the circumstances, through relationships with close family members and
relatives, close friends and associates, and business partners.

†
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•
•

Volunteers and
Governors

7 Decision Making Staff and responsibilities
Some staff are more likely than others to have a decision making influence on the use of
taxpayers’ money, because of the requirements of their role. For the purposes of this
guidance these people are referred to as ‘decision making staff.’
Decision making staff in this organisation are:
• Executive and non-executive directors (or equivalent roles) who have decision
making roles which involve the spending of taxpayers’ money;
• Members of advisory groups which contribute to direct or delegated decision making
on the commissioning or provision of taxpayer funded services;
• Those at Agenda for Change band 8d and above;
• Administrative and clinical staff who have the power to enter into contracts on
behalf of the organisation;
• Administrative and clinical staff involved in decision making concerning the
commissioning of services, purchasing of goods, medicines, medical devices or
equipment and formularly decisions.

7.1
Director of Finance
The Director of Finance has overall accountability for the implementation of the policy and
for the periodic review of declarations of interests.
7.2
Board of Directors / Executive Team / Clinical Directors
Directors are responsible for ensuring that staff within their directorate are made aware of
the policy and understand their responsibilities regarding conflicts of interest.
7.3
Managers
Managers are responsible for ensuring that their staff are aware of and adhere to the policy.
Line managers must also review and sign off any declaration of interests forms ensuring that
these comply with Trust policy.
7.4 All staff, including temporary staff, agency staff, locums, contractors, volunteers and
Governors
All of the above are responsible for following the policy and declaring any interests.
7.5
Audit and Risk Assurance Committee
The Audit and Risk Assurance Committee is responsible for ratifying the policy and ensuring
that it is monitored through the trust Internal Audit Programme or Counter Fraud Workplan.
The Audit Committee will also periodically review the Declarations of Interest Register.
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7.6
Local Counter Fraud Specialist (LCFS)
The LCFS is responsible for the investigation of any allegation of bribery. Their contact
details are Jack Stapleton, Local Counter Fraud Specialist Tel: 07468 750 121
Jack.Stapleton@kpmg.co.uk.
Alternatively contact the NHS Fraud and Corruption Reporting Line (0800 028 40 60) or the
online fraud reporting form at www.reportnhsfraud.nhs.uk
7.7
Associate Director of Corporate Affairs and Trust Secretary
The Associate Director of Corporate Affairs and Trust Secretary is responsible for ensuring
that Governors are made aware of the policy and understand their responsibilities regarding
conflicts of interest. The Associate Director of Corporate Affairs and Trust Secretary is also
responsible for maintaining the Registers of Interest and escalating concerns to the Director
of Finance, Chairman or other Directors as appropriate. On an annual basis the Associate
Director of Corporate Affairs and Trust Secretary will ask all those who have declared an
interest to complete a declaration of interests form.
The contact details of the Associate Director of Corporate Affairs and Trust Secretary are:
Sally.Bryden@nhs.net

8 Identification, declaration and review of interests
8.1 Identification & declaration of interests (including gifts and hospitality)
All staff should identify and declare material interests at the earliest opportunity (and in any
event within 28 days). If staff are in any doubt as to whether an interest is material then they
should declare it, so that it can be considered. Declarations should be made:
• On appointment with the organisation.
• When staff move to a new role or their responsibilities change significantly.
• At the beginning of a new project/piece of work.
• As soon as circumstances change and new interests arise (for instance, in a meeting
when interests staff hold are relevant to the matters in discussion).
Where any potential for conflict of interest arises, you should inform your line manager, or
Associate Director of Corporate Affairs and Trust Secretary (in the case of Governors) and
complete a declaration of interests form (see Appendix 1 and 2).
Failure to disclose a conflict of interest may result in disciplinary action taken against you
which could include dismissal for gross misconduct. A referral may be made to the relevant
professional body, such as the GMC, NMC, HPC or the Royal Pharmaceutical Council where
appropriate.
The Line manager is required to submit the conflict of interest form by email to the
Associate Director of Corporate Affairs/Trust Secretary.
After expiry, an interest will remain on register(s) for a minimum of 6 months and a private
record of historic interests will be retained for a minimum of 6 years.
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8.2 Proactive review of interests
We will prompt decision making staff annually to review declarations they have made and,
as appropriate, update them or make a nil return. If at any time your interest changes you
must notify your line manager and complete the declarations of interest form at that time.

9 Records and publication
9.1 Maintenance
The organisation will maintain a declaration of interests register and a gifts and hospitality
register.
All declared interests that are material will be promptly transferred to the registers by the
Governance and Legal Services Officer.
9.2 Publication
We will:
• Publish the interests declared by decision making staff in our Register of Directors’
Interests
• Refresh this information annually
• Make this information available on our website www.oxleas.nhs.uk and make
available at our headquarters on request

If decision making staff have substantial grounds for believing that publication of their
interests should not take place then they should contact Associate Director of Corporate
Affairs/Trust Secretary to explain why. In exceptional circumstances, for instance where
publication of information might put a member of staff at risk of harm, information may be
withheld or redacted on public registers. However, this would be the exception and
information will not be withheld or redacted merely because of a personal preference.
9.3 Wider transparency initiatives
Oxleas fully supports wider transparency initiatives in healthcare, and we encourage staff to
engage actively with these.
Relevant staff are strongly encouraged to give their consent for payments they receive from
the pharmaceutical industry to be disclosed as part of the Association of British
Pharmaceutical Industry (ABPI) Disclosure UK initiative. These “transfers of value” include
payments relating to:
• Speaking at and chairing meetings
• Training services
• Advisory board meetings
• Fees and expenses paid to healthcare professionals
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•
•

Sponsorship of attendance at meetings, which includes registration fees and the
costs of accommodation and travel, both inside and outside the UK
Donations, grants and benefits in kind provided to healthcare organisations

Further information about the scheme can be found on the ABPI website:
http://www.abpi.org.uk/our-work/disclosure/about/Pages/default.aspx

10 Management of interests – general
Staff who declare material interests should make their line manager or the person(s) they
are working to aware of their existence.
If an interest is declared but there is no risk of a conflict arising then no action is warranted.
However, if a material interest is declared then the line manager would be responsible for
taking actions including:
• restricting staff involvement in associated discussions and excluding them from
decision making
• removing staff from the whole decision making process
• removing staff responsibility for an entire area of work
• removing staff from their role altogether if they are unable to operate effectively in it
because the conflict is so significant
Each case will be different and context-specific, and Oxleas will always clarify the
circumstances and issues with the individuals involved. Staff should maintain a written audit
trail of information considered and actions taken.

11 Management of interests – common situations
This section sets out the principles and rules to be adopted by staff in common situations,
and what information should be declared.

11.1

•

Gifts
Please refer to our gifts and hospitality policy for full guidance.
Staff should not accept gifts that may affect, or be seen to affect, their professional
judgement.

Gifts from suppliers or contractors:
• Gifts from suppliers or contractors doing business (or likely to do business) with the
organisation should be declined, whatever their value.
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•

Low cost branded promotional aids such as pens or post-it notes may, however, be
accepted where they are under the value of £6* in total, and need not be declared.

Gifts from other sources (e.g. patients, families, service users):
• Gifts of cash and vouchers to individuals must always be declined.
• Staff must not ask for any gifts.
• Gifts valued at over £50 should be treated with caution and only be accepted on
behalf of Oxleas NHS Foundation Trust for payment into a charitable fund and not in
a personal capacity. These should be declared by staff.
• Modest gifts accepted under a value of £50 do not need to be declared.
• A common sense approach should be applied to the valuing of gifts (using an actual
amount, if known, or an estimate that a reasonable person would make as to its
value).
• Multiple gifts from the same source over a 12 month period should be treated in the
same way as single gifts over £50 where the cumulative value exceeds £50.
11.1.1 What should be declared
•
•
•
•

11.2
•
•
•

By completing the declaration form, staff will provide the following information:
Staff name and their role with the organisation.
A description of the nature and value of the gift, including its source.
Date of receipt.
Any other relevant information (e.g. circumstances surrounding the gift, action taken
to mitigate against a conflict, details of any approvals given to depart from the terms
of this policy).
Hospitality
Staff must not ask for or accept hospitality that may affect, or be seen to affect, their
professional judgement.
Hospitality must only be accepted when there is a legitimate business reason and it is
proportionate to the nature and purpose of the event.
Particular caution should be exercised when hospitality is offered by actual or
potential suppliers or contractors. This can be accepted, and must be declared, if
modest and reasonable. Senior approval must be obtained.

Meals and refreshments:
• Under a value of £25 - may be accepted and need not be declared.
• Of a value between £25 and £75† - may be accepted and must be declared.
• Over a value of £75 - should be refused unless (in exceptional circumstances) senior
approval is given. A clear reason should be recorded on the organisation’s register(s)
of interest as to why it was permissible to accept.
• A common sense approach should be applied to the valuing of meals and
refreshments (using an actual amount, if known, or a reasonable estimate).
*

The £6 value has been selected with reference to existing industry guidance issued by the ABPI:
http://www.pmcpa.org.uk/thecode/Pages/default.aspx
†
The £75 value has been selected with reference to existing industry guidance issued by the ABPI
http://www.pmcpa.org.uk/thecode/Pages/default.aspx
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Travel and accommodation:
• Modest offers to pay some or all of the travel and accommodation costs related to
attendance at events may be accepted and must be declared.
• Offers which go beyond modest, or are of a type that the organisation itself might
not usually offer, need approval by senior staff, should only be accepted in
exceptional circumstances, and must be declared. A clear reason should be recorded
on the organisation’s register(s) of interest as to why it was permissible to accept
travel and accommodation of this type. A non-exhaustive list of examples includes:
o offers of business class or first class travel and accommodation (including
domestic travel)
o offers of foreign travel and accommodation.
11.2.1 What should be declared
By completing the declaration form, staff will provide the following information:
•
•
•
•
•

11.3
•
•
•

Staff name and their role with the organisation.
The nature and value of the hospitality including the circumstances.
Date of receipt.
Any other relevant information (e.g. action taken to mitigate against a conflict,
details of any approvals given to depart from the terms of this policy).
Outside Employment
Staff should declare any existing outside employment on appointment and any new
outside employment when it arises.
Where a risk of conflict of interest arises, the general management actions outlined
in this policy should be considered and applied to mitigate risks.
Where contracts of employment or terms and conditions of engagement permit,
staff may be required to seek prior approval from the organisation to engage in
outside employment.

The organisation may also have legitimate reasons within employment law for knowing
about outside employment of staff, even when this does not give rise to risk of a conflict.
11.3.1 What should be declared
By completing the declaration form, staff will provide the following information:
•
•
•
•
•

Staff name and their role with the organisation.
The nature of the outside employment (e.g. who it is with, a description of duties,
time commitment).
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of
any approvals given to depart from the terms of this policy).
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11.4
•

•

•

Shareholdings and other ownership issues
Staff should declare, as a minimum, any shareholdings and other ownership interests
in any publicly listed, private or not-for-profit company, business, partnership or
consultancy which is doing, or might be reasonably expected to do, business with the
organisation.
Where shareholdings or other ownership interests are declared and give rise to risk
of conflicts of interest then the general management actions outlined in this policy
should be considered and applied to mitigate risks.
There is no need to declare shares or securities held in collective investment or
pension funds or units of authorised unit trusts.

11.4.1 What should be declared
By completing the declaration form, staff will provide the following information:
•
•
•
•
•

11.5
•

•

•

Staff name and their role with the organisation.
Nature of the shareholdings/other ownership interest.
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of
any approvals given to depart from the terms of this policy).
Patents
Staff should declare patents and other intellectual property rights they hold (either
individually, or by virtue of their association with a commercial or other
organisation), including where applications to protect have started or are ongoing,
which are, or might be reasonably expected to be, related to items to be procured or
used by the organisation.
Staff should seek prior permission from the organisation before entering into any
agreement with bodies regarding product development, research, work on pathways
etc, where this impacts on the organisation’s own time, or uses its equipment,
resources or intellectual property.
Where holding of patents and other intellectual property rights give rise to a conflict
of interest then the general management actions outlined in this policy should be
considered and applied to mitigate risks.

11.5.1 What should be declared
By completing the declaration form, staff will provide the following information:
•
•
•
•
•

Staff name and their role with the organisation.
A description of the patent.
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of
any approvals given to depart from the terms of this policy)
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11.6 Loyalty interests
Loyalty interests should be declared by staff involved in decision making where they:
• Hold a position of authority in another NHS organisation or commercial, charity,
voluntary, professional, statutory or other body which could be seen to influence
decisions they take in their NHS role.
• Sit on advisory groups or other paid or unpaid decision making forums that can
influence how an organisation spends taxpayers’ money.
• Are, or could be, involved in the recruitment or management of close family
members and relatives, close friends and associates, and business partners.
• Are aware that their organisation does business with an organisation in which close
family members and relatives, close friends and associates, and business partners
have decision making responsibilities.

11.6.1 What should be declared
By completing the declaration form, staff will provide the following information:
•
•
•
•
•

11.7
•

•

•

•
•

Staff name and their role with the organisation.
Nature of the loyalty interest.
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of
any approvals given to depart from the terms of this policy).
Donations
Donations made by suppliers or bodies seeking to do business with the organisation
should be treated with caution and not routinely accepted. In exceptional
circumstances they may be accepted but should always be declared. A clear reason
should be recorded as to why it was deemed acceptable, alongside the actual or
estimated value.
Staff should not actively solicit charitable donations unless this is a prescribed or
expected part of their duties for the organisation, or is being pursued on behalf of
the organisation’s own registered charity or other charitable body and is not for their
own personal gain.
Staff must obtain permission from the organisation if in their professional role they
intend to undertake fundraising activities on behalf of a pre-approved charitable
campaign for a charity other than the organisation’s own.
Donations, when received, should be made to a specific charitable fund (never to an
individual) and a receipt should be issued.
Staff wishing to make a donation to a charitable fund in lieu of receiving a
professional fee may do so, subject to ensuring that they take personal responsibility
for ensuring that any tax liabilities related to such donations are properly discharged
and accounted for.
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11.7.1 What should be declared
•

The organisation will maintain records in line with the above principles and rules and
relevant obligations under charity law.

11.8
•

Sponsored events
Sponsorship of events by appropriate external bodies will only be approved if a
reasonable person would conclude that the event will result in clear benefit to the
organisations and the NHS.
During dealings with sponsors there must be no breach of patient or individual
confidentiality or data protection rules and legislation.
No information should be supplied to the sponsor from whom they could gain a
commercial advantage, and information which is not in the public domain should not
normally be supplied.
At the organisation’s discretion, sponsors or their representatives may attend or take
part in the event but they should not have a dominant influence over the content or
the main purpose of the event.
The involvement of a sponsor in an event should always be clearly identified.
Staff within the organisation involved in securing sponsorship of events should make
it clear that sponsorship does not equate to endorsement of a company or its
products and this should be made visibly clear on any promotional or other materials
relating to the event.
Staff arranging sponsored events must declare this to the organisation.

•
•

•

•
•

•

11.8.1 What should be declared
•

11.9
•
•
•

•
•

The organisation will maintain records regarding sponsored events in line with the
above principles and rules.
Sponsored research
Funding sources for research purposes must be transparent.
Any proposed research must go through the relevant health research authority or
other approvals process.
There must be a written protocol and written contract between staff, the
organisation, and/or institutes at which the study will take place and the sponsoring
organisation, which specifies the nature of the services to be provided and the
payment for those services.
The study must not constitute an inducement to prescribe, supply, administer,
recommend, buy or sell any medicine, medical device, equipment or service.
Staff should declare involvement with sponsored research to the organisation.

11.9.1 What should be declared
•
•

The organisation will retain written records of sponsorship of research, in line with
the above principles and rules.
Staff should declare:
• their name and their role with the organisation.
• Nature of their involvement in the sponsored research.
• relevant dates.
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•

Other relevant information (e.g. what, if any, benefit the sponsor derives
from the sponsorship, action taken to mitigate against a conflict, details of
any approvals given to depart from the terms of this policy).

11.10 Sponsored posts
• External sponsorship of a post requires prior approval from the organisation.
• Rolling sponsorship of posts should be avoided unless appropriate checkpoints are
put in place to review and withdraw if appropriate.
• Sponsorship of a post should only happen where there is written confirmation that
the arrangements will have no effect on purchasing decisions or prescribing and
dispensing habits. This should be audited for the duration of the sponsorship.
Written agreements should detail the circumstances under which organisations have
the ability to exit sponsorship arrangements if conflicts of interest which cannot be
managed arise.
• Sponsored post holders must not promote or favour the sponsor’s products, and
information about alternative products and suppliers should be provided.
• Sponsors should not have any undue influence over the duties of the post or have
any preferential access to services, materials or intellectual property relating to or
developed in connection with the sponsored posts.
11.10.1 What should be declared
•
•

The organisation will retain written records of sponsorship of posts, in line with the
above principles and rules.
Staff should declare any other interests arising as a result of their association with
the sponsor, in line with the content in the rest of this policy.

11.11 Clinical private practice
See Private Practice Policy
Clinical staff should declare all private practice on appointment, and/or any new private
practice when it arises* including:
• Where they practise (name of private facility).
• What they practise (specialty, major procedures).
• When they practise (identified sessions/time commitment).
Clinical staff should (unless existing contractual provisions require otherwise or unless
emergency treatment for private patients is needed):
• Seek prior approval of their organisation before taking up private practice.
• Ensure that, where there would otherwise be a conflict or potential conflict of
interest, NHS commitments take precedence over private work.†

*

Hospital Consultants are already required to provide their employer with this information by virtue of Para.3
Sch. 9 of the Terms and Conditions – Consultants (England) 2003: https://www.bma.org.uk//media/files/pdfs/practical advice at work/contracts/consultanttermsandconditions.pdf
†
These provisions already apply to Hospital Consultants by virtue of Paras.5 and 20, Sch. 9 of the
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•

Not accept direct or indirect financial incentives from private providers other than
those allowed by Competition and Markets Authority guidelines:
https://assets.publishing.service.gov.uk/media/542c1543e5274a1314000c56/NonDivestment_Order_amended.pdf

Hospital Consultants should not initiate discussions about providing their Private
Professional Services for NHS patients, nor should they ask other staff to initiate such
discussions on their behalf.
11.11.1 What should be declared
•
•
•
•

Staff name and their role with the organisation.
A description of the nature of the private practice (e.g. what, where and when staff
practise, sessional activity, etc).
Relevant dates.
Any other relevant information (e.g. action taken to mitigate against a conflict,
details of any approvals given to depart from the terms of this policy).

12 Management of interests – advice in specific contexts
12.1 Strategic decision making groups
In common with other NHS bodies Oxleas NHS Foundation Trust uses a variety of different
groups to make key strategic decisions about things such as:
• Entering into (or renewing) large scale contracts.
• Making procurement decisions.
• Selection of medicines, equipment, and devices.
The interests of those who are involved in these groups should be well known so that they
can be managed effectively. For this organisation these groups are:
Board of Directors and board sub-committees
These groups should adopt the following principles:
• Chairs should consider any known interests of members in advance, and begin each
meeting by asking for declaration of relevant material interests.
• Members should take personal responsibility for declaring material interests at the
beginning of each meeting and as they arise.
• Any new interests identified should be added to the organisation’s register(s).
• The vice chair (or other non-conflicted member) should chair all or part of the
meeting if the chair has an interest that may prejudice their judgement.
If a member has an actual or potential interest the chair should consider the following
approaches and ensure that the reason for the chosen action is documented in minutes or
records:
Terms and Conditions – Consultants (England) 2003: https://www.bma.org.uk/-/media/files/pdfs/practical
advice at work/contracts/consultanttermsandconditions.pdf)
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•
•
•
•
•

Requiring the member to not attend the meeting.
Excluding the member from receiving meeting papers relating to their interest.
Excluding the member from all or part of the relevant discussion and decision.
Noting the nature and extent of the interest, but judging it appropriate to allow the
member to remain and participate.
Removing the member from the group or process altogether.

The default response should not always be to exclude members with interests, as this may
have a detrimental effect on the quality of the decision being made. Good judgement is
required to ensure proportionate management of risk.
Governors
All Governors are required to declare any interests on appointment to office and in the event of
changed circumstances.

A potential conflict of interest relates not only to an individual governor but also to any
person connected with the individual. Connected persons are defined in sections 252 to 254
of the Companies Act 2006 and include an individual’s spouse or civil partner, any other
person with whom the individual lives as partner in an enduring family relationship, children
or step-children, parents, partners acting in that capacity and connected companies of any
of the above.
If at any time your interest changes you must notify the Associate Director of Corporate Affairs and
Trust Secretary immediately and complete a new declaration. The declaration form is attached as
Appendix 2. Failure to disclose a conflict of interest may result in removal of office.

Governors shall withdraw from any items at meetings or discussions where they have or are
likely to have an interest.

12.2 Procurement
Procurement should be managed in an open and transparent manner, compliant with
procurement and other relevant law, to ensure there is no discrimination against or in
favour of any provider. Procurement processes should be conducted in a manner that does
not constitute anti-competitive behaviour - which is against the interest of patients and the
public.
Those involved in procurement exercises for and on behalf of the organisation should keep
records that show a clear audit trail of how conflicts of interest have been identified and
managed as part of procurement processes. At every stage of procurement steps should be
taken to identify and manage conflicts of interest to ensure and to protect the integrity of
the process.
See Standing Financial Instructions for further information
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13 Dealing with breaches
There will be situations when interests will not be identified, declared or managed
appropriately and effectively. This may happen innocently, accidentally, or because of the
deliberate actions of staff or other organisations. For the purposes of this policy these
situations are referred to as ‘breaches’.
13.1

Identifying and reporting breaches

Staff who are aware about actual breaches of this policy, or who are concerned that there
has been, or may be, a breach, should report these concerns to their line manager,
supervisor or professional lead, Director of Nursing or Director of Human Resources. If this
routes are not possible they should raise the issue with the Senior Independent Director or
our Local Counter Fraud Specialist. Contact details are listed on our intranet.
To ensure that interests are effectively managed staff are encouraged to speak up about
actual or suspected breaches. Ever individual has a responsibility to do this. For further
information about how concerns should be raised are contained in our Whistleblowing
Policy.
The organisation will investigate each reported breach according to its own specific facts and
merits, and give relevant parties the opportunity to explain and clarify any relevant
circumstances.
7.4. Following investigation the organisation will:
• Decide if there has been or is potential for a breach and if so the what severity of the
breach is.
• Assess whether further action is required in response – this is likely to involve any
staff member involved and their line manager, as a minimum.
• Consider who else inside and outside the organisation should be made aware
• Take appropriate action as set out in the next section.
13.2 Taking action in response to breaches
Action taken in response to breaches of this policy will be in accordance with the disciplinary
procedures of the organisation and could involve organisational leads for staff support (e.g.
Human Resources), fraud (e.g. Local Counter Fraud Specialists), members of the
management or executive teams and organisational auditors.
Breaches could require action in one or more of the following ways:
• Clarification or strengthening of existing policy, process and procedures.
• Consideration as to whether HR/employment law/contractual action should be taken
against staff or others.
• Consideration being given to escalation to external parties. This might include
referral of matters to external auditors, NHS Protect, the Police, statutory health
bodies (such as NHS England, NHS Improvement or the CQC), and/or health
professional regulatory bodies.
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Inappropriate or ineffective management of interests can have serious implications for the
organisation and staff. There will be occasions where it is necessary to consider the
imposition of sanctions for breaches.
Sanctions should not be considered until the circumstances surrounding breaches have been
properly investigated. However, if such investigations establish wrong-doing or fault then
the organisation can and will consider the range of possible sanctions that are available, in a
manner which is proportionate to the breach. This includes:
•

•
•
•

13.3

Employment law action against staff, which might include
o Informal action (such as reprimand, or signposting to training and/or
guidance).
o Formal disciplinary action (such as formal warning, the requirement for
additional training, re-arrangement of duties, re-deployment, demotion, or
dismissal).
Reporting incidents to the external parties described above for them to consider
what further investigations or sanctions might be.
Contractual action, such as exercise of remedies or sanctions against the body or
staff which caused the breach.
Legal action, such as investigation and prosecution under fraud, bribery and
corruption legislation.
Learning and transparency concerning breaches

Reports on breaches, the impact of these, and action taken will be considered by our Audit
and Risk Assurance Committee at least every six months.
To ensure that lessons are learnt and management of interests can continually improve,
anonymised information on breaches, the impact of these, and action taken will be prepared
and published as appropriate, or made available for inspection by the public upon request.

14 Review
This policy will be reviewed in two years unless an earlier review is required. This will be led
by Associate Director of Corporate Affairs/Trust Secretary.

15 Associated documentation
Freedom of Information Act 2000
ABPI: The Code of Practice for the Pharmaceutical Industry (2014)
ABHI Code of Business Practice
NHS Code of Conduct and Accountability (July 2004)
The Bribery Act 2010 Guidance about procedures which relevant commercial organisation
can put into place to prevent persons associated with them from bribing (Ministry of Justice,
March 2011)
http://www.justice.gov.uk/
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Bribery Act 2010 Frequently Asked Questions (NHS Counter-fraud Service)
http://www.nhsbsa.nhs.uk/CounterFraud.aspx
The Bribery Act 2010 Guidance about procedures which relevant commercial organisation
can put into place to prevent persons associated with them from bribing (Ministry of Justice,
March 2011)
http://www.justice.gov.uk/
Bribery Act 2010 Frequently Asked Questions (NHS Counter-fraud Service)
http://www.nhsbsa.nhs.uk/CounterFraud.aspx
In Safe Hands: Implementing Adult Protection Procedures in Wales – update 2009
http://www.caerphilly.gov.uk/pdf/Health_SocialCare/POVA/In_Safe_Hands_update_2009.p
df
Guide to Lasting Power of Attorney
http://www.justice.gov.uk/about/opg

Appendix 1
Conflict of interest declaration form – staff
Appendix 2
Conflict of interest declaration form - governors
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