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48th Meeting of the Council of Governors
15th March 2018
Edwards Suite, Holiday Inn Bexley

Chair: Andy Trotter (AT)
Trust Secretary/Associate Director of Corporate Affairs: Sally Bryden (SBr)
Head of Stakeholder Engagement: Jo Mant (JM)
Public Governors

Service User/Carer Governors

Stephen Brooks (SB)
John Crowley (JC)
Richard Diment (RD)
Yens Marsen-Luther (YM-S)

Jacqueline Ashby-Thompson (JA-T)
Fola Balogun (FB)
Joseph Hopkins (JH)
Arthur Mars (AM)

(joined remotely)

Staff Governors
Sue Read (SR)
Vicky Smith (VS)
Grace Umoren (GU)
In attendance
Non-Executive Directors
Steve James (SJ)
Steve Dilworth (SDi)
Seyi Clement (SC)

Steve Pleasants (SP)
Raja Rajendran (RR)
Lesley Smith (LS)

Appointed/Partnership
Governors
Steve Davies (SD)
Mark Ellison (ME)
David Gardner (DG)
Carl Krauhaus (CK)
Mary Mason (MM)
Raymond Sheehy (RS)

Executive Directors
Ben Travis, Chief Executive (BT)
Ify Okocha, Medical Director (IO)
Meera Nair, Director of Workforce and Quality Improvement (MN)
Jazz Thind, Director of Finance (JT)

Guests
Iain Dimond, Service Director, Greenwich Adults and Adult Learning Disability Services (ID)
Michael Witney, Director of Therapies (MW)
Tom Brown, Service Director, Bexley Care (TB)
Elizabeth Zachariah, Clinical Director, Forensic & Prison Services (EZ)
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Trilok Bhalla, Stuart Dixon, Anna Dube, Kulwinder Johal, Terri Looker, Suraj
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Kellock - NED
Minutes of the Council of Governors meeting, 14 December 2017
SBr omitted from attendance, minutes agreed with the exception of this
omission.
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Item 6, page 4, AT confirmed the Quality Indicator chosen by governors.
Item 11, page 6, MN to address the issue of staff governors balancing work
and Council commitments.
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Chief Executive update
This was presented by BT.
Quality
At a recent quarterly meeting with the CQC, the CQC were very positive
about the trust including the adult acute pathway. The CQC are likely to
visit three services between October-December 2018 and carry out a Well
Led Review. The CQC have today published a case study setting out Oxleas
journey from initial inspection to the work undertaken to improve our
rating.
In January, the Board approved the business case for a formal Quality
Improvement programme for the trust. This will enable a systematic and
structured approach giving front line staff the confidence and tools to
improve the quality of the services they provide.
Recruitment and retention
We expect the Quality Improvement programme to have a positive effect
on recruitment and retention as staff will feel more empowered and
engaged to make a difference.
Finance
The Quality Improvement programme will identify ways of working more
effectively, helping to eliminate waste.
The trust had considered a strategic partner to take the Quality
Improvement programme forward but this would be costly. Instead, the
trust is developing its own capability and working with each directorate to
develop Qi leaders and identify projects. The trust is learning lessons and
accessing training from South London and Maudsley NHS FT who are two
years ahead in their Quality Improvement programme.
The trust will be formally reviewing progress in December.
Key success factors
Getting engagement with frontline staff right is important, and a call will
be put out for projects through an application/bidding process.
Expectations will need to be managed as cultural change will take time to
embed.
Health and Safety Executive (HSE)
Following a serious incident in the Bracton Centre in 2016, the HSE are
prosecuting the trust. Two charges have been levied – failure to protect
staff, and failure to protect people who are not our staff including patients.
The trust has legal support and a working group is overseeing our response
to the charges. The working group includes AT, a NED, the Service Director
and Clinical Director for Forensic and Prison Services, the Director of
Estates and Facilities and the HSE. HS will chair the group when BT leaves.
The Working Group will be reporting to the Board and governors will be
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advised of the trust’s plea.
A Magistrates Court date has been set for 20th March but the trust is
aiming for a further adjournment as we have just appointed expert
witnesses.
SD – How will staff affected by the incidence feel about the trust’s plea?
BT – Consideration needs to be taken into account. If the trust pleas not
guilty, staff will be called to stand as witnesses. The Service Director does
feedback to staff about the case. Both staff members have returned to
work.
SD – If staff felt the trust was culpable but the trust felt it was not, what
influence would the staff have?
EZ – Both staff are talked to daily. The staff know what went wrong and are
not looking at the trust’s plea as an indication of this. They are looking at
the situation clinically with emotional detachment. They have a very
healthy view and EZ is confident they are in the right place and want to
move on. The staff are more interested in improving patient care,
regardless of the trust plea.
BT – We did a lot of work after the incident and when the CQC came back
this was recognised, resulting in an Outstanding rating for responsiveness.
Forensic services had the best results in the recent staff survey.
SP – There is bound to be press interest around this. It is important that a
wider message gets out to service users and carers.
BT – The group is looking to make sure we get the right communications in
place, that these are transparent and that staff are briefed. The trust will
engage with the media as appropriate.
SP – Patients might be worried.
BT – This is more difficult. We need to make sure all staff are fully briefed
to talk confidently about the incident. As a public sector organisation, we
have a duty to be open and transparent.
JC – Is the group independent enough to see the blind spots?
BT – I am confident the lawyers will give independence and expertise in
law, together with the NED and independent experts, to look at evidence
and give a balanced, rounded view.
Skilled and Engaged Workforce
Our Recognition Awards were held yesterday at Charlton Athletic Football
Club and were very well attended.
Recruitment and retention
The trust was starting to see a positive change with vacancy rates
improving from 13.5% last year to 10.98% this year. Over the course of the
year, agency spend had reduced by 30%.
The Staff Survey results for this year were identical to last year’s results.
When compared to 10 similar London trusts, the trust faired well, placed
second.
The trust will focus on reducing concerns around bullying and harassment
and violence and aggression.
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Finance
Over the last five months, the trust has broken even.
Partnership
A lot of work has taken place supporting the local health system through
winter. The A&E Delivery Board which is independently chaired, recognised
the trust’s contribution.
BT had met with the Chief Officer of Bromley Clinical Commissioning Group
who reflected that the new Bromley directorate was an incredibly positive
development.
Bexley Care and the South London Partnership were going very well.
Connect Care went live on 27 February 2018. This enables healthcare
professionals to see GP, hospital and Oxleas records, joining up a patient’s
care journey. 1,200 records were viewed by approximately 300 staff in the
first two weeks.
RD – You mentioned NHS winter pressures. When HS gave a presentation
she said the trust was reasonably able to cope scaling down beds. How
well has this been managed?
BT – This is volatile, for example, one day a few weeks ago, there were no
people being treated out of area, however yesterday, 9 people were being
treated out of area. The situation is better than it was, but remains a
pressure. Access to female beds is the biggest pressure.
SB – You didn’t mention the STP, there has been news in the press that this
is a cost cutting exercise. How much impact is there on Oxleas?
BT – Our South East London STP has encouraged us to think about
relationships and supports the partnership with South London and
Maudsley NHS FT and South West London and St Georges NHS Trust. In
South East London, it is difficult to pool resources as some of the local
acute trusts such as Guy’s and St Thomas’ and King’s College Hospital are
also funded to provide services outside of South East London. Locally, the
focus is currently more on a commissioning collaborative.
DG – I’d like to say a big ‘thank you’ for the work you have done. A lot of
work has been done to reduce delays to transfer of care, is this sustained
and can more be done?
BT – There has been a huge amount of work around purposeful
admissions, thinking about what we are trying to achieve for the patient
and thinking about discharge and what the patient needs in the
community. There are daily meetings on wards and a number of prompts
to think about including physical health checks, is housing required,
packages of care, etc. The length of stay in our adult mental health wards
is the best in London. We have worked with the local authority to achieve
a more formal process considering the needs of our patients.
ID – The process is working well and since January there has been a more
strategic approach. However, transfer of care is a symptom of a bigger
issue. The Director of Social Care in Greenwich has developed top tips for
delayed transfer in social care. Operationally in Greenwich, we have
4

weekly meetings with our Adult and Older People’s Mental Health services
and commissioners from our Clinical Commissioning Group to talk about
cases. There is a statutory, third sector and commissioning group thinking
about more sustainable issues such as housing.
LS – What will you handover so that things don’t get missed?
BT – HS is very experienced and there is quite a lot of stability in the
Executive Team, working in an open and consensual way, the transition
should be seamless. Workforce is our biggest challenge and delivery on
finances.
Plans for 2018/19
JT presented this item giving an overview of the 2018/19 planning process.
The trust is following NHS Improvement and NHS England guidance for the
submission of its Organisational Operating Plan. Our draft plan was
submitted to NHS Improvement on 23 March 2018. There have been daily
meetings/teleconferences regarding the finances as NHS England
commissions some of our services.
The Plan will be approved by the Board and submitted on 30 April 2018.
Achievements
Key strategic areas such as managing our finances, our successful
partnerships and positive ratings from our regulator.
Our priorities
As the focus groups are not completed, we will be in a position to consider
member views by the end of April 2018. Any specific areas or concerns will
be taken forward and reported back via the Membership Committee.
We will continue to focus on our priorities:
To enhance quality we will focus on:
• Maintaining a CQC rating of ‘Good’.
• Our new Quality Governance Framework – Performance and Quality
Assurance Committee and Quality Improvement and Innovation
Committee.
• Quality Improvement programme – an investment of £1.3m over the
next 3 years.
• Delivering our quality objectives.
To maintain a skilled and engaged workforce we will focus on:
• Recruitment and retention – we have shared our plan with NHS
Improvement. MN is leading on a leadership development programme
to grow our own leaders.
• Acting on staff survey results – we will be looking to increase staff
satisfaction particularly around managing and reducing aggression and
violence from patients and carers.
• Leadership development.
To maintain a sustainable organisation we will focus on:
• Aiming to break even on our control total (issued by NHS
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•
•
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Improvement).
Selling assets
Agency cap – vastly improved, with only 4% over. People are now
focussed on using our internal bank of temporary staff more and
recruitment, giving greater consideration to the use of agency staff.
Meet our savings targets – directorates have worked hard to bridge
the gap.
Capital expenditure - £14m, mostly around Queen Mary’s
developments.
£52m cash balance at end 2018/19.

Contracts
The contracting round will focus on Commissioners applying business
rules. Local/national efficiencies will need to be agreed jointly.
Savings
Most money is spent on workforce and productivity. There will be a focus
on better procurement and opportunities to rationalise estates eg hot
desking. We have the opportunity to generate income, considering private
income we could pursue such as rTMS/ECT and specialist sports
physiotherapy – these ideas have come from the services themselves.
Partnerships
• Delivery of Quality objectives through patient and carer engagement.
• Local care networks/integrated borough based care.
• South London Mental Health and Community Partnership.
• Shared care records – Connect Care.
• South East London Sustainability and Transformation Plan.
Our top risks
• Bed pressures are volatile. The bed system works well but need to
focus in our community crisis pathway. Mental health investment
monies are vital.
• HSE prosecution – financial and reputational risk.
• Staff engagement and morale.
• General Data Protection Regulations (GDPR) – need to understand the
trust’s responsibility.
• How we can carry on delivering efficiencies and maintaining our
control total.
DG – I’d like to raise two points. I thought you could not use asset sales for
revenue purposes. Shouldn’t you sweat your assets rather than plug oneoff gaps? Private patients – I have concern regarding whether there are
protocols around this so that there is never a situation where people are
told there is a long NHS wait, but if you go private, you will be seen
quicker.
JT – We are very clear that any private work will fall outside any NHS
contracted service. Private work will fall outside normal office hours, with
no impact on NHS patients. A test and learn approach will help guide
whether we can do this, enabling us to test the market. With regard to
MSK, we are considering the expertise required and how to target people
6
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who would not normally access our services. We are setting up a project
group to oversee this. With regard to property, previously we could not
sell property for revenue. However, NHS Improvement now allow all
organisations to factor this into plans. Oxleas Property Partnership is
looking at sale or income generation opportunities.
RD – There is a big issue in Bexley regarding the Kent Acute Stroke
reorganisation. Oxleas offer neurorehabilitation, is there any impact to
Oxleas?
JT – I’m not sighted on this but can look into this and respond back to you.
JC – What is the trust doing around GDPR?
JT – The Director of Informatics, Alison Furzer has undertaken a lot of work
with her team to prepare the organisation. KPMG have reviewed that work
and given assurance. The trust is well placed to minimise adverse impact
on the go live date of 23rd May 2018.
RR – Is the total expenditure 17/18 forecast at the beginning of the year in
line with your plan?
JT – The cost pressure was slightly more than planned, the trust had to
consider how to minimise it.
JC – Is Crossrail a threat or an opportunity?
JT – Possibly both, we would need to assess the impact on services.
RS – There is a lot of building in Greenwich, may need to consider if
working in the community more.
JC – If there are direct links to Stansted, Heathrow and Gatwick, there may
be more people needing services.
DG – It could work both ways. Clearly, the area will become more
attractive, I would not think it would proportionately impact on services. It
would continue to be a young population. It does mean more local people
will find it difficult to find housing which causes stress/pressures.
Serious Incident Inquiry report
MW presented a serious incident inquiry report into the care of PB. He
described the background to the incident and where areas for
improvement were identified. The recommendations from the inquiry are:

Noted

Recommendation 1: Further consideration should be given to how
patients are allocated to each nurse to ensure that the primary nurse will
be on shift for a significant proportion of the patient’s admission to meet
with their allocated patients regularly.
Recommendation 2: The team should complete the MDT ward review
template for discussion in the multidisciplinary team meeting.
Recommendation 3: Formal risk assessment recording should be
completed in RiO according to the policy guidelines.
Recommendation 4: All clinical staff must be mindful of a patient’s social
network and inquire about this as part of a standard assessment.
Recommendation 5: The wording of the policy for missing/absconding
patients needs review.
Recommendation 6: Staff be reminded to complete contemporaneous
notes in line with trust policy.
Recommendation 7: Consideration is given to how communication is
conducted between primary and secondary care mental health services
about patients presenting at A&E who are also accessing Greenwich Time
To Talk or other IAPT service.
7

Recommendation 8: Further consideration should be given to staffing
levels, particularly in relation to the Duty Senior Nurse role being part of
the ward staffing establishment.
Recommendation 9: Consideration should be given to the schedules of
ward meetings for staff and therapeutic activities when a bank holiday
interrupts the usual course of events.
The panel felt that things could have been done differently, however the
incident could not have been prevented.
ID provided an update on the action plan.
LS – What is the priority?
MW – All are but some can be dealt with in parallel.
ID – Quite a few actions have been taken forward – six recommendations
have been completed. Recommendations 1 and 4 work is underway. The
recommendation further away from completion is Recommendation 9 as
we are asking people to change the way they work in terms of working
patterns – this is a big piece of work. Resources in units will not increase. A
number of recommendations are completed, now monitoring will be
ongoing.
SD – A number of the recommendations seem procedural. Is there
anything around internal audit regarding the scale of non-compliance
across the wider number of wards? How do we make sure there is learning
across the trust?
MW – Monthly audits are now undertaken.
RD – It is disappointing that we are coming thematically back to the same
issues. The action plan needed re-circulating as actions were not up to
date.
ID – I will circulate the latest version.
SBr – Reports go to the Board and are reviewed six months after to ensure
actions have taken place.
MW – MW and JW were meeting with Oxleas House staff next week.
ID – The case has already gone to the Coroners Court and the Coroner is
satisfied.
LS – Getting time to build up relationships is very important. A template is
in place but people are not getting the time to spend with the patient.
Could volunteers be an option?
ID – I agree, wards are a high pressure environment. We can do more
focussing on communicating the support available when the primary nurse
is not on shift.
MM – Recommendation 5 – these things happen, whatever the outcome,
our clinical staff need clear guidance and regulations to make it easier to
report.
MW – I hope the review of the policy has done this as the protection of
staff is very important.
RS – The summary says that despite pressures, there did not appear to be
as much professional curiosity as might have been anticipated. In the
relationship between the nurse and patient, how do you maintain
professional curiosity in times of pressure, stress and finance. Curiosity
determines the outcome.
8
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JC – On reflection, was there anything from the family and staff that
admission was not the right option for this patient?
MW – It was the panel’s understanding from the person admitting, that
the doctor admitting was very worried about PB and wanted to keep him
safe. It was not ideal, and despite PB not wanting his family involved, he
was texting his sister saying he was worried about where he was. This is a
valid point. Staff should be having professional curiosity, but they are
under pressure. Staff did try to make contact with PB after 6 hours. Each
situation should be assessed on its own merits.
IO – I have spent time with staff on acute wards recently. Staff are often
drawn to the more difficult patients. If there is an incident, this has to be
dealt with. They then have to document several patient interactions. We
are increasingly talking about when a patient is to be discharged. Patients
need to stay as long as they need to. We should learn lessons and support
staff.
JH – From my experience people can disguise what they are really feeling.
How can staff get behind this?
JC – Do staff on wards recognise and hear discussions from the Council of
Governors?
AT – Feedback from inquiries and serious matters are taken up. Staff are
under a huge amount of pressure, but they learn and take issues very
seriously.
MW – We met with the team after the inquiry was completed, and the
family have been told about what happens next.
Crisis pathway and recent developments
ID presented this item, highlighting the most significant points.

Noted

The vast majority of work is done in the community – within a patient’s
home, Oxleas facilities or in non-mental health community settings.
Our three local Clinical Commissioning Groups commission acute working
age adult and older people’s mental health beds and these are provided on
three sites within Oxleas.
Our locality mental health teams provide the bulk of services to adults with
serious and/or enduring mental health problems. Treatment consists of
pharmacology, talking therapies, support to aid daily living, all with a care
plan.
Crisis Care
A patient is only admitted when all options have been exhausted, both
informally and formally.
We participate in national benchmarking data which shows we do have a
high number of admissions but a low length of stay. We have an average
number of beds, but these are a limited and expensive resource.
Coming into hospital can be very disruptive and a real challenge for family
networks. It is important that an admission is done thoughtfully in
collaboration with the service user. It is therefore really important to
deliver a range of services from Oxleas and partners to alleviate crisis.
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An entry point is A&E and a lot of work has been done with the Queen
Elizabeth Hospital and commissioners to see people quicker in A&E. Where
patients are well known, can we take more positive risks to avoid
admission?
Community teams are now more responsive to patients coming into A&E.
A Quality Improvement project – purposeful admission is underway in
Greenwich to ensure admissions to hospital are appropriate.
We are having contract discussions with Clinical Commissioning Groups
trying to bring parity of esteem and the 5 Year Forward View into action.
The Service User Network (SUN) project has started in Bromley and initial
data is positive. In Greenwich, we are about to go live with the Serenity
Integrated Mentoring (SIM) project where a police officer is embedded
within the community mental health team. Greenwich is the first London
borough to adopt this initiative. There is a trust-wide crisis line hosted in
Bexley.
This week, a Crisis Café opened in Bexleyheath, in partnership with Bexley
Mind. We are having conversations with commissioners and providers in
Bromley and Greenwich to see if we can expand this model.
There is ongoing work in the three boroughs to ensure there is effective
risk assessment and crisis planning in our community teams.
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MM – With regard to relapse prevention, how will you communicate
changes to patients to prevent people turning up in A&E?
ID – In relapse prevention work all service users have crisis care plans
developed in collaboration with them, which are robust and available
electronically too. In Greenwich, we are working with commissioners, the
third sector and GPs to establish a new model for the ‘front door’ into
mental health services to enhance our ability to respond to crisis referrals
from GPs to prevent them sending patients to A&E.
South London Mental Health and Community Partnership
Forensic service 12 month review
EZ and BT presented this item.

Noted

The South London Partnership forensic pilot was formally established on 1
April 2017. The forensic New Models of Care pilot is approaching the end
of its first year and continues to make very good progress at an
operational, partnership and strategic level.
Assessment and Repatriations
Under the previous arrangements, out of area secure placements were
funded and case managed by NHS England. A key objective of the pilot
was to reduce the overall number of out of area placements and deliver
services closer to home.
There were 196 patients in out of area placements at the start of the pilot
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and to date this has reduced to 169 patients. Additionally, the programme
has maintained a consistently low number of patients placed in the
independent sector.
168 patients have been assessed by the Out of Area Team. Plans are in
place to assess the remaining patients currently in out of area placements
and to continue to repatriate three patients on average per month. Since
1 April 2017, 47 patients in total have been repatriated of whom 11
patients have stepped down to community placements which are funded
by CCGs. An additional 4 have moved from medium secure to low secure
services within the independent sector.
The programme maintained a low number of out of area placements, with
the number this year to date standing at 14.
We are on track to surpass the required financial savings with forecast
total savings of £2.5m.
Service Development
The pilot for the single point of access for referrals went live from October
2017 for South West London & St George’s NHS Trust referrals. Effective
from January 2018 all South London & Maudsley NHS Foundation Trust
referrals were also referred into the single point of access. This has been
progressing well. Our referrals will be processed via the single point of
access this month.
Two business cases developed within the programme have been
considered and supported by the South London Partnership Portfolio
Board, these relate to the development of forensic outreach services and
the development of community based female step-down accommodation
in partnership with a third sector provider. These will be funded by savings
delivered through the programme. A further four business cases are in
development through the clinical pathway work streams.
Case studies demonstrated the positive impact of developments on service
users.
NHS England is inviting bids for New Care Models Community Services
which will create more opportunities.
BT thanked EZ, stating that the pilot has been truly clinically led, proving
that by working together, clinicians can provide better services for
patients.
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JC – There are huge opportunities to replicate across the trust.
BT – The Tier 4 CAMHS service has just gone live, putting young people
into beds. We are opening up additional local beds to stop people waiting
for long periods in 136 suites then sent across the country for a bed.
JC – Do we have too many community teams?
BT – There is a high level of specialism.
Governors activity update

Agreed
11

JM presented this item.
Lead Governor election
The Lead Governor position will become vacant when RS’s term of office
ends in September. JM drew attention to the election process,
encouraging governors to consider standing for this important role. The
election opens on 1 May and nominations close on 31 May. Any governor
standing for election should be sponsored by one other governor.
Candidates will be invited to present at the June Council of Governors the
day before voting opens.
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RS added that this is a unique opportunity which he highly recommended
to governor colleagues. Governors can contact SBr for further information,
or RS for an informal discussion about his experience in the role.
Holding NEDS to account
Governor Board report
RD confirmed there was full governor representation for future Board and
Board sub-committee meetings and reiterated the importance of
governors engaging as observers.
Update from Steve James, NED
SJ advised that his principle interest and reason for becoming a NED was
his commitment to services making people’s lives better and asking
whether this has been achieved at meetings.
SJ chaired the old Quality Committee which was a good place to exchange
information but did not elicit full discussions.
The new Quality Improvement and Innovation Committee now gives the
trust space to think about how the trust might innovate. SJ was looking
forward to chairing this committee. SJ also sits on the Audit and Risk
Assurance, Infrastructure and Performance and Quality Assurance
committees.
SJ attends the Membership Committee and is the Senior Independent NED
which means he coordinates AT’s appraisal. SJ is also part of the
Whistleblowing process, and he would like to see more staff raising issues
with him.
DG – The Chief Medical Officer said last month that the NHS contributes
5% towards emissions causing air pollution. What is the Board doing to
address estate energy efficiency and travel?
SJ – From discussions with the Director of Estates and Facilities, Estates
look at energy efficiency for all new developments. The problem of teams
travelling around the borough being hindered due to traffic and parking
can be a bigger issue than pollution. I can take this back to the Committee
but the top of people’s list is the difficulty of people getting around to visit
patients.
AT – We have increased the use of IT so that we do not need face to face
meetings.
JT – One area is technology. WebEx can be used, but we can use
12
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technology more.
SB – Quality Improvement can challenge senior management, people’s
working methods, some people may feel uncomfortable.
SJ – People signed up to this throughout and we knew people should be
challenged by people with the knowledge within services.
VS – I was with district nurses talking about Local Care Networks. From a
Quality Improvement and cost improvement angle, GPs are aligned to
nursing homes and as nurses are aligned to the GPs, they will be travelling
across the borough to support which is not cost effective.
SJ – You should encourage the team to raise this, if it does not make sense
in terms of cost effective and efficient working.
Membership Committee update
SB advised that the Membership Committee had been postponed with a
plan to meet after the Greenwich Members’ Focus Group. However, the
Greenwich Members’ Focus Group was then cancelled due to inclement
weather, as was the re-scheduled Membership Committee.

Noted

Once the Greenwich Members’ Focus Group is re-scheduled, a new date
for the Membership Committee will be confirmed.
Any other business
On behalf of the Council of Governors, AT said goodbye and thanked BT for
his outstanding support to the trust as Chief Executive and prior to this, as
Director of Finance. A cake was presented to mark the occasion of BT
leaving.
Date and time of the next meeting
Thursday, 21st June 2018, 5.30-7.30pm, Edwards Suite, Holiday Inn Bexley,
Black Prince Interchange, Southwold Road, Bexley DA5 1ND
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Summary and Highlights
Our current Lead Governor, Raymond Sheehy’s final term of office ends in September 2018.
The election (nominations) process to find a new Lead Governor ran from 1-31 May 2018.
Cllr Richard Diment has been elected unopposed and will take over the role of Lead
Governor following the AMM on 26 September 2018.
Key Benefits:

Recommendation:
The Council of Governors to note.

REPORT OF VOTING●
OXLEAS NHS FOUNDATION TRUST
ELECTION OF LEAD GOVERNOR
CLOSE OF NOMINATIONS: 5PM ON 31 MAY 2018

Further to the deadline for nominations for the above election, the following candidate was elected unopposed:
RESULT – 1 TO ELECT
Richard Thornton DIMENT

Robina Mirza
Returning Officer
On behalf of Oxleas NHS Foundation Trust

ELECTORAL REFORM SERVICES●
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Agenda item

Chief Executive Appointment

Item from

Andy Trotter, Chair

Attachments

Matthew Trainer’s CV (personal details have been redacted)

Summary and Highlights
The Chair, Non-Executive Directors, Lead Governor, Medical Director and Director of
Workforce and QI met on 25 April 2018 to consider applications for the post of Chief
Executive of Oxleas following the departure of Ben Travis in March 2018. Four candidates
were shortlisted.
The four shortlisted candidates participated in a recruitment process on 17 May 2018 which
comprised of
i) A presentation and question session with a group of our key stakeholders, with
representatives from the three clinical commissioning groups, the three local
authorities, acute partner trust, governors, staff side chair, trust directors and
non-executive directors
ii) a meeting with the Chief Executives of the two partner trusts in the South London
Partnership; and
iii) an interview with a panel
The interview was with the Chair, Lead Governor and four non-executive directors. Steve
Russell, Executive Regional Managing Director – London, NHSI attended as an independent
panel member.
The interview panel considered the evidence from the interview as well as scores and
opinions from those attending the other parts of the process.
It was the unanimous decision of the panel to appoint Matthew Trainer as Chief Executive of
Oxleas NHS Foundation Trust. Mr Trainer was also the preferred candidate from the
stakeholder group and the South London Partnership CEOs.
The panel felt that Mr Trainer had the ability to lead the trust, reflected our values and
demonstrated the ambition and vision to steer it through forthcoming challenges. He had a
strong understanding of the trust, including local and regional issues. The panel was
confident that he was best placed to lead Oxleas in meeting those challenges.
The Nominations Committee on 17 May 2018 proposed that an offer of the Chief Executive

role be made to Mr Trainer. Mr Trainer would be informed that he was the preferred
candidate subject to employment checks and ratification at the June Council of Governors
meeting. The offer was subsequently accepted and employment checks are currently
underway.
The decision of the interview panel was presented at the Trust Board on 7 June 2018 and
was approved.
Key Benefits:

Recommendation:
The Council of Governors ratifies the decision of the Chairman and Non-Executive
Directors to appoint Matthew Trainer as Chief Executive of Oxleas NHS Foundation Trust

Matthew Trainer - CV
•
•
•

•

Managing director of an acute hospital and elective orthopaedic hospital in South
East London, with 2,800 staff and a budget of £236m, and part of the executive
team at King’s College Hospitals NHS Foundation Trust
An experienced system leader in the London NHS, with previous roles as a
director of operations at NHS England and at CQC, and with extensive experience
of quality assurance, transformation and improvement
A confident leader of people and strong communicator with a background in
strategy development, able to work well with NEDs, executive colleagues and
frontline staff, and with the public to deliver a vision for improvement backed up
by a visible, hands-on management style
Strong financial acumen built through management of a large deficit budget at the
Princess Royal and in CCG assurance at NHSE, including via active roles in a
number of arbitrations and turnaround programmes

EMPLOYMENT
Managing Director, Princess Royal University Hospital (PRUH) and South Sites
King’s College Hospitals NHS Foundation Trust
November 2016-present
•
•
•

•
•

•

Member of King’s Executive, accountable for the delivery of quality,
performance, workforce and financial objectives at the PRUH, Orpington
Hospital, and King’s services at Beckenham Beacon and Queen Mary’s Sidcup
Leader of a senior team responsible for the management of 2,800 staff, actively
seeking to reduce the vacancy rate at the PRUH and drive up staff satisfaction and
improve patient experience as a result
A hands-on frontline operational director, working actively with teams across ED,
acute medicine, post-acute medicine and outpatients to set a clear direction for the
division, implement transformation programmes to improve patient flow, and to
actively tackle quality and safety concerns as they arise
Delivered the best A&E performance since the King’s acquisition in October
2013 for 10 of 12 months in 2017; eliminated 52 week waits by March 2018;
improved cancer performance consistently across the year
Leads the division’s financial recovery programme, through a combination of CIP
delivery, run rate reduction, grip and control, and income improvement; delivered
the most robust divisional CIP programme for 2018-19
Working closely with the new Chair of King’s as leader of an initiative to tackle
over-65 year olds who are frequent attenders at A&E, bringing together partners
across the acute, community, primary care and social care sector to design a
‘hospital at home’ model appropriate for the needs of Bromley

•

•

Programme lead for the opthalmology ‘Getting it Right First Time’ initiative
across the entire Trust, working with the Chair to improve the clinical and
workforce model and deliver better patient experience and significant income as a
result of improved pathways
A visible leader across the Bromley and SEL system, driving partners toward the
goal of setting up an integrated care organisation in order to address a 7.5% year
on year increase in non-elective demand by pushing care upstream to support
people to stay well

Director of Commissioning Operations (South London)
NHS England, London SW1E 6QT
June 2013-present
•

•
•

•
•
•
•

Responsible for assurance of 12 clinical commissioning groups (CCGs) in South
London, holding them to account for delivery of NHS constitutional standards, for
balancing their budgets (total £3.9bn), and for ensuring that they are well-run and
effectively governed public bodies
Leader of a matrix team operating across operations and delivery, medical,
nursing and finance within the London regional office of NHS England
Accountable for making appropriate interventions in case of service /
organisational failure, including oversight of detailed financial and quality
recovery plans (primarily for A&E, cancer, RTT and diagnostics) for a range of
commissioning and provider organisations
NHS Gold on call for London on a one-in-six rota, responsible for senior decision
making in response to trust divert requests, for managing PICU and CAMHS bed
pressures out of hours, and for leading the NHS response to serious incidents
SRO for Transforming Care for people with learning disabilities across London,
accountable for working with commissioners and providers to transform the way
in which the NHS in London cares for some of its most vulnerable people
SRO for the London A&E taskforce for winter 2015-16, running three
programmes (LAS handovers, DTOCs and system performance management)
across NHS England and Monitor / TDA to improve urgent and emergency care
Interim role as programme director for the South West London STP (February to
April 2016) on behalf of the London tripartite to manage a crisis in the
development of their five-year plan, including working with CCG chief officers
and Trust chief executives to secure buy in to major system transformation

Regional Director of Operations (London)
Care Quality Commission, London EC1Y
•
•
•

December 2011-May 2013

Responsible for leadership and management of 12 London inspection teams,
managing 150 staff and a budget of £8.1m; member of CQC’s executive team
Worked to Professor Sir Mike Richards as delivery director for the first ‘wave’ of
new model CQC hospital inspections from September to December 2013; made a
significant contribution to the development of CQC’s new five-year strategy
Successfully managed quality risk and delivery of CQC’s inspection programme
taking in 6,500 services across the 33 London boroughs

•
•
•

Worked to improve culture and morale in the London region, increasing positive
morale by more than 20 percentage points over 18 months as regional director
Responsible for maintaining strong stakeholder networks across health and social
care in London, building an effective relationship with NHS England, the TDA,
Monitor and ADASS, and with local politicians and scrutiny bodies
Representing CQC and its work in a range of national and local media (from BBC
breakfast news to Nick Ferrari on LBC; frequent public speaker, actively
promoting CQC and its strategy with the public and providers

Head of Public Affairs
Public Affairs Manager
Care Quality Commission, London EC1Y

March 2010 to November 2011
October 2009 to March 2010

• Set up and chaired CQC’s first effective cross-sector and stakeholder external
advisory group for the ‘Dignity and Nutrition’ inspections programme in 2011;
also wrote the national report (front page news on publication)
• Responsible for delivery of CQC’s first Board-approved stakeholder strategy,
covering government, Parliament, trade associations and user groups
Head of Communications
Communications Manager
MS Society, London NW2
•
•

January 2007 to October 2009
May 2005 to December 2006

Set up the MS Society’s communications department following an organisational
review, managing 16 staff through a period of change, with a £2.3m budget
Organisational lead on PR, on internal comms (8,000 volunteers and 550 staff at
seven UK-wide locations), on crisis management and brand development

(Prior employment history available on request)
EDUCATION
MA in Philosophy (distinction)
Open University

2/02 – 6/06

Postgraduate Diploma in Newspaper Journalism
University of Central Lancashire

9/98 – 6/99

B.A. Joint Honours History/Philosophy (2:1)
University of Leeds

9/93 – 6/96

A-levels: 3xA, 1xB GCSE: eight at grade A, one B
Cardinal Griffin RC Comprehensive, Cannock

9/87 – 6/93

References – to follow
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Agenda item

Quality Accounts

Item from

Rhoda Iranloye – Associate Director, Quality & Governance

Attachments

• Oxleas Quality Accounts 2017/18
• Oxleas response to external assurance
recommendations

Summary and Highlights

1. Quality Accounts 2017/18
Each year, we are required to publish our Quality Accounts and submit it to the Department of
Health, NHS Improvement and the NHS Choices website.
The report 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 2017/18 quality priorities
Achieved
Mostly Achieved
Not achieved
Total

17 (89% )
1 (5%)
1(5%)
19

The red and amber indicators are for:
• Objective 2 - ensuring 80% of patients have their support network identified and noted
within their care record;
• Objective 5 - participation in the national CQUIN programme of improving the physical
health of patients with serious mental illness and achieving the set targets of comprehensive
cardio-metabolic risk assessment using the Lester Tool and interventions in patients at high
risk
Further detail on our performance against these two indicators are provided in the enclosed quality
accounts
Part 2 also covers:
• Our quality improvement priorities under each of the 6 Quality Objectives for 2018/19
• 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 Single Oversight framework. 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.
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 Healthwatch, Greenwich and Bexley CCGs are included in the
report. Bromley CCG did not submit a response.
2. Deloitte External Audit assurance on the quality accounts
We are mandated under NHS Improvement’s regulations to have an external audit review of our
Quality Accounts, and sample test chosen NHSI quality indicators and an indicator chosen by the
trust council of governors. Deloitte began their external audit assurance in March 2018 on the
following indicators:
Deloitte began their external audit assurance in March 2018 on the following indicators:
1. Early intervention in psychosis Definition: “The proportion of people experiencing first episode psychosis or ‘at risk mental state’
who wait two weeks or less to start NICE recommended package of care. – Mandated Indicator
2. Inappropriate out of area placements –
Definition: “Total number of bed days patients have spent out of area” on placements assessed as
inappropriate, calculated as the average of the monthly position.
Out of area placements include all placements with other providers, and placements within a
provider where usual frequency of contact with the care co-ordinator is not possible. - Mandated
Indicator
3. Objective 6: Ensure we routinely measure clinical outcomes so that we know that our care
makes a difference to patients.
Definition: “Each Oxleas directorate will continue to implement clinical outcomes measurement as a
normal way of practice. We will do this by extending participation to the clinical teams that can
collect paired outcomes and achieve the trajectory set by the Trust – local indicator chosen by
Council of Governors
The testing and findings of the mandated indicators have led to a qualified opinion by Deloitte. The
findings and recommendations from Deloitte following their testing and review of the 2017/18
quality accounts and mandated indicators will be presented separately by Deloitte. However
additional context will be provided to the Council of Governors as part of the Quality accounts
presentation.

Key Benefits:
Recommendation:
To note

Quality
Accounts
2017/18

Table of Contents (to be updated for NHS Choices/standalone version)
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1.0 Chief Executive Statement on Quality
Providing high quality services and ensuring excellence for every patient has been our focus every
year. I am pleased to present to you our Quality Accounts for 2017/18 which give you an insight to
our commitment to improve lives by providing the best quality health and social care for patients,
their families, carers and those identified as important to them. The following pages demonstrate:
•
•
•
•

Our approach to quality improvement,
Our performance against the quality priorities we set for ourselves in 2017/18,
Our priorities for 2018/19,
A showcase of notable and innovative practice that has taken place across our services this
year.

We have worked hard across all our services to ensure we achieve our quality priorities. We have
achieved 17 of our 19 quality indicators. We are determined to focus on continued improvement in
those areas to ensure these are achieved in the year ahead. Our goal is for continuous quality
improvement across all services.
Our Board has always been committed to making quality the focus of everything that we do and
this year has been no different. We have a ‘Board to Floor’ programme of monthly visits to clinical
areas by every member of the Trust board accompanied by a clinical and service director. These
visits provide our staff and patients the opportunity to directly engage with members of the Board
and executive team to share their views on the quality of our services and what it is like to work in
Oxleas. Feedback about each visit is also given by non-executive directors at every public Board
meeting.
In addition, I am pleased to share that following a re-inspection of our forensic services by the Care
Quality Commission in April 2017, that all Oxleas services are now rated as good in the quality
domains of safe, effective, responsive, caring and well-led with the exception of Forensic who were
rated as outstanding in the quality domain of ‘responsive’ and our Adult Learning Disability services
who were rated outstanding in the quality domain of ‘caring’. Further detail is provided in section
2.4.5 of the quality accounts.
Looking forward to the coming year, we have launched an ambitious programme of quality
improvement and innovation (Qi). This is a programme that we hope will lead to sustained cultural
change within Oxleas ensuring that quality improvement is incorporated into the practice of all our
staff and Qi initiatives are routinely implemented, reviewed and learning scaled up across the
organisation. This will involve comprehensive training for staff across Oxleas, with quality
improvement initiatives undertaken in all directorates tackling issues identified by staff and
promoting joy at work. This is an exciting new step for us and we look forward to sharing our
quality outcomes with you in 2018/19.

Each year, we work in partnership with staff, patients, carers, members, commissioners, GPs,
Healthwatch and other stakeholders and we are grateful to all who have supported and worked
with us in reviewing and setting our quality plans. We are proud to have had another successful
year and we are determined to maintain these high standards throughout 2018/19.

Declaration
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.
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These include:
•

Data is derived from a large number of different systems and processes. Only some of these
are subject to external assurance, or included in internal audits programme of work each year.

•

Data is collected by a large number of teams across the Trust, alongside their main
responsibilities, which may lead to differences in how policies are applied or interpreted. In
many cases, data reported reflects clinical judgement about individual cases, where another
clinician might reasonably have classified a case differently.

•

National data definitions do not necessarily cover all circumstances, and local interpretations
may differ.

•

Data collection practices and data definitions are evolving, which may lead to differences over
time, both within and between years. The volume of data means that, where changes are
made, it is usually not practical to reanalyse historic data.

The Trust, its Board and management team have sought to take all reasonable steps and exercise
appropriate due diligence to ensure the accuracy of the data reported, but recognise that it is
nonetheless subject to the inherent limitations noted above. Following these steps, to my
knowledge, the information in the document is accurate with the exception of the matters identified
in respect of the Early Intervention in Psychosis and Inappropriate out-of-area placements for adult
mental health services indicators as described in section 3.1 and Annex 3 of this report.

Signed by

Helen Smith, Acting Chief Executive
22 May 2018
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PART 2
2.0 Quality Priorities for Improvement
In this section, we provide an update on our priorities for improvement and statements of
assurance from our Trust Board of Directors
Oxleas is committed to delivering good quality care and we have worked in partnership with our
staff, patients, carers, members, commissioners, GPs and others to identify areas for
improvement. Our annual Quality Account gives us an opportunity to share our performance
against our 2017/18 priorities, describe our areas of focus for 2018/19 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 2017/18 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, service users, carers and families of people who have used our
services
Regular review at our Performance & Quality Assurance Committee and associated quality
sub-groups

Where available, we have included data from previous years’ quality reports for comparison and to
evidence progress. 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 8, section 2.6. 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 3 years where this data is available.

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 2017/18 performance is 5% or less below the set

- This means our 2017/18 performance is 6% or more below the set

2.2 Our performance against our 2017/18 Quality Objectives
Our quality priorities are split across 6 quality objectives
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Objective

Description

Quality Domain

Quality objective 1

Ensure we meet our patient promise

Patient Experience

Ensure we involve families, carers and people important
to our patients

Patient Experience

Ensure we involve patients in planning their care and
they have a care plan that is personal to them

Clinical Effectiveness

Ensure we put the safety of our patients first

Patient Safety

Ensure we provide care in line with national best
practice and guidelines

Clinical Effectiveness

Ensure we routinely measure clinical outcomes so that
we know that our care makes a difference to patients

Patient Safety

Quality objective 2

Quality objective 3

Quality objective 4
Quality objective 5

Quality objective 6

We have provided summary of our trust-wide performance against each of the 6 quality objectives
below however further detail on each objective is provided in sections 2.2.1 to 2.2.6.
We have 19 quality goals across the 6 quality objectives:

Achieved
Mostly Achieved
Not achieved
Total

17 (89% )
1 (5%)
1 (5%)
19

2.2.1 Quality Objective 1 – Meeting our patient promise (Patient Experience)
Our patient promise is the foundation of our patient experience 6 ‘must ask’ questions that must be
used in every Oxleas patient survey. We recognise the importance of asking the following
questions and ensuring that we respond to what patients tell us about the care, service and
treatment that they have received:
1. Patients reporting that they have been provided with enough information about care and
treatment
2. Patients reporting that they been involved in decisions about their care and treatment
3. Patients reporting that staff have treated them with dignity and respect
4. Patients reporting that they have been helped/quality of life has improved as a result of the
care and treatment they have received
5. Patients who reported that they wanted friends/relatives involved in their care/treatment did feel
that they were involved
6. Patients reporting that they would recommend our service to friends and family if they need
similar care or treatment
Our overall Trust performance against all 6 questions over the last 3 years is shown below (the
data source is from the results of our internal patient experience surveys):
:
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Chart 1 – Meeting our patient promise – Oxleas Overall Position

Meeting our patient promise
100%
98%
96%
94%
92%

2015/16

90%

2016/17

88%

2017/18
Target

86%
84%
Provision of Involvement in Treated with Have been
enough
decisions
dignity &
helped or
information about care &
respect
quality of life
about care & treatment
has improved
treatment

Friends &
family feel
involved in
care

Will
recommend
service to
friends &
family

The directorate level breakdown is shown in table 1 below (please note that we moved from
st
functional directorates to borough directorates on the 1 of April 2017, hence our data below has
been shown according to the new directorates, however the indicators are still the same as per
previous years):

Service Directorate Summary for 2017/18

Patient Experience
Quality Improvement Goal
for 2017/18

Adult
Learning
Disabilities
(ALD)

Children &
Young
People
(CYP)

Bexley

Bromley

Greenwich

Forensic &
Prisons

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

99%

96%

98%

91%

92%

97%

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

98%

96%

98%

87%

97%

97%

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

99%

98%

99%

94%

100%

99%
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90% of patients surveyed are
reporting that they have been
helped as a result of the care
and treatment they have
received

98%

93%

98%

88%

99%

97%

90% of patients who reported
that they wanted
friends/relatives involved in
their care/treatment did feel
that they were involved

96%

96%

94%

78%

96%

96%

Friends and Family Test
90% of patients surveyed are
reporting that they would
recommend our service to
friends and family if they need
similar care or treatment

96%
recommend

89%
recommend

92%
recommend

73%
recommend

81%
recommend

88%
recommend

2% not
recommend

4% not
recommend

2%
not
recommend

15% not
recommend

5% not
recommend

2% not
recommend

Total number of responses

3729

1114

9617

3076

893

434

Our 2017/18 overall trust performance shows that we have achieved over the 90% target for each
of the 6 must ask questions - 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 some exceptions are seen in
the Forensic & Prisons and Adult Learning Disability Directorates. We will 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.
Number of patients who have responded to our surveys
We have made significant effort over the last year to improve the coverage of teams who ask
patients to give us feedback as well as to increase the numbers of patients who respond to our
patient experience surveys and 6 must ask questions. For 2017/18, we have seen an 88%
increase in the number of patients who have responded to our surveys compared to the previous
year.
Chart 2 – number of patients providing feedback
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Number of patients providing feedback
18,863

20,000

number of responses

18,000
16,000
14,000
12,000
10,000

9,745

2015/16

10,021

2016/17

8,000

2017/18

6,000
4,000
2,000
0
2015/16

2016/17

2017/18

2.2.2 Quality Objective 2 – Involving families, carers and people important to our patients
(Patient Experience)
Please note: Progress for objective 2 indicator that states ‘ to ensure 90% of patients who reported that they
wanted friends/relatives involved in their care/treatment did feel that they were involved’ has been captured
in section 2.2.1 above.
Please note: The data source for this objective is from RiO our electronic patient care record and is a
local definition.

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. One of the outputs
from the strategy was to implement a support network engagement tool (SNET) which captured
who was important to patient and details recorded within the care record. This assessment tool
asks the following questions:
•

Who is most important to you at the moment?

•

How would you like those identified as most important to be involved in your treatment?

•

If there is an emergency, who would you want involved?

•

How would you want them to be involved in an emergency?

Our improvement goal was to ensure 80% of patients have their support network identified and
noted within their care record; disappointingly this has not been achieved this year. Our
achievement at the end of 2017/18 was 35.2%. This is disappointing to note as we achieved 80%
in 2016/17 but this was just specific to our inpatient bedded services and community mental health
teams. In 2017/18, this was expanded to include all Oxleas services which was a greater challenge
for us.
To help us achieve this next year, there will be continued effort to help our staff move from just
thinking about the individual patient presenting for a service, to thinking more widely to also
supporting their network, those who are important to them. This is a challenging task for any
healthcare provider given the high pace of work required within services.
We will increase the number of reminders to staff including updating the clinicians’ task list on Ifox
(our information & performance dashboard) to indicate whether the SNET form has been
completed as well as ask services to include this indicator as one of the performance areas
discussed in their team huddles.
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Our aspiration is for all patients/service users and their support networks to be offered the
opportunity to be included, involved and engaged; every staff member makes it a priority to ensure
that support is provided for the identified network for their patients; and for the inclusion of patients’
support networks to become everybody’s business. This will continue to be our focus in the coming
year and we aim to achieve this across all identified Oxleas services in 2018/19.

2.2.3 Quality Objective 3 – Involving patients in planning their care and that they have a care
plan that is personal to them (Clinical Effectiveness)
Ensuring that patients are involved in discussions and decisions about their care and have a plan
that is personal to them continues to be 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.
Objective 3 comes under the clinical effectiveness domain and has two quality goals; we have
provided our 2017/18 performance below:
Please note: The data source for this indicator is from RiO our electronic patient care record and is a
local definition.

Chart 3
Quality indicator - To ensure 95% of our patients will have a recorded care plan on RiO

Percentage of patients with a care plan
100.0%
99.3%

99.0%

% of patients

98.7%

98.4%

98.0%

98.4%

97.0%
96.1%

96.0%
95.0%

95.0%

94.0%
93.0%

Patients with a care plan on RiO

2017/18

2016/17

2015/16

2014/15

2013/14

2012/13

92.0%

Target

This quality indicator had consistently been achieved over the previous four years and we are
pleased to see that there is continuous improvement in this area. Our goal is for at least 95% of
our patients to have a comprehensive and personalised care plan on RiO and this will continue to
be a focus for the Trust and has been added as a priority indicator for the coming year.
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Quality indicator - To ensure 95% of our patients on CPA (Care Programme Approach) will
receive a 12 monthly review
Please note: The data source for this indicator is from RiO our electronic patient care record and is a
national core definition.

Chart 4

Percentage of patients on CPA who received a 12 month review
101.0%
100.0%

99.7%

% of patients

99.0%
98.0%
97.0%
96.0%

97.2%

96.4%

96.0%

95.1%

95.0%

94.2%

94.0%
93.0%
92.0%

Patients on CPA who received a 12 month review

2017/18

2016/17

2015/16

2014/15

2013/14

2012/13

91.0%

Target

In 2016/17, we were 0.8% under the 95% target; we are pleased to note that the 2017/18 status is
almost at a 100% with an achievement of 99.7%.

2.2.4 Quality Objective 4 – Ensure we put the safety of our patients first (Patient Safety)
For 2017/18, we stated that we will continue our improvement focus on our sign up to safety plan.
There are 7 identified areas of focus under the quality objective and we have provided a highlight
below on each goal. These have been regularly been reviewed by the Trust Safety Committee.
Please note: The data source for our patient safety goals are from RiO our electronic patient care
record, Datix (our incident recording system) and from local clinical audit

• Preventing the physical deterioration of people with enduring mental illness
In 2017, we reviewed and introduced new physical health monitoring forms to the patient’s
electronic record system to ensure the monitoring of Physical health observations, including blood
glucose and blood lipids, BMI, Malnutrition, smoking status and substance and alcohol misuse.
This has provided teams with ease of accessibility to record and monitor physical health

We continue to promote Sepsis awareness throughout the trust and are using an e-learn package
for staff to access additional training. In June 2017 an electronic version of the Modified Early
Warning Score (MEWS) was added to the electronic patient record. This form has an inbuilt sepsis
alert tool, which triggers a warning to staff if an abnormal physical health reading is recorded.
However we will be moving to NEWS2 in 2018. This is the national early warning scores. We have
a robust plan and relevant package of training to be able to successfully and safely roll out NEWS2
to all inpatient wards by the end of 2018.
•

Supporting an open and honest culture throughout the Trust (duty of candour)
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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.
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.

Compliance with Duty of Candour continues to be embedded throughout our services. Staff have
shown increased confidence in contacting the Duty of Candour Lead to ask about incidents where
it may be applicable and show greater understanding overall. In 2018/19, there will be a Duty of
Candour refresh to further improve staff awareness; this will include ward visits by the Duty of
Candour Leads. We will continue to work with the Health Innovation Network and colleagues from
neighbouring London trusts to focus on learning from deaths and ensuring Duty of Candour.
• Suicide prevention
The Oxleas Suicide Prevention Group was originally set up as a task and finish group to create our
Suicide Prevention Strategy: http://www.oxleasstrategies.com/suicidepreventionstrategy/ which
has had almost 20,000 page views.
We have carried out two audits of concordance with the trust’s observation policy forms, our results
show that further improvement is required and work has been some improvement; however, further
improvement is required and we are working in partnership with the South London Partnership
partners to deliver e-observations rather than to continue to use paper forms. The e-observations
forms will synch with our patient electronic record RiO. This will save an enormous amount of
admin time scanning and uploading observation forms; it will make recording of observations more
accurate, and will stop amended forms being used by wards.
In 2017/18 we also held an embedded learning event for prison staff. The event showcased a film
that had been commissioned form prison staff: The aim of the film was to promote awareness of
suicide prevention in prison settings.
Work is underway to conduct a trust-wide suicide audit. The aim is to identify any local factors
associated with suicide, and any learning that might come from this. The finding of this audit will be
reviewed by our Trust Safety Committee in 2018/19.
• Reducing risk and harm of violence in our mental health wards/Restrictive Practice
Restraint is the use of force or a threat to use force to make someone do something they are
resisting, or the restriction of a person's freedom of movement, whether they are resisting or not.
(Mental Capacity Act 2005, section 6(4)). On occasion physical restraint may be necessary either
to safeguard a patient from harming themselves or others. In these circumstances staff will need to
be able to affect a consistent team approach to physical restraint to ensure effective and safe
management of the situation for both staff and service users. Nationally accepted training on
physical restraint techniques is provided to Trust staff in accordance with the Training Needs
Analysis. Restraint may take many forms. It may be both verbal and physical and may vary in
degree starting from a verbal request to calm down to assisting someone to a safe low stimulus
environment

Oxleas aims to reduce incidences of violence and aggression through increased awareness and
training and the appropriate management of violent and aggressive behaviour. In its guidance the
Department of Health (2014) outlines its aims to develop a culture across health and social care
where physical interventions are only ever used as a last resort when all other alternatives have
been attempted and only then for the shortest possible time. This means that we aim to only use
restraint when absolutely necessary and aim to reduce the use of prone restraint and use a supine
option when giving IM emergency medication in the place of prone restraint if required. The Trust’s
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PMVA policy (prevention management of violence and aggression) was updated in September
2017 to include this new option and to ensure new supine training for staff.
PAMOVA (the trust’s PMVA training provider) have included in their PMVA training, risks to
airways in respect of prone restraint and are now training staff in supine restraint for the
administration of IM rapid tranquilisation. It is our priority that 80% of staff receives the supine
restraint training. The overall position for supine training is shown below:
Chart 5

Our restraint data shows that there has been a reduction in prone restraints and an increase in
supine restraints, as shown in the chart below. Quarter 4 in 2017/18 was the first time we reported
more supine restraints than prone restraints.

Chart 6

We are working in partnership with ResearchNet (a service user group) to co-design a restraint
reduction strategy, we continue to roll out the safer wards initiative across all our wards and we are
participating in the South London Partnership violence reduction Quality improvement programme.
• Ligature management
We continue to implement a robust programme of ligature risk assessments across all our
services. This now includes audits completed in CAMHS, Learning Disabilities and Adult Mental
Health community sites.
•

Falls
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We continue to focus on reducing the incidences of falls on our wards. We conducted a
longitudinal study towards the end of 2017/18; this reviewed how many falls a patient had, their
falls risk and the use MFRAT (multi factorial falls risk assessment tool) and care plans for every
patient admitted in a three month time frame in the following units: Greenwich Intermediate Care
Unit, Meadow View Unit and Holbrook Ward. The study aims to develop a deeper understanding
of why and how our patients are falling. The results of this study are currently being analysed
during the writing of this report. The findings will be presented at the Trust Safety Committee and
we aim to share with our CCGs at the Clinical Quality Review Meeting.
• Pressure ulcers
To promote best practice we continue to use our well embedded Pressure Ulcers Prevention
Strategy (PUPS). We have PUPS champions across all areas within the directorates and all staff
are aware of the strategy and how to put it into practice. We continue to ensure pressure ulcer
reviews occur for all incidences of Grade 3 and 4 pressure ulcers. The review meetings ascertain
if the pressure ulcers were avoidable, and any learning is identified and embedded.

2.2.5 Quality Objective 5 – Providing care in line with national best practice and guidelines
This objective is in line with one of our trust values which is to ensure excellence in everything that
we do by providing services and delivering care in line with national best practice and guidelines.
There are 2 quality goals under objective 5:
• We will continue to engage in national audits that permit benchmarking such as POMH UK and the
•

NHS Benchmarking network (Data source – national clinical audit utilising data from RiO in line
with national guidance)
We will participate in the national programme of improving the physical health of patients with SMI
and we will achieve the set targets of comprehensive cardio-metabolic risk assessment using the
Lester Tool and interventions in patients at high risk. (Data source – national clinical audit
utilising data from RiO in line with national guidance)

2.2.5.1 Engagement in National Audits
We have made every effort to participate in national audits that are applicable to the services that
we provide. We participated in 14 national audits in 2017/18 as described in section 2.4.1 below.
We have provided a summary of one of the national POMH (prescribing observatory for mental
health) audits that we participated in last year:
Prescribing high dose and combined antipsychotics national audit
Prescribing high dose and combined antipsychotics is a quality improvement programme that has
been running for 11 years. The audit standards are derived from the NICE Schizophrenia
guidelines and the Royal College of Psychiatrists consensus statement for the use of high dose
antipsychotics.
The standards are:
• Standard 1 - The dose of an individual antipsychotic should be within its licensed/BNF
limits.
• Standard 2 - Individuals receive only one antipsychotic at a time.
• Standard 3 - Where high-dose antipsychotics are prescribed, there should be a clear plan
for regular clinical review including safety monitoring.
In 2017, 58 Trusts participated in the national audit submitting data for 10,072 patients on acute,
rehabilitation and forensic wards; the Oxleas sample was for 257 patients.
Summary and key local issues
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Nationally, there has been a steady but modest reduction over time in the proportion of patients
prescribed high-dose and/or combined antipsychotic medication; Oxleas services benchmark very
well compared to the Total National Sample (TNS) both at the baseline and subsequent audits
(see the diamonds on the figure below in chart 6).
The reduction seen in the prevalence of combined antipsychotics (antipsychotic polypharmacy)
over time seems to be largely attributable to fewer prescriptions for ‘as required’ antipsychotic
medication.
In the 2017 Oxleas sample, regular high-dose antipsychotic medication was prescribed for only 5%
of patients. Our practice with respect to ensuring patients have physical health checks and sideeffects are monitored was largely better than the national average; however 1 in 4 of our patients in
this group had no documented ECG (electrocardiogram) in the last year. Our action plan to
improve on this position includes the procurement of hand held ECG machines for teams to use,
thus not requiring leads to be attached to the patient which can sometimes be a detriment. This will
help to improve ECG screening rates for these patients. As per date of writing this report, hand
held ECG machines have been bought and disseminated to all identified teams.
Chart 7 - Practice improved over time for Practice standard 1: National level - Proportion of
patients (at each audit) in acute adult/PICU settings (in 2017, n=5159) in the total national sample (TNS) and
Oxleas for whom the total daily prescribed dose of antipsychotic drugs including ‘as required’ is higher than
BNF limits.

Proportion of patients

60%
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10%
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2007

2008

2009

2010

2012

2017

2.2.5.2 Participation in the national programme of improving the physical health of patients
with Serious Mental Illness
We continue to participate in the national CQUIN programme of improving the physical health of
patients with serious mental illness (SMI). 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 are
offered a comprehensive cardio-metabolic risk assessment, have access to the appropriate
treatments/interventions and the results are recorded in their electronic record and reviewed
regularly as part of their care plan. We continue to ensure that results of screening are shared with
the patient’s GP and have developed systems to improve the exchange of information with primary
care, particularly around physical health.
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In terms of our 2017/18 goal, we participated in the national CQUIN which this year was
undertaken as part of the National Clinical Audit of Psychosis (NCAP) in December 2017. This
included standards on physical health screening and intervention for our patients. Whilst we have
submitted data to the national team, the official results are yet to be made available. However we
have provided details of our achievement against the national target based on our own internal
self-assessment of the data submitted. Please note that these figures are subject to change
following publication of results from NHS England.

Total no. of
clients in
national
sample

No. of
clients not
screened
for one or
more of the
7 indicators

%
screening
compliance

No. clients
with one or
more missing
interventions

%
Intervention
s
compliance

% Overall
compliance

National
target
2017/18

Inpatient Services

31

1

97%
(30/31)

1

97%
(28/29)

97%
(30/31)

90%

Community
Mental Health
Services

55

36

35%
(19/55)

15

91%
(40/44)

31%
(17/55)

65%

Early Intervention
in Psychosis

211

5

98%
(206/211)

15

92%
(140/155)

90%
(190/211)

90%

Total

297

42

86%
(255/297)

31

91%
(208/228)

90%
(237/297)

-

Table 2
As can be seen from the above table, our results show that the target was not achieved in our
community mental health teams. Following our self-assessment we have taken steps to ensure we
are better placed to meet the physical health needs of SMI patients in the community going
forward. We have undertaken meetings with all community teams to identify and address gaps in
processes for physical health screening and interventions; we will be providing a refresh of training
and recording in this area as well as update standards for physical health clinics and the roles of
physical health leads/champions.

2.2.6 Quality Objective 6 – Ensure we routinely measure clinical outcomes (how our care
makes a difference to patients) – Clinical Effectiveness
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Assessing if the clinical care that we have provided has made a difference to patients has been an
area of focus for Oxleas over the last two years. We initially started this piece of work as a pilot,
looking at various ways to record and measure standardised clinical outcomes but our vision was
to extend this to all of our clinical directorates and eligible teams and to make the outcomes data
accessible for frontline teams to use to inform clinical care.
We started rolling out routine measurement of clinical outcomes according to the service lines and
have provided an update according to each service area; our progress against these are reviewed
within local directorate Clinical Effectiveness Groups (CEG) and at the Trustwide CEG:
•
•
•
•
•

Children & Young People
Mental Health Services
Forensic Services
Adult Learning Disability services
Adult Community physical health services

Data source is from RiO and manual local databases. Definitions are based on nationally
agreed clinical outcome definitions.
Children & Young People’s Services
The culture of routine outcome measurement has become embedded across our CYP services. All
Health Visiting teams who provide a universal plus service collect goal-based outcomes at the
point of taking on a case and they review these at 3 - 6 months to achieve paired outcome data.
This is also seen within the public health nursing team in schools across Greenwich.
Speech and Language therapists use Goal-based outcomes (GBOS). GBOS are a way to evaluate
progress towards a goal in clinical work with children and young people, and their families and
carers. They simply compare how far a young person feels they have moved towards reaching a
goal they set at the beginning of an intervention, compared to where they are at the end of an intervention (or after some specified period of input (Law & Wolpert, 2013).
Occupational therapists and physiotherapists use CGAS (the children’s global assessment scale)
this is like the GBOS but specific to improvements in functioning.
Within our CAMHS services (Family therapy, clinical psychology, child psychotherapy and
nursing) goal based outcomes and a range of CYP IAPT clinical measures are recorded at the
beginning and end of an intervention. We have provided a case study on CYP IAPT below in
section 3.2.7.
Forensic Services
Across our Forensic services, two self-report clinical outcome measures are collected from service
users, the CORE-10 and Locus of Control. The CORE-10 is a 10-item outcome measure focussed
on psychological distress. The Locus of Control provides a proxy measure of risk to others, by
virtue of the extent to which they perceive themselves as irresponsible for events in their lives. It is
a 40-item questionnaire and is the only known self-report measure to gauge risk.
The two questionnaires are collected by the psychology teams during the assessment process and
the teams encourage service users to complete the measures every three months thereafter. In the
inpatient services, assistant and trainee psychologists collect the measures. For outpatients, the
lead clinician is responsible collecting the measures.
In addition, we also record HoNOS (Health of the Nation Outcome Scale) for our inpatient services
(This is a clinician rated tool developed by the Royal College of Psychiatry to measure the health
and social functioning of people experiencing severe mental illness. This is completed at each CPA
(3 months and every 6 months thereafter).
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Mental Health Services (Adults and Older People)
Our mental health services have used a number of approaches to measure clinical outcomes such
as those described above (Core-10 and HoNOS), however HoNOS is the outcome measure that
we aim to use consistently across all our services with the flexibility for teams to still continue with
the other approaches.
Adult Learning Disability Services
In our ALD services we use a variety of core outcome measures depending on the pathway. For
our mental health/challenging behaviour (MH/CB) pathway we use HoNOS LD and for the complex
physical health pathway we use TOMS (the Therapy Outcome Measure which is used to describe
the relative abilities and difficulties of a services user in the 4 domains of ‘impairment’, ‘activity’,
‘participation’ and ‘wellbeing’. We also use Dementia- QOMID – this is a quality outcome measure
that is designed to measure the quality outcomes for an individual with dementia. The measure
explores the key areas that ensures that the person with dementia is a experiencing a good quality
experience (Dodd and Bush, 2013)
The use of these clinical outcome measures are embedded across all our ALD services.
Adult Community physical health services
In our community physical health services, there are a variety of clinical outcome measures used
to cover the wide breath of services that are provided however there are two key clinical outcome
measures that have been agreed for consistent use across these are :
•

The PHQ-9 which is a patient health questionnaire that screens, diagnoses, monitors and
measures the severity of depression. This measure is used within our musculoskeletal,
COPD, cardiac and intermediate care services

•

The EQ5D-5L – this is a standardised approach to measure health related quality of life
and is consistently used in our musculoskeletal services and our community rehabilitation
teams

2.3 Our Quality improvement priorities for 2018/19
In the following section, we tell you about our chosen quality priorities for 2018/19. Our priorities
reflect the breadth of services we provide as follows: mental health and adult learning disability
services across Bexley, Bromley and Greenwich; community health services across Bexley and
Greenwich, specialist forensic mental health and prison healthcare across Kent and Greenwich.
Oxleas is committed to delivering quality services and we make every effort to work in partnership
with our service users’, carers, members, staff and commissioners to identify what our quality
priorities should be each year. Every year we hold public meetings in each of our boroughs of
Bexley, Bromley and Greenwich to give feedback on progress against our quality goals and invite
opinion about potential areas of priority in the coming year. These meetings had a total attendance
of 115 people and as per our usual practice, we asked our members and members of the public
who attended these forums if we should continue with our 6 quality objectives for 2018/19 and if
there were any other areas we should consider. There continues to be overwhelming support for
us to continue with our 6 objectives with an additional focus on supporting families, carers and the
support network of people who use our services.
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. The
2018/19 quality priorities have also been reviewed and agreed by the Trust’s Performance &
Quality Assurance Committee (a sub-committee of the Board).
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Table 3 – Oxleas Quality Priorities 2018/19
Quality
Objective

Quality Indicator

Service area
applicable to

Quality
Domain

All Oxleas
Services

These indicators
will be monitored
by the Trust
Patient
Experience Group
and monthly by
the Trust
Performance &
Quality Assurance
Committee

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

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
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
To have a minimum of 10% response
rates to our patient experience surveys
(single contact with our 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
To ensure 80% of patients have their
support network identified and noted
within their care record

All Oxleas
Services

To ensure 75% of Oxleas eligible
teams participate in the care planning
audits

How these will
be monitored

Patient
Experience

All Oxleas
Services

All Oxleas
Services
All Oxleas
Services
Patient
Experience
All Oxleas
Services

All Oxleas
Services

Clinical
Effectiveness

These indicators
will be monitored
by the Trust
Clinical
Effectiveness

Quality
Objective
care and they
have a care plan
that is personal
to them

Quality Indicator

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

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

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

Service area
applicable to

Quality
Domain

Group and
monthly by the
Trust
Performance &
Quality Assurance
Committee

All Oxleas
Services

Mental Health
Services, ALD
Forensic &
Prisons

We will maintain a trustwide focus on
the following safety areas:
• Falls
• Deteriorating physical health
• Violence reduction
• Reduce the use of prone restraint
by ensuring the following:
1. Increase percentage of staff
trained in supine restraint to
80%
2. Increase the use of supine
restraint
3. When prone restraint is used,
reduce the duration of such
restraint
We will continue to engage in national
audits that permit benchmarking of
Oxleas services
• We will participate in the national
programme of improving the physical
health of patients with Serious mental
illness
• We will achieve the set targets of
comprehensive cardio-metabolic risk
assessment using the Lester Tool and
interventions in patients at high risk.

All Oxleas
Services

How these will
be monitored

Patient
Safety

All Oxleas
Services

Clinical
Effectiveness
Mental Health

These indicators
will be monitored
by the Trust
Safety Committee
and monthly by
the Trust
Performance &
Quality Assurance
Committee

These indicators
will be monitored
by the Trust
Clinical
Effectiveness
Group and
monthly by the
Trust
Performance &
Quality Assurance
Committee

Quality objective
6:
Ensure we
routinely
measure clinical
outcomes so
that we know
that our care
makes a
difference to
patients

We will undertake a benchmark of
Oxleas teams who regularly use
clinical outcome measures and
increase the coverage to ensure all
Oxleas clinical directorates routinely
measure the outcome of care
delivered to patients

All Oxleas
Services

Clinical
Effectiveness

2.4 Statements of Assurance from the Board
This section includes a number of nationally mandated statements of assurances from our trust
board
During 2017/18, Oxleas NHS Foundation Trust provided and/or sub-contracted seven relevant
health services covering the following directorates:
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Greenwich Services (mental health and community physical health)
Bexley Services (mental health and community physical health)
Bromley Services (mental health)
Adult Learning Disabilities Services (inpatient and community)
Children and Young people Services (mental health, community and specialist children)
Specialist Forensic Mental Health Services (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 physical health services are
provided across Bexley and Greenwich, and community health visiting services are provided
across Bromley and Greenwich only.
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 2017/18 represents 100% of the
total income generated from the provision of relevant health services by Oxleas for 2017/18.
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 2017/18, 14 national clinical audits and 27 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 2017/18 are as follows in tables 4 and 5 below.
The national clinical audits and national confidential enquiries that Oxleas participated in, and for
which data collection was completed during 2017/18, 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 4
No.

National clinical audit title 2017/18

1

NCEPOD Young People's Mental Health
study

2
3
4
5
6

National Audit of Psychosis
National Parkinsons Audit
National Audit of Anxiety and Depression
Sentinel Stroke National Audit Programme
(SSNAP)
POMH: 15b: Prescribing valproate for bipolar
disorder
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Participation
(yes/no)
Yes

Number of cases
submitted
9

% of cases
submitted
100%

Yes

150

100%

Yes
Yes
Yes

30
2
N/A
60

1

100%
N/A
3
56%

Yes

233

100%

No.

National clinical audit title 2017/18

7

National Audit of Cardiac Rehabilitation
(NACR)
Chronic Obstructive Pulmonary Disease
(COPD)
POMH: 17a: Use of depot/LA antipsychotic
injections for relapse prevention
POMH: 1g & 3d: Prescribing high dose and
combined antipsychotics
POMH: 16a: Rapid Tranquilisation
Early Intervention in Psychosis National Audit
Learning Disability Mortality Review
Programme (LeDeR)
Maternal, Newborn & Infant Clinical Outcome
Review Programme (MBRRACE)

8
9
10
11
12
13
14

Participation
(yes/no)
Yes

Number of cases
submitted
4
N/A

% of cases
submitted
N/A

Yes

51

100%

Yes

151

100%

Yes

135

100%

Yes
Yes
Yes

100
289
30

100%
100%
100%

Yes

0

N/A

1

This national audit is in 3 parts: case note audit, patient reported experience measures, and organisational audit. Figures displayed are
for the case note audit for Bexley Neuro-Disability Team. Greenwich Neuro-Disability Team did not participate.
2
This audit started in 2017/18 but submission of data to occur during 2018/19 as per audit schedule.
3
Percentage of submitted cases is less than 100% as community teams cannot register patients onto community SSNAP until the
discharge hospital have closed their acute SSNAP episode and marked as transferred to community. This is a nationally recognised
issue that the SSNAP is working to amend for teams who participate.
4
During 2017/18 Oxleas developed a form for capturing data on our electronic record system specifically tailored to the needs of NACR.
The next data upload is scheduled for June 2018.

Table 5
No.

National Enquiries (2017/18)

Participation
(yes/no)

1

Mental Health Clinical Outcome Review
Programme (National Confidential Inquiry
into Suicide and Homicide [NCISH])

Yes

Number of
cases
submitted
27

% of cases
submitted
100%

The reports of five national clinical audits were reviewed by Oxleas in 2017/18 and we intend to
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
Performance & Quality Assurance 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 in section 2.2.5.1 above (copies of all Trust
clinical audit reports are available on request).

2.4.2 Trustwide Clinical Audit Programme
The reports of 48 local clinical audits were reviewed by Oxleas in 2017/18 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 Trustwide Audit of Care Plans (Risk & Service User Involvement)
During financial year 2017/18 we took on a new approach to our annual care planning audit by
converting it to a monthly audit and expanded to include a wider variety of teams (for example for
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the first time our prison services are involved in this audit). Every team within Oxleas is now
expected to undertake an audit of a minimum of 5 care plans each month. 280 clinical staff have
completed audits since the audit began, this means that approximately 15% of our clinical
workforce have participated in the audit as auditors.
To date 115 of teams have participated since July 2017, with over 2200 audits completed. We
expect to see this gradually increase and have set a participation target for 2018/19.
Chart 8

Care Planning Audit: Risk & Service User Involvement
Monthly Participation Rate to end of March 2018
% of teams
participating
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60%
40%
20%
0%

6%
Jul-17

13%
Aug-17

20%
Sep-17

32%

Oct-17

45%

43%

56%

24%
Nov-17

Dec-17

Jan-18

Feb-18
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All staff can access their results online, they have the opportunity to see trends, and focus on
achieving better results. Care planning workshops have been set up across the Trust and results
are reviewed regularly at local Clinical Effectiveness Groups and at Quality Improvement Meetings
allowing staff to identify gaps, and drive improvement. Materials such as the Care Planning
Strategy with its 7 principles and our ‘Writing Good Care Plans Guide’ have been distributed, and
emphasised. Results of the audit are used during staff supervision, and as part of peer reviews.
Overall results have been positive as shown by the results shown below (data given covers the
period to the end of March 2018):
Table 6
Question*

Yes %

Q1. Has a risk assessment been completed during this episode of care?

85%

Q2. Has the risk assessment been reviewed following significant risk incidents, changes in
presentation or within the last 6 months?
Q3. Does the care plan address specific factors identified in the risk assessment
associated with increased risk?
Q4. Is there evidence that the service user has been involved in development of their care
plan?
Q5. Is there evidence that the service user’s support network has been involved in the
development of the care plan?

97%
86%
85%
55%

Q6. Has a copy of the care plan been given to the service user?

67%

Q7. Has a copy of the care plan been given to the service user’s support network?

34%

*The online audit tool is designed so questions only appear for services that the question is relevant to. There are also options to
exclude various patients under certain circumstances e.g. for Q5 above, auditors are able to exclude patients who do not have a support
network, or who have stated that they do not want their support network involved in their care. Where these answers are available they
have been removed from the denominator for the “Yes %” calculation.

23 | P a g e

Results vary depending on the services who respond however it is clear that our focus in the
coming months of 2018/19 will be on involvement of patients’ families, carers and support
networks.
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
2017/18 that were recruited during that period to participate in national research studies approved
by a research ethics committee was 348, which represents a 126% increase on the previous
financial year. We have also hosted 49 locally initiated service evaluations and 7 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 2017/18 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 2017/18 and for the following 12 month period are available electronically from our Quality and
Governance Department (oxl-tr.quality@nhs.net)
Our total 2017/18 CQUIN income conditional on achieving all the quality improvement and
innovation goals was £4.13m. The assumed provisional payment dependant on confirmation from
our associated commissioners on achieving the goals set by the end of March 2017 is £3.63m. Our
total CQUIN income for the previous year 2016/17 was £3.31m.

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’.
The Care Quality Commission has not taken enforcement action against Oxleas during 2017/18.
Oxleas has not participated in any special reviews or investigations by the CQC during the
reporting period. However our Forensic inpatient/secure wards underwent a comprehensive
inspection on the 24th -26th April 2017 and the last Oxleas dashboard, rated by the CQC on the 6th
of July 2017 provided below:
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Oxleas CQC Ratings Dashboard – last rated 6 July 2017
Table 7

Safe
1

Community health
services for adults

2

Community health
inpatient services

3

Effective

Caring

Responsive

Well-led

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

5

6
7
8
9

10

11
12
13
14

Mental health crisis
services
Mental health wards
for adults of working
age
Rehabilitation
mental health wards
for working age
adults
Forensic
inpatient/secure
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
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Good

Good
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Good
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Good
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Good
Good
Good

2.4.6 Data Quality
Oxleas submitted records during 2017/18 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:
 98.5% for admitted patient care
 99.9% 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 2017/18 was 84% and was
graded ‘green’.
2.4.8 Clinical Coding
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 Learning from deaths
For 2017/18, all NHS Trusts have a requirement to publish learning from deaths data. The Oxleas
2017/18 position is provided below:
2.5.1 Number of patients who died in 2017/18
During 2017/18, 1214 Oxleas patients died. This comprised the following number of deaths which
occurred in each quarter of that reporting period:
• 292 in the first quarter
• 314 in the second quarter
• 251 in the third quarter
• 357 in the fourth quarter
2.5.2 Number of deaths subjected to a case record review or an investigation
By 31st March 2018, 1182 case record reviews and 32 investigations have been carried out in
relation to1214 of the deaths included in item 27.1.
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In 1214 cases a death was subjected to both a case record review and an investigation. The
number of deaths in each quarter for which a case record review or an investigation was carried
out was:
• 292 in the first quarter
• 314 in the second quarter
• 251 in the third quarter
• 357 in the fourth quarter
2.5.3 Estimate number of deaths for which a case review or investigation has been carried
out which the provider judges as a result of the review or investigation were more likely
than not to have been due to problems in the care provided
0 representing 0% of the patient deaths during the reporting period are judged to be more likely
than not to have been due to problems in the care provided to the patient.
In relation to each quarter, this consisted of:
• 0 representing 0% for the first quarter;
• 0 representing 0% for the second quarter;
• 0 representing 0% for the third quarter;
• 0 representing 0% for the fourth quarter
These numbers have been estimated using the root cause analysis methodology. The panel
considered whether the incidents could have been predicted or prevented. Since October 2017,
our investigation panels have incorporated structured judgement reviews into the investigation
reports to form a view of avoidability. None of the deaths reviewed have been considered
avoidable.
2.5.4 Summary of what Oxleas has learnt from case record reviews and investigations
undertaken in 2017/18, actions taken and assessment of impact
We have provided below some examples of what we have learnt from some of the case reviews
and investigations undertaken, the actions taken and the assessment of the impact of the actions
taken. This covers 27.4, 27.5 and 27.6 of the ‘learning from deaths’ quality account regulations.
Lesson 1
Appointments with the Early Intervention in Psychosis Team were not always convenient for
services users in full time employment.
• Action taken: Appointments are now available out of hours.
• Assessment of the impact of the actions: There is now increased engagement and service user
satisfaction
Lesson 2
The provision of generic falls prevention training did not always improve staff competencies.
• Action taken: Staff now receive falls prevention training in their two week supernumerary
induction in the workplace.
• Assessment of the impact of the actions: Improved understanding and compliance with falls
prevention strategies

Lesson 3
Multidisciplinary team members were not always able to attend ward rounds which could lead to
less effective care planning.
• Action taken: An inpatient ward round template was developed to enable input by the multidisciplinary team ahead of the meeting. This included family/carer involvement, service user
involvement.
• Assessment of the impact of the actions: There is increased multi-disciplinary input into care
planning.
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Lesson 4
Crisis plans were not always developed with the service user
• Action taken: “My Crisis Plan” was developed which is a patient-centred document that is
collaboratively devised with the patient, and where appropriate, family and carers.
• Assessment of the impact of the actions: This has helped to ensure personalised crisis plans.

Lesson 5
Staff required more specialised training on risk assessing an individual’s risk of suicide
• Action taken: The trust commissioned STORM training which is a 3 day accredited suicide
prevention skills training that encompasses;
o Assessment of Risk
o Safety Planning
o Problem Solving
o Future Safety Planning
•

Assessment of the impact of the actions: Personalised and competency based risk
assessments

Lesson 6
Service users in communal areas without staff supervision may be vulnerable if unsupervised.
• Action taken: CCTV has been installed in the gardens of the low security forensic services.
• Assessment of the impact of the actions: Improved safety.
Lesson 7
A systematic approach was required to reduce the incidence of pressure ulcers.
• Action taken: Staff were trained to use the SSKIN tool kit (Surface, Skin, Keep Moving,
Incontinence and Nutrition).
• Assessment of the impact of the actions: A systematic approach was in place to reduce the
incidence of pressure ulcers.

Lesson 8
There was sometimes a delay in the receipt of information from GP’s.
• Action taken: Staff now have access to Connect Care which enables identified staff to access
the electronic records across GP’s.
• Assessment of the impact of the actions: Having immediate access to key clinical information in
Connect Care, and details about others involved in a person’s care has assisted clinicians to:
o Prevent unnecessary admission/readmission to hospital
o Prevent delayed discharges
o Support faster rehabilitation
o Prevent unnecessary referrals
o Prevent unnecessary home visits
o Enable better triage of referrals
o Support faster and more effective assessment
o Reduce administrative tasks freeing up time for clinical care
o Improve patient experience as it reduces repetitive questions
Lesson 9
Information documented in the clinical record was not always used to inform care planning.
• Action taken: The electronic record is now able to pull through information into the care plan.
• Assessment of the impact of the actions: Increased compliance with the involvement of service
user/support network involvement to inform care planning.
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2.5.5 The number of case record reviews or investigations not included in section 2.5.2
0 case record reviews and 5 investigations completed after 31st March 2017 which related to
deaths which took place before the start of the reporting period.
2.5.6 Estimate number of deaths for which a case review or investigation has been carried
out in section 2.5.5 above for which the provider judges as a result of the review or
investigation were more likely than not to have been due to problems in the care provided
0 representing 0% of the patient deaths before the reporting period are judged to be more likely
than not to have been due to problems in the care provided to the patient. This number has
estimated using the root cause analysis methodology. The panel considered whether the incidents
could have been predicted or prevented. Since October 2017, our investigation panels have
incorporated structured judgement reviews into the investigation reports to form a view of
avoidability. None of the deaths reviewed have been considered avoidable.
2.5.7 Revised estimate of the number of deaths in 2017/18 taking account of deaths referred
to in section 2.5.6 above
0 representing 0% of the patient deaths during 2016/17 are judged to be more likely than not to
have been due to problems in the care provided to the patient.
2.6 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 8
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 in-patient 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. (question 21d)
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.
The number
and where
Rate per 1000
available, the
days
rate of patients

Oxleas
2014/15

Oxleas
2015/16

Oxleas
2016/17

Oxleas
2017/18

97.5%

99.5%

97.6%

99.0%

100.0%

100%

74%

75%

99.2%

65.4%

99.5%

67%

7.8/10

7.2/10

7.5/10

7.6/10

27

27

45

24

National
Average

95.4%

98.5%

67%

Highest Trust
Performance

Lowest Trust
Performance

100.0%

69.2%

100.0%

84.3%

76%

55%
(combined MH &

(combined MH &
Community
Trusts)

(combined MH &
Community Trusts)

Community Trusts)

Not provided

8.1/10

6.4/10

2,476

safety incidents
reported within
the trust during
the reporting
period, and the
number and
percentage of
such patient
safety incidents
that resulted in
severe harm or
death

31 | P a g e

4.5
Severe harm or
Death

0.36

0.36

0.59

0.35

Comparison with Mental Health Trusts
Rate per 1000 days - not provided nationally (data shown for
England)

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 2017. Published 9
February 2018
Q2: NHS England: Mental Health Community Teams Activity. October – December 2017. Published 9
February 2018
Q3: National NHS Staff Survey 2017: NHS England, NHS Survey Co-ordination Centre 06/03/2018
Q4: Care Quality Commission: Patient experience of community mental health services. Published 15
November 2017 http://www.cqc.org.uk/content/community-mental-health-survey
Q5: NHS National Reporting and Learning System, Organisation Patient Safety Incident workbook.
st
Published November 2017 Data for incidents 1 October 2016 and 31 March 2017

For indicators 1 and 2 relevant to the services we provide shown in table 8 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 99%, 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 99.5% to 100%.
For indicators 3 and 4 relevant to the services we provide shown in table 8 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 67% and rate of 7.6
respectively 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 2017 survey; this is
overseen by our Trust Patient Experience Group.
National Staff Survey - Our 2017 staff survey continues to place us above average and
a high performer compared with other organisations. 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 8 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 (NRLS)
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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

3.0 Other Quality Performance Information
In this section of the Quality Accounts we present other information relevant to the quality of
the services provided in 2017/18.
In the earlier part of our report (please see section 2.2), we presented how we have
performed against the 2017/18 quality priorities with reference to our performance in previous
years where available. No changes have been made to the indicators published in the
2016/17 report, however we have provided directorate level data for objective 1 quality
indicators by boroughs instead of by functional directorate (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 2018/19 and
highlighted our quality goals that have been agreed by our Performance & Quality Assurance
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 within the Trust. Progress on these will be reviewed through our Performance &
Quality Assurance Committee, the Quality Improvement and Innovation Committee and the
Trust quality sub-groups of Patient Experience, Patient Safety and Clinical Effectiveness.

3.1 Performance against NHS Improvement’s Single Oversight Framework Indicators
In accordance with NHS Foundation Trusts requirements from NHS Improvement (NHSI), we
have detailed below our performance against the NHSI indicators that appear in the single
oversight framework. There are 6 indicators applicable to the services that we provide and our
performances against these are provided below:
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Table 9
Single Oversight Framework indicator for disclosure
Early intervention in psychosis (EIP): people experiencing
a first episode of psychosis treated with a NICE-approved
care package within two weeks of referral
Ensure that cardio-metabolic assessment and treatment
for people with psychosis is delivered routinely in the
following service areas:

a. inpatient wards
b. early intervention in psychosis services
c. community mental health services (people on care
programme approach)
Improving Access to Psychological Therapies (IAPT):
Proportion of people completing treatment who move to
recovery ( from IAPT dataset)
Improving Access to Psychological Therapies (IAPT):
Waiting time to begin treatment (from IAPT minimum
dataset)
i.
Within 6 weeks of referral
ii.
Within 18 weeks of referral
Care Programme Approach (CPA) follow up: proportion
of discharges from hospital followed up within 7 days
Admissions to adult facilities of patients under 16 years
old
Inappropriate out-of-area placements for adult mental
health

2017/18
Performance
70.0%1

Threshold
50%

Awaiting publication of national
audit results from NHS England
(internal self-assessment
provided below. This is subject to
change)

a. 97%
b. 90%
c. 31%

a. 90%
b. 90%
c. 65%

57.0%

50%

96.6%

75%

99.9%

95%

98.0%

95%

0

0

502 bed days (35 patients) 2
Please note: this figure applies
only to quarter 4 2017/18 as per
NHSI guidance

1

EIP Indicator –External audit assurance undertaken by Deloitte has shown limitations in the reliability and accuracy of
the published data. Please refer to Annex 3 for further detail

2

Inappropriate Out of area placement indicator - External audit assurance undertaken by Deloitte has shown limitations
in the reliability and accuracy of the published data. Please refer to Annex 3 for further detail

3.2 Oxleas 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
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 Partnership working across two different providers
Case for change
Many of the service users of the Oxleas Bromley Community Learning Disability Team have
complex physical health problems, which require input from multiple professionals. Some
require enteral feeding (tube feeding) or nutritional support and are on Bromley Healthcare’s
Community Dietetics Team’s caseload. People with Learning Disability are known to
experience disadvantage when accessing mainstream services (Allerton and Emerson, 2012).
This is often due to lack of joint working between different care providers, and mainstream
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services lacking expertise in making reasonable adjustments and navigating issues such as
mental capacity.
One of the most vulnerable groups are people with dysphagia (eating, drinking and
swallowing difficulties), who often require support to meet their nutrition, hydration and
medication requirements (RCSLT, 2010).
As the community dietetics service are based in Bromley Healthcare (a separate organisation
to Oxleas), joint working had proved challenging, leading to breakdown in communication,
delays in service users accessing appropriate services and poorer outcomes for patients.
Following a particularly complex case, we reflected on how we can work together to improve
outcomes for the patients (Fairclough et al, 2008).
What we did
In March 2017, Clinical Lead Speech and Language Therapist, Kirsty Meehan, arranged an
inaugural meeting which has now led to regular, 3 monthly meetings. This meeting involves as
many of the members of the Bromley Health Care Dietetics Team as are available to attend
and any professionals from the Community Learning Disability Team who are involved with
Service users accessing both services. At these meetings, we discuss service updates and
our joint cases. Guest speakers attend the meetings such as an Epilepsy Nurse Specialist,
who came to talk about their service. This gives an opportunity for all to learn more about
each other’s roles and how nutrition and hydration can impact on other aspects of health.
We now often carry out joint visits, which ensure a consistent message to the service users,
and cuts down on the number of appointments they have. We have implemented a register of
all our joint patients; this ensures that information is shared between the two services, to
provide more joined up and holistic care. The Clinical Lead Speech and Language Therapist
is leading the development of a joint working protocol. When complete, this document will set
out the roles and responsibilities of each of the professions, and establish what ‘best practice’
looks like, to ensure that we continue to work collaboratively.
Results
Knowing each other better has allowed more open channels of communication. We are able
to easily seek support and advice, and have increased our knowledge about the roles of the
other professions. This has helped to ensure that referrals are appropriate and timely and
information is shared consistently. All attendees agree that the meetings have had a positive
effect on our practice and look forward to continuing to develop our services.
References
Allerton, L. and Emerson, E. (2012) ‘British adults with chronic health conditions or impairments face significant
barriers to accessing health services,’ Public Health, 126: 920- 927.
Fairclough J., et al (2008) ‘Home enteral tube feeding for adults with a learning disability,’ British Dietetic
Association.
Royal College of Speech and Langauge Therapists (2010) ‘Adults with Learning Disabilities Position Paper,’
RCSLT.

3.2.2 Developing a Trustwide crisis pathway for people with personality disorder
Case for change
Following the deaths by suicide of two patients with a primary diagnosis of personality
disorder who had been under the care of inpatient services, concerns were expressed about
the care received by patients with personality disorder during periods of crisis. A project was
established with the aim of developing a crisis care pathway for people with personality
disorder that considered their needs at every step from assessment by crisis services, during
periods of hospital admission, as patients moved back through the pathway into the
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community and when the patient returned again in crisis. The remit of the project was to
develop a model that offered consistently good quality compassionate care, while drawing on
resources in a lean and effective manner, with its main emphasis in a community location.
The centre of the pathway was to be embedded in three trust day treatment teams. The focus
of the pathway was to be on positive relationships, rather than therapy with a shift from
“discharge” to “pathway progression”
What has been done differently to improve patient care?
An 18 month service improvement project was agreed and a project team was established
consisting of a part-time project lead supported by a clinical psychologist and assistant
psychologist. On commencing in role, the project team spoke to patients with a diagnosis of
personality disorder about their experiences of care. They clearly described the barriers to
accessing early support during periods of crisis and difficult experiences of attending the
Emergency Department (ED) during periods of crisis and facing stigma and long waits to see
someone from the Mental Health Team. The team also interviewed day treatment staff about
their experiences of working with people with personality disorder. The staff spoke of the
challenges that they faced, including a feeling that 6-8 weeks was not long enough to support
somebody with a personality disorder and that longer term support was needed.
In addition to speaking to patients and staff, the project team visited other London NHS
services to ascertain what services currently existed to support people with personality
disorder that may be different to what was currently being offered within Oxleas. The team
were clear that the model that they wished to develop needed to be patient-centred supporting
patients to draw on their own skills and resources, as well as being flexible and rapidly
accessible.
The team visited the SUN (service user network) service operated by South London and
Maudsley Foundation Trust (SLAM) within Croydon and the SUN service provided at South
West London and St Georges NHS Trust. The SUN Project is for people who have
longstanding emotional and behavioural problems (personality disorder), and who may feel
they do not get adequate support from mainstream services.
The SUN model offers staff-facilitated peer-support groups for people with difficulties
associated with personality disorder. The groups run frequently (several times each week) in
non-NHS community settings. They are open-access, meaning that the member can attend a
group whenever they choose. They offer the members lifelong membership with no threat of
discharge “if they get better”. The groups are based on the principles of the therapeutic
community and cognitive theory and offer members the opportunity to receive support from
other group members, as well as offering support to others with any stresses they may be
experiencing. The frequent operation of the group enables members to access support rapidly
during times of crisis thus helping to prevent an escalation which might in result in the
member needing to attend the ED or receive care from home treatment or inpatient services.
Impressed by their visits to other London SUN services, the project team decided to
incorporate SUN groups into a personality disorder crisis care pathway, that also included
other groups and interventions already operating within the day treatment teams. Nominated
staff working within both the day treatment and home treatment teams undertook training in
the facilitation of the SUN groups. The groups were then rolled out across the trust, starting in
Bromley in July 2017, extending to Greenwich in October 2017 and then to Bexley in January
2018. The groups run twice weekly in each borough and all are sited in church halls.
What have been the benefits in terms of positive outcomes?
The project team are currently evaluating the impact of the crisis pathway, but in particularly
the SUN groups, both in terms of patient and staff experience, and use of mental health crisis
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services. Initial results appear very favourable. Patients speak highly of the groups and how
much they value them, an example from one member being “I have been waiting for a group
like this for years”. Further evaluation of patient feedback is currently being planned by
Bromley ResearchNet. Evaluation of the impact of the SUN groups on reducing the use of
mental health crisis services is still in its initial stages but again the results appear to be
favourable. The project team have looked at the use of mental health crisis services by
patients attending the SUN groups in Bromley in the 3 months before and after attending their
first group. Attendances at the ED in mental health crisis fell from a collective total of 34 in the
3 months pre-first group attendance to 9 in the 3 months post-group attendance; inpatient
episodes fell from 13 to 1 with a reduction in collective bed days from 204 to 6. Referrals to
the Home Treatment Team (HTT) also fell from a collective of 43 episodes in the three
months pre-first group attendance to 16 in the three months post-first group attendance. This
was accompanied by shorter episodes of care with a reduction in the collective number of
HTT care days from 389 to 44 and a reduction in the average length of HTT care episode
from 15 to 4 days. It is likely that the presence of the SUN groups enabled members to feel
able to be discharged earlier from the HTT knowing that they could continue to receive ongoing support. Evaluation will continue and it is hoped that the early apparent success in
Bromley will be sustained, as well as replicated in Greenwich and Bexley.
The project team hopes that the SUN groups meets the original brief of the project, namely
that they offer consistently good quality compassionate care, while drawing on resources in a
lean and effective manner, with a main emphasis in a community location, and a focus of on
positive relationships, rather than therapy. They move away from the terminology of
“discharge” to “pathway progression”, and offer the patient-centred, flexible, rapidly-accessible
model that patients with personality disorder stated that they valued, and the on-going support
that day treatment reported was lacking.

3.2.3 Implementing the Forensic Service Recovery College
Case for Change
Recovery Colleges bring an educational approach to patients learning about their mental
health and wellbeing. They provide a sense of empowerment and normality as courses are
provided in a classroom style setting, participants are referred to as students and they often
assist in the production and facilitation of the courses. This minimises the observable
differences between colleagues and students as both provide a different type of expertise.
What We Did
We launched the Oxleas Forensic Recovery College in June 2017. SLAM were invited to help
deliver their ‘Train the Trainer’ programme, resulting in us having several students trained in
the production and facilitation of courses.
The courses provided so far have included:
• The Being a Man and Women of the World courses involve gender-specific mental
and physical wellbeing advice and discussion.
• Choices for Change addresses the specific skills we need to bring about changes in
our own lives. This can vary from life skills like budgeting and employment, to personal
things like relationships and self-esteem.
• Mood Boost is an hour long session designed for students and colleagues to attend
as much or as little as they would like; either every week, or just when they need a
pick-me-up. Each session involves watching pre-approved funny videos to make
students laugh, learning different strategies to boost moods outside of session, and
guided relaxation exercises.
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•

The Mindfulness course teaches students and colleagues mindfulness skills to use in
their everyday lives and through meditation, particularly as a way of managing stress
and other difficult emotions.

Results
A new tool named the Oxleas Forensic Wheel was developed specifically to assess any
particular areas of life that students find challenging, so that specific goals can be set and
courses attended can be picked to address these challenges. Students are given a score from
1-5 according to how able they feel to deal manage different areas, with higher scores
showing more ability to manage an area. The areas included to be assessed are mental
health, moving on, identity and self-esteem, relationships, physical health, managing
emotions, skills & activities, substances & addiction, hoping & believing, and risk.
The graph below shows the change in scoring for 15 different students who have attended the
Oxleas Forensic Recovery College. Eight students overall scores have increased and three
have remained the same, meaning that only four student scores have decreased since they
began engaging with the Forensic Recovery College:
Chart 9
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Feedback from participants:
“I enjoy activities
like the quizzes
using the quiz
buzzers”

“I feel a lot more
comfortable in courses
now”

“I just like being in
these sessions with
everyone here”
“Everyone tries to be
genuine and use their
interpersonal skills so we
learn a lot from each other”

What Next
We currently have three students delivering courses with colleagues a week, one for each
session at The Bracton Centre. We are also delivering courses at the two wards at Memorial
Hospital and plan to train students to co-produce and co-deliver the courses here too. We are
hoping to begin an Unusual Experiences course and a Drama course during the next term.
3.2.4 The Fresh Air Project
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Case for Change
The Bracton Centre and Memorial Hospital became a smoke-free environment on the 5th
September 2013. The Fresh Air Project had started one year earlier in order to prepare
service users for the September smoke-free date. Colleagues received training in smoking
cessation support to assist the service users in cutting down and giving up smoking.
Increased supplies of nicotine replacement therapy (patches, nasal spray, lozenges, gum and
mouth spray) were made available, and Smoking Cessation Advisors began to visit weekly to
support the service users giving up. The Fresh Air Project was part of the process preparing
to go smoke-free in September. It aimed to support service users in their attempts to become
and stay smoke free, by rewarding the service users weekly for their continued efforts as well
as providing them with education around smoking related issues.
What We Did
Prior to joining Oxleas in July 2017, the Trust-wide Sports and Fitness Lead had extensive
experience of working in smoking cessation across London, in particular working in
partnership with East London Foundation Trust and preparing colleagues and service users to
go smoke free. Utilising this experience along with the knowledge and expertise in health and
fitness, the Trust-wide Sports and Fitness Lead updated, revised and structured the Fresh Air
Project sessions around the following areas:
• The Smokescreen – How big tobacco companies subtly target people with product
placement and mass media to promote smoking
• Sport Performance – How the dangers of smoking adversely affects performance in
sporting capacity e.g. healing from an injury
• Physical Fitness - How smoking impacts the respiratory and cardiovascular systems
• Anatomy – Educating service users a base understanding of the body, for example
functions of the skeleton, muscles and energy systems.
Results
Since facilitating the Fresh Air Project on Friday evenings, attendance of service users has
risen; average attendance is now around ten each week actively engaging in the session.
Carbon monoxide readings remain low (must score below 5 to attend), which indicates
whether service users have smoked tobacco either on unescorted leave or within the grounds.
When asked if attending the Fresh Air Project had helped them to stop smoking and remain
smoke free twenty service users indicated it had, six said it had not and seven were non smokers (table below).
Chart 10
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Feedback
• “I like learning about health and fitness and the human body, I find it really interesting”
Joydens service user
• “Helps give me reasons to stop smoking through learning about the body and how
smoking is counterproductive to my health ” Crofton service user
What Next
To further support the Oxleas’ Smoke-Free Policy; it has been agreed by the Trust-wide
Sports and Fitness Lead and the Directorate Lead Occupational Therapist to set up a new
weekly smoking cessation drop-in clinic, open to all service users and colleagues, similar to
what was introduced in the preparation of the service going smoke free in 2013. This now
takes place on a Monday afternoon in the GP surgery at The Bracton Centre, which is an
additional offshoot of the Fresh Air Project. It gives the opportunity for service users and
colleagues to receive one-to-one smoking cessation support, to discuss withdrawal
symptoms, craving strategies and nicotine replacement therapy options, similar to the
community based module run by local stop smoking services.

3.2.5 Developing an Occupational Therapy Program on the Tarn Ward (PICU)
Case for change
Activities play a vital role in our service users’ wellbeing in order to meet their needs (Drew &
Rugg, 2001, Kielhofner, 2002 & Law, 2002) and achieve a balanced lifestyle (Kazi et al,
2008). Moreover, by participating in activities, PICU patients can reduce violence, aggression
and manage problematic behaviours effectively (Kazi et el, 2008). Providing a weekly
activities timetable on the ward, service users have a sense of belonging and safety. They
know what to expect during their day and what it is expected from them. Taking gradual steps
and participating in the ward’s routine service users learn how to build a balanced routine,
how to take responsibilities and make healthy choices.
OT practice on the Tarn Ward is underpinned by the Model of Human Occupation (MOHO).
An individual assessment is completed on initiating the OT program, and repeated within 2
weeks to revisit and compare original scores. Standardised assessment tools (for example
ACIS, MOHOST, Sensory Profile) and non-standardised assessment tools are used.
Interventions are graded according to service users’ functional abilities and aim to support
them to reduce problematic behaviours through sensory strategies, to practice communication
and interaction skills in a structured environment, to practice process skills by engaging in 2-3
step low demand tasks, to maintain good physical health by engaging in exercise and
educational short sessions. All these functional skills are the baseline for the next step in the
service users’ recovery journey, which is the open ward and community.
What we did
The current OT program was developed based on service users and staff views, PICU OT
programs within London NHS Trusts (ELFT & SLAM), recent literature review and National
Association of Psychiatric Intensive Care & low secure Units (NAPICU) (2014) guidelines.
The current OT group sessions are:
Coffee & chat group: Service users are encouraged to read newspapers and discuss
current affairs topics within a supportive and safe environment.
Creative group: Service users have the opportunity through creative activities to
practice alternative ways to deal with their distress, express their feelings and improve
their functional skills within a supportive and safe environment.
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Men’s Health group: Patients have the opportunity through discussion to learn about
their illnesses and their symptoms, drug and alcohol misuse, medication, balanced
routine, diet, smoking cessation and exercise.
Physical Exercise group is an important activity for acutely unwell patients as it
promotes physical and psychological wellbeing and it is a way to channel hyperactivity
and aggression constructively.
Relaxation group offers an opportunity for service users to explore various sensory
stimuli through relaxing activities and they are assisted to in the development of coping
strategies and trigger-recognition.
Qualitative and quantitative data have been collected for each group activity since June 2017
from the evaluation forms that service users have completed anonymously. Also, a
questionnaire reflecting on the OT program on the Tarn was handed by fellow OTs on the
Greenwich acute open wards to previous service users to complete anonymously. An
example statement provided by a patient:
“The OT took my mind off of things that make me sad and stressed and unhappy and even
made my mom happy because she likes painting and flowers and the OT got me to paint
flowers for my mom”
Outcome
 Professionals from different disciplines are more involved in our therapeutic weekly
timetable and thus the levels of engagement with the service users are increased and
bridges within MDT and services within and outside Trust have been created.
 We have introduced two new group activities in the weekly timetable.
 We have raised awareness within the ward multi-disciplinary team (MDT) presenting
on the role of OT in PICU and relevant assessment tools
 OT input is respected and considered in care planning, MDT reviews, hand overs,
MDT assessment and risk management plans promoting a holistic approach within the
team.
 Additional funding has been utilised for new leisure activities on the ward.
Next Steps
We aim to evaluate the therapeutic timetable frequently by getting daily verbal and written
feedback from our service users and staff and we make amendments accordingly in order to
maintain best evidence practice. Our efforts are an on-going progress and will continue to be
in order to make sure that we offer the best service to our service users.
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3.2.6 Bromley Medicines Optimisation Service—helping patients get the best from their
medicines
Case for change
One third to a half of medicines prescribed for long-term conditions are not taken as intended,
and this is both a lost opportunity for improving health, and a known cause of waste in the
NHS. The Bromley Medicines Optimisation Service (MOS) aims to support community-based
patients to self-manage their medicines so that the benefits of these medicines can be
maximised whilst harms and waste are minimised.
What we did
The MOS team supports patients who are unable to visit their community pharmacy to discuss
the problems they have with their medicines. Following a referral from a health or social care
professional, a member of the MOS team visits the patient at home. An assessment is
conducted to understand the difficulties the patient has in taking their medicines as
prescribed, and solutions are put in place that are acceptable to the patient and/or family
carers.
The MOS team has worked closely with Bromley CCG to jointly agree key measures that
demonstrate the benefits of the service for patients, GPs and commissioners. An expert
clinical panel that included a Bromley GP reviewed care plans that had been put in place and
this panel agreed that the MOS service delivers a range of positive outcomes.
The figure below provides a summary of the number of patients seen by the MOS service and
the ways in which these patients benefit from the service.

What a patient said about their experience of the service:
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So impressed by the efficient, professional, knowledgeable and friendly support I received.
This service has had a positive impact on me and I hope the result will be that I am able to
consistently manage my medication and therefore avoid another crisis.
What a GP said about the service:
A really helpful service. I hope it continues.

3.2.7 Improving access to psychological therapies for children and young people
Case for change
Children and Young Peoples (CYP) IAPT (Improving Access to Psychological Therapies) was
launched in November 2011 and Greenwich Child and Adolescent Mental Health Service
(CAMHS) was a wave 1 site for implementation. The CYP IAPT collaborative is a service
transformation programme that aims to improve CAMHS through the following principles:
• Participation
• Delivering evidenced based practice
• Raising awareness
• Clinical outcomes
• Improving access
These principles are co-dependent and applied within a culture of collaboration and shared
decision making.
What has been done differently to improve patient care
Changes to the service are predominantly aligned to the five principles detailed above with the
addition of governance and leadership. There is a robust Greenwich management team who
review and embed the principles of IAPT on a regular basis through management structures
and a CYP IAPT lead in the service.
Participation
Parents and carers have been involved in staff training and videos have been created to
support this. Young people have also been involved in designing individual support plans for
specific symptoms and were involved in the design of the new Greenwich CAMHS base.
Qualitative feedback from the Child Experience of Service questionnaire (CHI-ESQ)
demonstrates the positive way in which young people view the service. Comments that are
made and actions implemented accordingly are used to create ‘You Said, We Did’ feedback
posters at service user level. All feedback is shared in clinical teams and in the management
meetings to ensure an overview.
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All feedback, positive and negative is fed back to young people and their families/carers in
waiting rooms via a feedback board. These display boards were designed in collaboration with
young people from the Bursting Stigma Participation Group.

Evidence based practice
Evidenced based pathways are in place for parenting, Depression, Anxiety, Learning
Disabilities, Neurodisabilities and Self-Harm. A number of staff have completed IAPT training
in the above evidence based pathways, and all of these have remained working within the
service sine the time of training. When posts do become vacant, they are reviewed by the
management team and decisions are made on the post based on skill mix, treatment needs
and service needs. Staff are supported in training opportunities within the IAPT initiative and
decisions are made based on service clinical requirements.

Raising awareness
The CYP IAPT programme supports improved access to services. Early intervention and
prevention work is also offered in schools, children’s centres and in social care to provide
training and supervision, brief intervention and consultation for children and young people
presenting with emotional health and well-being concerns.
Clinical outcomes
Greenwich CAMHS has a long history of using outcomes within its services. Clinical outcomes
are used at assessment, review, session by session and discharge to help assess a young
person’s mental health difficulties and review their progress. They are also used within
sessions to help track a young person’s progress in four key areas: goal tracking, symptom
tracking, feedback tracking and impact tracking. Five key outcome reports are produced on an
annual basis, these are as follows:
- Goals: Rated by the young person or their family/carer
- SDQ: Mental health outcome reported by the young person or their family carer
- RCADS: Mental health outcome reported by the young person or their family carer
- CGAS: Clinician rated measure of global functioning
- CHI-ESQ: Patient satisfaction questionnaire
- Clinician Complexity Tool: Clinician rating of problem descriptions, complexity factors,
contextual problems and attainments/attendance difficulties
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With regards to goal based outcomes for initial assessment and review, Greenwich CAMHS
has been over 80% compliant in both areas.
Accessibility
Following feedback from young people, professionals, commissioners, parents and carers
Greenwich CAMHS service opening hours changed from 9am – 5pm to 8am – 7pm. Service
locations have also been informed by want young people and families have said would be
helpful. Services are now delivered at The Point (youth hub), schools, social care, young
people’s homes and other community settings. This flexibility means that young people who
are high risk or who cannot attend a service base can still access Interventions and treatment.
Access targets for assessment to treatment have also changed within Greenwich CAMHS
from 12 to assessment and 18 weeks to treatment, to 8 for initial assessment to 12 weeks for
treatment. At present the service is in fact averaging six weeks to initial assessment. The
management team also regularly reviews waiting lists and if the wait is higher in one part of
the service than another, resources will be deployed there to manage this and there are quick
waiting list management plans put in place.
Self-referrals are also accepted via Headscape.
Awards and recognition
Greenwich CAMHS have recently been informed that out of the London and South East CYP
IAPT programme, within which are 43 partnerships, they have been rated within the top five.
Greenwich CAMHS are now a beacon site for embedding and continuing to deliver an IAPT
compliant service. They are the only Community CAMHS Tier 3 service to have been selected
as a beacon site. Greenwich CAMHS will be producing a presentation in partnership with the
CCG Commissioner that will get submitted to NHS England and be shared with other
collaboratives. They will also help to mentor other partnerships to support them in becoming
IAPT compliant.
Feedback from young people and family
“I would recommend
Greenwich CAMHS
because you can talk
about all the bad things
and the good things and
you will be happy”
- Young Person

“I like how in-depth we
looked at things that were
not obvious to me but which
have had an impact on my
son’s emotional wellbeing”
Parent

“XX really listened about
what I had to say and
then helped me expand
and explain certain
problems that I had. I felt
really safe and
reassured”
- Young person

3.2.8 Improving Physical Health Competency in Forensic Services
Case for Change
It was highlighted through observation and discussion with nurses and healthcare assistants,
that some of our mental health trained staff lacked basic skills required for physical health
assessment and/or the confidence in their abilities to use skills and report effectively. There
was also a variety of equipment being used or in situ on wards that staff needed additional
competency training in order to use safely and effectively.
What we did
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We recruited a nurse with a general nursing/physical health background to support staff and
patients on our Forensic unit and to help improve the areas that we had identified as needing
an additional focus.
To improve staff training, the physical health lead nurse initially created a standardised device
list that staff required training for. The aim was to have all members of staff on the ward
trained to use all in-house devices including ECG Machines and to move the focus away from
electronic blood pressure monitors and back onto manual BP monitoring. A training
programme was set up on set days commencing with ECG device training and competencies
and these sessions were well attended. To work around the issue of staff having to leave the
ward, additional training days were provided where the physical health lead nurse attended
the wards and provided training on a range of physical health subjects such as Airways
(basics), Manual BP, Blood sugar monitoring, and ECG.
Following feedback a decision was made to hold a specific Forensic & Prisons Directorate
skills based competency event. We devised a plan to encourage staff to attend to pick up a
skill/revise old skills and take back to the ward to practice, the onus would then be on ward
doctors/ward managers and senior nurses to ensure that staff were being signed off as
competent. The plan focused around a reward card system, the idea was that at each skills
station they get their card stamped, they take the card and relevant competency document
away with them and practice that skill, they then ask Doctors/senior nurses to sign them as
competent on the ward and the senior nurses add them to the forensic and prisons inpatient
spread sheet for competencies. Instructions were printed on the reverse of the reward card so
all were aware of what to do and where to find the spread sheet. We had eight tables in total:•
•
•
•
•
•
•
•

Manual BP
GCS (Glasgow coma scale)
What is in your Drugs box
What is in your resuscitation bag?
ECG
Case Scenarios
Lifesaver app
RIO/MEWS

We made each table as interactive as possible for example the resus bag was a game - who
can label the items in the quickest time and results were retained so that certificates could be
issued at a later time. A similar strategy occurred at the ECG table, we made magnetic
counters which correlated to the leads of an ECG machine and staff had to place them on the
"patient" in the quickest time possible (like pin the tail on the donkey!). The GCS table used
the official website for Glasgow coma scale and staff members were able to have the system
explained and test their knowledge. The other tables were much more about facts and skills,
for example at the manual BP table, staff needed the practice and the table focused on the
skill rather than trying to make this "fun".
We had volunteer trainers from pharmacy, ward doctors/consultants, nurses and healthcare
assistants who helped to teach on the day and we all supported one another and worked well
as a team to provide the learners with a positive experience.
100% of feedback was that the day was a positive experience and enjoyable with staff using
words such as "excellent" or "good"
30 members of staff gained at least 2 new skills and the knowledge to support them and we
hope these new skills will be practiced at all given opportunities on the wards.
Next steps
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•
•

To repeat the skills event as a full day event targeting staff on the early and late shifts
To use the same formula and hold similar events at other sites and directorates across the
Trust targeting our staff who work on our acute wards

3.3 Our Staff Survey 2017
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 2017 survey was 42% (1364
staff) of all staff. The response rate was average when compared with other combined mental
health/learning disability and community trusts and was slightly lower than the response rate
in 2016 (44%). 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:
• 13 key findings were above average
• 8 key findings were average
• 11 key findings were below average
We were rated as better than national average on the composite score for staff engagement
at 3.84 (out of a maximum of 5). The score is based on a composite of staff responses in
relation to three key findings – staff recommendation of the trust as a place to work or receive
treatment, staff motivation at work and staff ability to contribute towards improvements at
work.
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 score for 2017, in comparison to the 2017 national staff survey average
for combined mental health and learning disability and community trusts and are undertaking
key pieces of work with our teams to improve staff perceptions by the next year.
Table 10
Key Finding Indicator

Percentage of staff believing that the organisation
provides equal opportunities for career
progression and promotion (Key Finding 21) - the
higher the score, the better
Percentage of staff experiencing harassment,
bullying or abuse from staff in last 12 months
(Key Finding 26) - the lower the score, the
better

Oxleas 2017 results

National 2017 average for
combined MH/LD and
community trusts

83%

86%

21%

20%

Oxleas has remained a high performer in comparison to other organisations in terms of overall
results. The results have generally stagnated reflecting a challenging year with significant
organisational change. We are keen to work with our staff to ensure that we achieve the
excellence that we have come to expect.
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Our directorates are working with their teams on specific local concerns and action plans. We
will however embark on organisation wide programmes to address two key areas of concern.
•

•

We are working with all our services to reduce violence and abuse towards our staff.
We intend to build on the successes of programmes that have already been
instrumental in reducing violence and aggression in specific teams. We will work with
staff across a range of teams and organisational hierarchies to ensure that they have
clear support and escalation systems to address their concerns. We are also shortly
starting a programme applying quality improvement methodology to reduce violence
and aggression in inpatient mental health services.
Working in partnership with our Equality and Diversity leads and Bullying and
Harassment advisers we will be working on a programme to address perceptions of
discrimination and staff experience of bullying and harassment. We initiated successful
programmes in 2016/17, including the BME coaching programme, and expect to take
these and new initiatives forward to support our staff and improve their experience of
working at Oxleas.

3.4 Oxleas Complaints Report 2017/18
Complaints received
In 2017/18 there were approximately 960,000 patient contacts with our services; in the same
period of April 2017 to March 2018 we received a total of 179 formal complaints (0.02% of
overall patient contacts) and 111 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 290 complaints received: 63 (22%) relate to Bexley
 62 (21%) relate to Bromley
 89 (31%) relate to Greenwich
 33 (11%) relate to Children and Young Persons (16 Bexley, 11 Bromley, 6 Greenwich)
 40 (14%) relate to Forensic and Prison services

3 ( 1%) relate to Corporate services
Complaints investigated
Within the 290 complaints, 780 concerns were raised. Of these 780 concerns raised, 50 are
still under investigation. Of the 730 concluded, 101 (14%) were upheld, 160 (22%) partly
upheld, 424 (58%) not upheld, and 45 (6%) were indeterminate.
Our review of the concerns raised has identified 3 significant themes:
Table 11
Clinical Care
Attitude of staff
Communication

Investigated
192
158
114

Upheld/partly upheld
60
43
65

% upheld
31%
28%
57%

Following the completion of an investigation, when an issue has been upheld or partially
upheld, a remedial action must always be identified. Of the 140 actions identified for 2017/18,
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13 remain due to be completed, 19 were pending (as they are not yet due), at the time of
writing this report and 108 (89%) have been completed.
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 290 complaints, 170 complaints
(59%) were completed within the agreed timescales. This is 5% decrease on last year.
Robust procedures are in place for following up with the Directorates both those complaints
that are overdue with the complainant 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 rolling programme of Complaints investigation training has been initiated. There
have been 51 members of staff trained so far to complete complaints investigations. It is
hoped this will mean that, with a greater number of investigating officers, investigations will be
completed quicker. A new on-line training programme has also been created to train
investigating officers in using Datixweb (the Trust’s Risk Management System), with a view to
using the system live to complete investigations and build the audit trail of a given complaint
within the Complaints procedure. It is hoped this will streamline the process and make the
complaint audit trail more robust.
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.
We will continue our focus in these areas in 2018/19 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 2017, five complainants asked for their case to
be reviewed by the Ombudsman’s Office. One was not upheld, one was referred back to the
Trust as a formal complaint, as it had been sent to the PHSO prematurely, and three
investigations are currently on-going.

4.0 Glossary of Abbreviations



ACS – Adult Community Services
AMH – Adult Mental Health Services
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ALD – Adult Learning Disability Services
CAMHS – Children And Adolescent Mental Health Services
CCG – Clinical Commissioning Group
CEG – Clinical Effectiveness Group
CHTT – Crisis and Home Treatment Team
COPD - Chronic Obstructive Pulmonary Disease
CPA – Care Programme Approach
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
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
IAPT - Improving Access to Psychological Therapies
KPI – Key Performance Indicator
LD – Learning Disabilities
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
MDT – Multi Disciplinary Team
MH - Mental Health
MH & LD – Mental Health & Learning Disability
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

Annex 1.1– Feedback from our Stakeholders

Greenwich & Bexley CCG Response to Quality Accounts
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Greenwich and Bexley CCGs welcome the opportunity to comment on the Oxleas Quality
Account 2017/18. The report highlights the work the trust has undertaken over the past year
to improve quality and safety for patient/client/service users highlighting the breadth of
services delivered to the population they serve. The CCG mechanism to review quality to
provide assurance on the services commissioned is through a Clinical Quality Review Group
which includes Greenwich, Bexley and Bromley CCGs as part of South East London
Commissioning Alliance.
The quality account shows progress in most aspects of service and illustrates some areas for
improvement. The CCG notes the increase by 88% (18,863 people) in the number of patients
responding to trust surveys; which is encouraging to understand how people view the services
which provide their care and treatment. The trust has expanded feedback on involving
families, carers and people important to service users to encompass all the trust services and
this has reduced the total percentage of feedback the trust received. As the trust is working on
this, the CCG would wish to see an improvement in 2018/19 in this important area.
Greenwich CCG fully supports the trust quality objective to increase the use of outcome
measures by clinical teams in order to improve the quality of care patients receive and would
like to see the expansion of both individual and whole system outcome measures for the
future to promote improved service quality.
Care planning is a vital component of quality care for patients and the performance on this
measure has declined to 2012/13 levels in the last year. The CCG will continue to work with
the trust to ensure the improvement made in previous years is restored for care planning and
that the positive steps the trust has made for patients receiving six monthly review of their
care plan is maintained.
The identification and early treatment of Sepsis for all patients is paramount for the NHS and
CCG. The trust use of Modified Early Warning Score (MEWS) and movement to the National
Early Warning Score (NEWS) 2 is an important component of safe and effective patient care
fully supported by the CCGs.
The work the trust describes on reducing the use of restraint, implementation of the ligature
reduction strategy, reducing the incidence of falls and pressure ulcers and including positive
learning all contribute to an improved patient safety environment. In addition, the continued
focus on clinical audit to improve quality and the introduction of monthly care plan audits is
encouraging. The CCG fully supports the ‘joined up approach’ to the expansion of the audits
and the good practice of closing the audit cycle to ensure more clinical staff are involved in
clinical audit to drive improvements thereby enhancing the quality of patient care.
Learning from deaths and the work the trust has undertaken in improving the process is
positive, along with dissemination of the learning to improve clinical care for patients.
Overall the trust continues to work on improving the quality of care for patients. The examples
of clinical quality in action in clinical teams highlight this approach and the involvement of staff
in devising and promoting quality improvements are building blocks for the future.
Greenwich and Bexley CCGs will continue to work with partner CCGs in the South East
London Commissioning Alliance and the trust to promote and drive quality initiatives,
innovation and improvements to enhance the quality of care commissioned for the population
of Greenwich and Bexley. The CCG looks forward to continuing to work in partnership with
Oxleas to achieve this aim.
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Annex 1.2– Statement from Local Healthwatch Organisations

Joint Healthwatch Response to Oxleas Quality Accounts 2017/18
Areas of success

•

Healthwatch is pleased

to see that the trust reached their 90% targets across all elements of quality objective
1 and are additionally impressed to see an 88% increase in patients providing
feedback across the trust compared to 2016/17. However, it would be useful to see
this as a percentage of overall patient feedback, especially given next year’s target of
receiving 10% response rates for patient experience surveys.
•

We were pleased to see a significant increase in those on a CPA receiving their sixmonthly review- a 5.5% increase from last year.

•

Healthwatch welcome the number of initiatives which were implemented in 2017/18
concerning patient safety. However, we note that while these have been outlined,
limited outcomes from these initiatives were recorded in the quality account. It would
be interesting to know more about their success/ areas for improvement.

•

We were pleased to see Oxleas have proactively engaged in all the national audits
they were eligible for over the last year. Positive findings included that physical health
checks and side effect monitoring for those on high-dose and/or combined
antipsychotic medication is higher than national average; and that initial findings from
the National Clinical Audit of Psychosis (NCAP) show met standards for physical
health screenings and interventions in inpatient and early intervention in psychosis
services.

•

We are pleased to see Oxleas are now embedding a culture of routine outcome
measurement across an additional five service areas, particularly where goal-based
outcomes are being assessed in partnership with the patient. We are particularly glad
to see this rolled out with prison and forensic patients, given that they scored between
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5-11% lower than all other groups in QO1 for the target of feeling as though their care
and treatment has helped them (and narrowly missing the 90% target). We wonder if
an additional person-centred goal-based outcome could also be used with this group
as is being implemented with Children and Young People, to assess patients’ own
views of progress and to explore why.
•

We were pleased to read through the report’s case studies and quality highlights;
these outline several excellent initiatives which have been put in place this year and
the wide-ranging, positive effects they have had for patients.

•

We were pleased to read the lessons Oxleas has learned from case record reviews
and investigations this year and that several significant improvements have been put
in place as a result; including the extension of opening hours for the Early Intervention
in Psychosis team and the development of a person-centred crisis plan.

Areas for improvement
•

We were disappointed to see that prison and forensic patients scored significantly
lower than all other groups for the involvement of friends and family members where
involvement was desired (78%), as well as for recommending services to friends and
family (73%) with 15% not recommending the service. These results are comparable
to last years and indicate little improvement in these areas. We would therefore like to
see additional attention paid to this demographic going forward in the areas of patient
engagement and the involvement of friends and family members.

•

We note that adults with learning disabilities scored 81% on the friends and family
recommendation test- significantly less than average. Again, we would like to see
additional attention paid to this group over the coming year.

•

Last year the Trust set a target of achieving 80% of patients to have a support network
identified and noted within their care record for 2017/18. We hope the result of 35.2%
will be significantly increased next year due to the plans outlined to improve this within
the quality account. It would be additionally useful to understand which services are
currently managing this better than others, particularly considering the low family and
friends’ involvement feedback from prisoners and forensic patients in QO1.
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•

We were disappointed to see a decrease of 6.5% this year in the number of patients
with a care plan recorded on RiO, especially as the 95% target has been met every
other year since 2012/13. There was no rationale for the decrease offered in the
narrative of this quality account; we would be interested to know which specific
services are falling behind in this area and why.

•

Over the coming year we hope to see improvements in the national physical health
screening and intervention standards for patients in community health services, as this
was significantly lower than inpatient and early psychosis inpatient results.

•

We were disappointed to see that 21% of staff reported experiencing bullying or
harassment over the last year from other staff (a slight increase from 20% the previous
year), although we recognise this remains close to the national average of 20%.

Response to quality Improvement priorities for 2018-19
Healthwatch are pleased to hear that next year’s priorities were discussed and agreed via
engagement with patients and the wider community. We note some comments on the
following Quality Objectives for the coming year:
QO1
Given that the trust’s 90% QO1 targets have been met consistently over the last three years
(as an average across all patients), we question whether this target could be increased going
forwards.
QO3
It seems that the target ‘to ensure 75% of Oxleas eligible teams participate in the care
planning audits’ has replaced the previous target of ensuring that 95% of all patients have a
recorded plan on RiO. Given this target was missed in 2017-18, we would encourage that it
stays in as a priority.
QO4
We welcome the target to increase supine restraint in the place of prone restraint. We
question whether the wording ‘increase supine restraint’ ought to be changed to ‘increase
supine restraint as a percentage of overall restraints’.
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Other
Given that 55% of complaints made about communication from the trust were upheld and this
remains an issue from 2016/17’s account, we wonder whether communications could be an
area for quality targets going forwards.

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.
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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 2017/18 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 2017 to May 2018

o

papers relating to quality reported to the board over the period April 2017 to
May 2018

o

feedback from commissioners dated 21/05/2018

o

feedback from local Healthwatch organisations dated 17/05/2017

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 2017/18

o

the 2017 national patient survey

o

the 2017 national staff survey

o

the Head of Internal Audit’s annual opinion of the trust’s control environment
dated 22/05/2018
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o

CQC inspection reports dated 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 core indicators below as described below:
1. Early intervention in psychosis (EIP): people experiencing a first episode of psychosis

treated with a NICE-approved care package within two weeks of referral
2. Inappropriate out-of-area placements for adult mental health

The aim of the review is to sample test the mandated indicators and check for accuracy, validity,
reliability, timeliness, relevance and completeness. Both indicators require further improvement on
the accuracy of the data.

The Early intervention in psychosis indicator - (“people experiencing a first episode
of psychosis treated with a National Institute for Health and Care Excellence (NICE)approved care package within two weeks of referral”) requires accurate recording of start
and end times of the indicator. Determining whether the pathway and treatment
commenced depends on assessment against criteria as to whether a service user is under
the definition of this indicator, and whether the stage of contact with the service user is
sufficient to constitute commencement of treatment. In some instances, the application of
the guidance has led to pathways being stopped before the national criteria were met,
which will in some cases overstate performance against the indicator. The Trust is
reviewing its guidance and training for staff to improve recording against these criteria.
Inappropriate out-of-area placem ents for adult m ental health services - Data for this

indicator is collected through a series of manual processes operating across each of our three
boroughs that we provide services. This is currently a manual process tracked outside of the
Trust’s reporting IT systems, which inherently has a greater risk of error and of issues in reporting
data. The current national guidance includes limited reasons for an “appropriate” placement, which
typically do not apply to the Trust’s placements. The Trust considers these definitions may not fully
reflect the circumstances of use of other providers in a London context. We are reviewing potential
process improvements to support reporting in the future.
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Annex 4 – 2017/18 limited assurance report on the content of the quality reports and
mandated performance indicators
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Appendix 1: Recommendation for improvement

We set out our recommendations for improvement arising from our current year
procedures
Indicator

Deloitte Recommendation

Management Response

Priority
(H/M/L)

N/A

Recommendation 1 - Defining indicators and
setting targets
In the Quality Report, a qualitative assessment of the
Trust’s progress towards its quality objectives should
be supported, where possible, by quantitative
indicators that provide a clear and concise measure,
typically in numerical terms, of the Trust’s progress
towards meeting the relevant objective.
This enables the Trust and stakeholders to quantify
the performance improvement which the Trust is
targeting and to readily assess whether the Trust has
achieved that level of performance. For example, in
relation to Objective 6, a target might be set of
“clinical outcomes assessments to be performed in
X% of relevant cases” (as recorded by RiO or
alternative local system).

N/A

Recommendation 2 - Structure of the Trust’s
quality report
Revisit the structure of the quality report.
The structure of the Trust’s quality report, which
presents the 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’s highlights for the year.

H

The majority of the Trust quality objectives
have quantitative measures with some
exceptions seen in the ’safety first’ and
‘outcomes’ objectives. We will continue to
use a mixture of qualitative and
quantitative measures to portray Oxleas
achievement to meet its quality goals.
However further effort will be made to
show numeric assessment as much as is
practicable for the chosen indicators.

The Trust is not in agreement with this
recommendation as a decision has been
made to use this section of the quality
accounts to also showcase examples of
good practice across our services in line
with Trust values and priorities

M

16
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Appendix 1: Recommendation for improvement

We set out our recommendations for improvement arising from our current year
procedures
Indicator

Deloitte Recommendation

Management Response

Priority
(H/M/L)

EIP

Recommendation 3 – Guidance on
clock stop date
Issue reminders to staff that the clock
should be stopped only once the care
co-ordinator has engaged with the
individual. Update process
documentation to ensure this point is
clear.

EIP/OAP

Recommendation 4 – Case notes
Ensure that case notes or alternative
documentation provide evidence of
relevant start and stop dates.

This recommendation is agreed.
Action: Oxleas EIP teams to review their internal
process and update accordingly in line with national
guidance to ensure the clock is stopped only when the
care co-ordinator has engaged with the service user

H

Responsibility: Directorate Business Managers

This recommendation is agreed.
Action: Directorates to ensure clear operational
guidance is provided to teams to record accurately on
RiO

H

Responsibility: Directorate Business Managers
OAP

Recommendation 5 – Co-ordination
Establish central oversight over the
process for the collection of data for the
out-of-area placement indicator and its
calculation.

OAP

Recommendation 6 – Reconciliation
of bed days to finance information
Carry out a reconciliation of bed days
data used to calculate the indicator to
information derived from financial
records on payments for those
placements.

This recommendation is agreed. Central oversight of
OAP data is now the responsibility of the Trust
Informatics team

H

Responsibility: Director of Informatics

Informatics team to reconcile OAP data with the
finance team

H

Responsibility: Head of Performance & Information
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Appendix 2: Update on prior year recommendations

We set out Trust management’s update on the implementation of recommendations
included in last year’s report to the Council of Governors
Indicator

Prior year recommendation

Current year status

CPA 7 day
follow-up

Implementation of 2015/16 recommendation

This is completed. Directorate Business offices do a sample
check of data prior to publication each month. Information is
available on ifox

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)
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

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).

The gatekeeping process has been automated on RiO
however this still requires manual checks by the business
offices to ensure validity and accuracy of data.
In addition, we are working with Servelec to see what further
changes can be made to the RiO system to support this
process

In addition, training and guidance should be provided to staff,
specifically on the national rules for the indicator
Carers
indicator

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.

This has been completed. This piece of work was led by the
Director of Therapies. This data is to be made available to
clinicians on the Ifox clinician tasklist

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
18
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49th Council of Governors
21st June 2018

Item
Enclosure

9
5

Agenda item

External Auditors’ Report to the Governors

Item from

Ben Sheriff, Deloitte LLP

Attachments

Findings and Recommendations from the 2017/18 NHS
Quality Report External Assurance Review

Summary and Highlights
•

We have completed our external assurance review of the Trust’s 2015/16 Quality
Report.

•

The two mandated indicators subject to testing were “Early Intervention in Psychosis”
and “Inappropriate Out of Area Placements”.

•

We issued a modified conclusion from our testing of both indicators.
Our report sets out findings and recommendations from our work, including on the local
indicator of “progress towards the Trust’s objective to ensure we routinely measure
clinical outcomes so that we know our care makes a difference to patients.”

•

Key Benefits:
The reports fulfil the requirement for an external assurance review of the Quality Report,
including recommendations for improvement.
Recommendation:
The Governors should note the findings of our audit and work.

Oxleas NHS Foundation Trust
Findings and Recommendations from the 2017/18 NHS
Quality Report External Assurance Review
Deloitte Confidential: Public Sector
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Executive Summary
Our limited assurance report is qualified due to errors identified in the calculation of
the two mandatory indicators, which deal with early intervention in psychosis and
inappropriate out-of-area placements.
Status of our work

Scope of work



We are required to:



Our work is complete and we have issued our
limited assurance report on the Trust’s quality
report.
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 For Quality Reports for Foundation
Trusts 2017/18”.



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.
•

•

•

2017/18

2016/17



Quality
Priorities

59 pages

52 pages

6

6

•

•

Future year
Quality
Priorities

6

For 2017/18, all Trusts are required to have testing performed on a local indicator selected
by the Council of Governors. The Trust has selected an indicator intended to measure
progress towards the Trust’s following objective: “Ensure we routinely measure clinical
outcomes so that we know that our care makes a difference to patients”.
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:
•

Length of
Quality Report
(excl annex)

The Trust has selected Early Intervention in Psychosis (“EIP”) and Inappropriate Out of
Area Placements (“IOUP”) as its publicly reported indicators based on NHSI’s order of
priority for selection.

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 Early Intervention in Psychosis and Inappropriate Out
of Area Placements 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.

6

3
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Executive Summary (continued)
Our limited assurance report is qualified in relation to error in the two mandatory
indicators. Significant improvement is required to the selected local indicator.
Content and consistency review
Review
content

Document
review

Form an
opinion

Interviews

Nothing has come to our attention that causes us to believe that, for
the year ended 31 March 2018 the Quality Report is not prepared in all
material respects in line with the criteria set out in the ARM) or is not
consistent in all material respects with the sources set out in our
limited assurance report.

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)?

G

Performance indicator testing
Interviews

Identify
potential
risk areas

Detailed
data
testing

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. We identified errors in the calculation of the
two mandated indicators, early intervention in psychosis and
inappropriate out-of-area placements. Due to the significance of these
errors, our limited assurance report was qualified. We were able to
perform only very limited procedures in relation to the local indicator
due to the way in which it had been defined and reported.

OAP

EIP

Local
Indicator

Recommendations
identified?

4

4

4

Overall Conclusion

R
Qualified
Opinion

R
Qualified
Opinion

R
No opinion
required

G

No issues noted

B

Satisfactory – minor issues only

The six dimensions of data quality:
Accuracy
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
Does all data used generate the indicator meet eligibility requirements as
defined by guidance.
Completeness
Is all relevant information, as specific in the methodology, included in the
calculation.

A Requires improvement

R
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Significant improvement required

4

Content and consistency findings

5
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Content and consistency review findings
We did not report any exceptions in relation to content and consistency review
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

Assessment

Statistics



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

Length: 46 pages



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

G



Is there a glossary to the Quality Report?

B



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?

A



Is there appropriate use of graphics to clarify messages?

B



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



Does the Annual Governance Statement appropriately discuss risks to data quality?

G

6 priorities across the
three domains

Deloitte view
Our review of consistency against other data is ongoing and we will report to you orally any significant findings. We have made recommendations to
management to address minor omissions against the ARM requirements and to further improve readability.
Overall the quality report 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’s highlights for the year. We
again recommend this is revisited next year.
Certain quality indicators for 2017/18 were not set out in the 2016/17 quality report in quantitative form (“We will continue our improvement focus on our
sign up to safety plan and the identified additional areas for 2017/18”, “We will participate in the national programme of improving the physical health of
patients with SMI”, “Each Oxleas directorate will continue to implement clinical outcomes measurement as a normal way of practice”). This has resulted in
a largely narrative description of performance in the 2017/18 Quality Report which makes it difficult for the reader to understand how much of a
performance improvement the Trust was targeting and whether this has been achieved. This is explained further in the section of this report on the
Governor selected local indicator.
6
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Performance and Indicator Testing

7
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Early Intervention in Psychosis (“EIP”)
Our limited assurance report is qualified due to errors identified in our testing.

2017/18

Trust
reported
performance

Target

70.0%

50.0%

Overall
evaluation
R

Indicator definition and process
Definition: “The proportion of people experiencing first episode psychosis or ‘at
risk mental state’ who wait two weeks or less to start NICE recommended
package of care.

National context
The chart below shows how the Trust compares to other organisations nationally for the first three quarters of 2017/18 against the latest national data
available.

Early intervention in psychosis - starting treatment within 2 weeks - Q1-3 2017-18
100%

% of cases

80%
60%
40%

20%
0%
Oxleas
Other English providers
Target

Other London providers
England average
% of waiting list still within 2 weeks of referral

Source: Deloitte analysis of NHS England data. Percentage of waiting list still within 2 weeks of referral calculated as average of month end figures.
8
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Early Intervention in Psychosis (continued)
Process flow

Triaged as
clearly not
psychosis:
referral
removed from
the RTT
pathway

Referral not
flagged as
suspected
FEP*

Referrer
suspects FEP

Urgent/
emergency
referral made,
flagged as
suspected FEP

Is there a
central triage
point?

YES: Clock starts
when central
triage point
receives referral

NO: Clock starts
when EIP
service receives
referral

We have been
unable to obtain a
listing of all
suspected First
Episode Psychosis
(FEP) to test
completeness of
the disclosure

Onward
referral to EIP
service

Patient invited
for initial EIP
assessment

YES: Proactive
attempts to
engage

DNA or
cancellation?

NO: EIP
assessment
commences

YES: Proactive
attempts to
engage

DNA or
cancellation?

NO: EIP
assessment
completed

FEP?

YES: FEP
Clock stops when:
1. Accepted on to the
caseload of an EIP
service capable of
providing a full package
of NICE concordant care
2. Allocated to and
engaged with an EIP
care coordinator

NO: suspected ARMS
Clock stops when:
1. Accepted on to EIP
service caseload
2. Allocated to and
engaged with an EIP
care coordinator
3. Specialist ARMS
assessment commenced

NO: not FEP or
suspected ARMS
Referral is removed from
the RTT pathway once:
1. Lack of FEP or ARMS
recorded on electronic
system
2. Onward referral to
appropriate service or
discharge
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YES: ARMS
Commence NICE
concordant
package of care

ARMS?

NO: not ARMS
Onward referral
to appropriate
service or
discharge
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Early Intervention in Psychosis (continued)

Approach

Findings





We found 7 cases where the clock had been stopped early, all of
which affected the calculated indicator. [Recommendation 3]



Case notes - [Recommendation 4] We were unable to identify
information in case notes to confirm clock start/stop dates in all cases
for this and the OAP indicator.

We met with the Trust’s leads to understand the process from a
referral to the overall performance being included in the Quality
Report. This is a newly tested indicator, and so there are no
recommendations from the prior year.



We selected a sample of 24 from 1 April 2017 to 31 March 2018
including in our sample a mixture of cases in breach and not in
breach of the target.



We found two cases where we were unable find evidence supporting
the clock stop date and therefore extended our sample by a further
2.



We agreed our sample of 26 to the underlying information held
within Rio.

Deloitte View:
The national guidance requires the clock to stop on the latest of: performance of an initial assessment; acceptance of the case; allocation and engagement
with a care co-ordinator.
In all the errors identified in our testing, the clock had been stopped once a care co-ordinator had been allocated but before the care co-ordinator had
engaged with the individual.

Because of the number of errors identified in our sample, we qualified our limited assurance report.

10
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Inappropriate Out of Area Placements
Our limited assurance report is qualified due to errors identified in our testing and
an error in the way in which the indicator had been compiled.

2017/18

Trust
reported
performance

Target

502 bed days

Progress
against
trajectory

Overall
evaluation
R

Indicator definition and process
Definition: “Total number of bed days patients have spent out of area” on
placements assessed as inappropriate, calculated as the average of the monthly
position.
Out of area placements include all placements with other providers, and
placements within a provider where usual frequency of contact with the care coordinator is not possible.

National context
Inappropriate Out of Area Placements has been mandated as an indicator for the first time this year. Due to the relatively recent inclusion in the Single
Oversight Framework, and so increased focus on this metric, NHS Improvement has given providers the choice for 2017/18 of reporting figures for
Quarter 4 only, or for the whole year. The Trust has decided to report only Quarter 4.

The indicator has a number of potentially complex judgements to assess whether an Out of Area Placement is, in fact, appropriate. We understand from
NHS Improvement that over 90% of placements are reported as “inappropriate”, though it is not clear whether this is due to any overall issues in
reporting or identifying “appropriate” placements, or reflects the actual split of cases. However, discussions in testing across our portfolio suggest that
some of this may be due to less focus on classification for the metric than just reporting overall numbers of out-of-area placements for budget
monitoring purposes.

11
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Inappropriate Out of Area Placements (continued)
The Trust’s process is heavily manual
Process flow
Decision made to admit a patient

The patient is being admitted by
their home provider to an
inpatient unit that usually
receives admissions for people
living in the catchment area of the
person s CMHT

The patient is being admitted to
an inpatient unit within the
person s home provider, but not
in the catchment area of the
person s CMHT

The patient s care coordinator is
able to visit them as often as
stated in their trust policy for
patients who are admitted locally

Not an OAP
(best practice)

The patient is being admitted to
an inpatient unit with another
provider

The patient s care coordinator is
not able to visit them as often as
stated in their Trust s policy for
patients who are admitted locally

Not an OAP
(not best practice but
not an OAP)

OAP

OAP

Trust assesses
whether placement
is appropriate

Inappropriate: Out of
area placement starts
and is recorded

Appropriate: Out of
area placement is
recorded

Inappropriate
OAP has ended?

YES: End date recorded
and number of bed days
included in statistics for
the month

Deloitte Confidential: Public Sector

[Text]
NO: Placement is
ongoing – number of
bed days for the month
included in statistics

2 errors identified
in the recording of
bed days
12

Inappropriate Out of Area Placements (continued)

Approach

Findings



We met with the Trust’s leads to understand the process from
placement through to the overall performance being included in the
Quality Report. This is a newly tested indicator, and so there are no
recommendations from the prior year.



Our testing identified 2 errors. The error rate in bed days was
approximately 10%. Because of the size of the error rate in bed days,
we have qualified our limited assurance report.





We selected a sample of 24 out of area placements. During our work
we found errors in the count of the number of bed days for two
sample items and for a further two sample items were unable to
obtain evidence to confirm start and/or stop dates and therefore
extended our sample by a further six items.

The information was reported for quarter 4 of 2017/18. We identified
that the information in the final calculation did not include placements
during quarter 4 which has started prior to the start of quarter 4.



The data used to calculate the indicator is maintained on separate
spreadsheets by individual borough teams. As a consequence there
was no central oversight over the data or calculation of the final
indicator value which might identify that the indicator had not been
compiled on the correct basis (i.e. it did not include out-of- area
placements which had begun outside the period). [Recommendation
5]



The finance team maintain records of placements derived from
payments made which can be used to check the accuracy of
information used to calculate this indicator. A reconciliation between
the two sets of records is not performed [Recommendation 6]



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

Deloitte View:
This the first year the Trust has had to report this indicator and therefore the first time that the indicator has been subject to external scrutiny. Our
experience is that the incidence of error tends to be higher in this situation.
The process is substantially manual, relying on the maintenance of spreadsheets by individual borough teams.
The indicator requires an assessment to be made on whether out of area placements are appropriate or inappropriate. There gaps in the national guidance
and the Trust has not set out any local guidance on for staff to apply the national guidance and in practice we understand that all placements have been
classified as inappropriate. [Recommendation 4]
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Local Indicator
We have been able to perform only limited procedures on the selected indicator. We
recommend the Trust revisit the way in which some indicators within the quality
report are defined and targets set.
Indicator definition
Definition: “Each Oxleas directorate will continue to implement clinical outcomes measurement as a normal way of practice. We will do this by
extending participation to the clinical teams that can collect paired outcomes and achieve the trajectory set by the Trust (From 2016/17 Quality
Report).”
This indicator was intended to measure progress towards Quality Objective 6: Ensure we routinely measure clinical outcomes so that we know that
our care makes a difference to patients.
Collection process
Individual directorates were asked to provide the following information.
1. Please can you detail what your current directorate practice is to collect clinical outcomes?
2. How many of your teams actually collect paired clinical outcomes data?
3. How and when do you as a directorate review clinical outcomes data?
This was collated and summarised into a narrative description of arrangements in the Quality Report.

Deloitte View:
The indicator, as described in the 2016/17 quality report, does not define precisely how the Trust will measure participation in clinical outcomes
measurement or set a target for the extension of participation. While not specified in the 2016/17 report, the assessment for the 2017/18 report
could have been prepared on a quantitative basis.
Instead the approach taken has been to make a qualitative assessment and report this in narrative form in the Quality Report. While narrative is
important in explaining indicators, without measurable objectives it is challenging to assess the Trust’s progress. We would expect progress on most if
not all areas in the Quality Report to be supported by quantitative evidence.

The focus of the indicator is on extending participation. The focus of the data collected is on arrangements at a point in time.
In view of the way in which the indicator is defined and reported, it does not provide a benchmark against which we are able to test the underlying
data for the six dimensions of good data quality.
We have made a recommendation for improvement in the way in which the Trust defines quality indicators and sets targets for performance.
Deloitte Confidential: Public Sector
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Appendix 1: Recommendation for improvement
We set out our recommendations for improvement arising from our current year
procedures
Indicator

Deloitte Recommendation

Management Response

Priority
(H/M/L)

N/A

Recommendation 1 - Defining indicators and
setting targets

Management will track and provide responses
separately.

H

Management will track and provide responses
separately.

M

In the Quality Report, a qualitative assessment of the
Trust’s progress towards its quality objectives should
be supported, where possible, by quantitative
indicators that provide a clear and concise measure,
typically in numerical terms, of the Trust’s progress
towards meeting the relevant objective.
This enables the Trust and stakeholders to quantify
the performance improvement which the Trust is
targeting and to readily assess whether the Trust has
achieved that level of performance. For example, in
relation to Objective 6, a target might be set of
“clinical outcomes assessments to be performed in
X% of relevant cases” (as recorded by RiO or
alternative local system).
N/A

Recommendation 2 - Structure of the Trust’s
quality report
Revisit the structure of the quality report.
The structure of the Trust’s quality report, which
presents the 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’s highlights for the year.
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Appendix 1: Recommendation for improvement
We set out our recommendations for improvement arising from our current year
procedures
Indicator

Deloitte Recommendation

Management Response

Priority
(H/M/L)

EIP

Recommendation 3 – Guidance on
clock stop date

Management will track and provide responses separately.

H

Management will track and provide responses separately.

H

Management will track and provide responses separately.

H

Issue reminders to staff that the clock
should be stopped only once the care
co-ordinator has engaged with the
individual. Update process
documentation to ensure this point is
clear.
EIP/OAP

Recommendation 4 – Case notes

Ensure that case notes or alternative
documentation provide evidence of
relevant start and stop dates.
OAP

Recommendation 5 – Co-ordination
Establish central oversight over the
process for the collection of data for the
out-of-area placement indicator and its
calculation.

OAP

Recommendation 6 – Reconciliation
of bed days to finance information

Management will track and provide responses separately.

H

Carry out a reconciliation of bed days
data used to calculate the indicator to
information derived from financial
records on payments for those
placements.
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Appendix 2: Update on prior year recommendations
We set out Trust management’s update on the implementation of recommendations
included in last year’s report to the Council of Governors
Indicator

Prior year recommendation

Current year status

CPA 7 day
follow-up

Implementation of 2015/16 recommendation

Management will provide responses separately.

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)
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

Provide training and guidance to staff, and clearly record
exempt patients

Management will provide responses separately.

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

Improve indicator definition and develop an accurate report

Management will provide responses separately.

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
18
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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.

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

Deloitte LLP
St Albans
26 May 2018
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, only the basis that we accept no duty, liability or responsibility to Monitor in relation to our Deliverables.
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This publication has been written in general terms and we recommend that you obtain professional advice before acting or
refraining from action on any of the contents of this publication. Deloitte LLP accepts no liability for any loss occasioned to any
person acting or refraining from action as a result of any material in this publication.
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 affiliate of Deloitte NWE LLP, a member firm of Deloitte Touche Tohmatsu Limited, a UK
private company limited by guarantee (“DTTL”). DTTL and each of its member firms are legally separate and independent
entities. DTTL and Deloitte NWE LLP do not provide services to clients. Please see www.deloitte.com/about to learn more about
our global network of member firms.
© 2018 Deloitte LLP. All rights reserved.
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Agenda item

Remuneration Committee for Non-Executive Directors

Item from

Meera Nair, Director of Workforce and Quality
Improvement
Front Sheet only

Attachments
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Summary and Highlights
Our remuneration committee arrangements have been reviewed by Meera Nair, Director of
Workforce and Quality Improvement and Sally Bryden, Trust Secretary. At Oxleas, we have
an established remuneration committee for executive pay with the following membership:
Andy Trotter, Chair
Steve Dilworth, NED
James Kellock, NED
Wendy Lyon, Head of Partnership
Lesley Smith, Governor
This committee meets annually and considers the remuneration of executive directors.
Currently we use the Non executive Nominations Committee to review the pay of nonexecutive directors. The membership of the Non Executive Nominations Committee is:
Andy Trotter (Chair)
Steve Dilworth
Irene Badejo
Joseph Hopkins
Stephen Brooks
Raymond Sheehy
While this arrangement meets the requirements of the NHS Foundation Trust Code of
Governance, we consider establishing an additional committee (with the majority of
members being governors) to review non-executive director remuneration may be timely
and would enable us to follow best practice advice for NHS foundation trusts from the
Institute of Chartered Secretaries and Administrators.
The committee would be set up following national best practice guidance and terms of
reference would be developed with governors and board members.

Key Benefits:
•

Having a dedicated committee to ensure non-executive remuneration is in line
with similar organisations and is sufficient to attract good candidates.

•

Ensuring following current best practice

Recommendation:
The Council of Governors is asked to agree to the setting up of the Non-executive
Remunerations Committee and agree to establishing a small time-limited working group
to draft terms of reference.

49th Council of Governors
21st June 2018
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Agenda item

NED nominations committee

Item from

Meera Nair, Director of Workforce and Quality
Improvement
Front Sheet only

Attachments
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Summary and Highlights
In 2018, the following non-executive director terms of office will be completed:
• Andy Trotter will complete his first term on 31 October 2018 – eligible for reappointment
• Stephen Dilworth will complete his first term on 31 October 2018 – eligible for reappointment
• James Kellock will complete his third term on 31 October 2018
In December 2017, we discussed and agreed the process for considering the reappointments and appointments. These included the NED Nominations Committee
reviewing the board composition and agreeing a person specification and interview process
for the new non-executive director and the appraisal and re-appointment process for nonexecutive directors reaching the end of their three year term of office.
The Nominations Committee is meeting on 21 June to discuss these issues and review NED
remuneration and a verbal update will be given to the meeting.
Key Benefits:
•

Having a robust process to ensure the independence of non executive directors

•

Ensuring following current best practice and the Foundation Trust Code of
Governance

Recommendation:
The Council of Governors is asked to note the role of the committee and agree the
committee’s recommendations.

49th Council of Governors
21st June 2018

Item
Enclosure
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Agenda item

Care Quality Commission Inspection report – Oaktree Lodge

Item from

Iain Dimond, Acting Deputy Chief Executive

Attachments

Action plan

Summary and Highlights
Oaktree Lodge is a 17-bed facility on the Memorial site that provides care to older patients
with long standing and complex mental health problems. Patients have multiple needs,
which may include physical frailties associated with age, persistent mental health symptoms
and aspects of challenging behaviour; most remain in the unit until the end of their life.
In April 2016, the unit was visited in the CQC’s inspection of the Trust’s inpatient units for
older adults with mental health problems. The report identified that this service line was
‘good’ in all domains and there was a positive commentary on the care and treatment
offered to patients.
On 27 September 2017, the CQC contacted the Trust to say that they had been alerted by a
whistle blower regarding the care of an individual patient. Concerns included risk of abuse
from other residents due to her behaviour; a lack of personalised care planning, leading to a
limitation of her choices, failure to take account of her preferences and concerns regarding
the treatment of her physical health needs.
We made a safeguarding referral to the Royal Borough of Greenwich and the report found
that four of the five allegations were substantiated:
• The care plan appeared too rigid.
• There was a risk of abuse from other residents as the patient’s challenging behaviour
was not addressed in her care plan.
• There was evidence that the patient’s choices and wishes were not fully taken into
account.
• A lack of investigation and treatment of the patient’s physical health issues.
Despite the concerns, the patient herself stated that she would like to stay in Oaktree Lodge
and that she ‘liked it there’.
The report was submitted to the CQC on 8 January 2018.
On 9 April 2018, the CQC undertook an unannounced visit to Oaktree Lodge. As a result,
the Trust has been served a notice under Section 29A of the Health and Social Care Act
2008, stating that Oaktree Lodge required significant improvement; the reasons are as

follows:
Person-centred care – the care and treatment of patients was not always appropriate, did
not always meet their needs or reflect their preferences. This included enabling patients to
understand the care and treatment choices available to them. Patients were not always
adequately supported to participate in decisions regarding their care and treatment.
Dignity and respect – patients were not always treated with dignity and respect, and their
autonomy, independence and involvement in the community was not always supported.
Safe care and treatment – care and treatment was not always provided in a safe way for
patients. The Trust did not always assess the risks to the health and safety of patients in a
timely way, and did not always mitigate such risks where reasonably practicable.
Good governance – the Trust had not effectively assessed, monitored and improved the
quality and safety of the service provided. The Trust had not effectively assessed, monitored
and mitigated the risks to the health, safety and welfare of patients.
The inspection team looked at the care plans of six patients. The specific issues they found
were that:
• Three patients had a DNA CPR notice that was not in line with Trust policy.
• Three patient’s care plans did not reflect their specialist health needs, despite the impact
of these health needs on their wellbeing and safety.
• There was an insufficient level of activity offered to patients.
• Some staff were described by some patients and visitors as acting inappropriately (eg,
drinking coffee in the office, not always acting in a kind way).
• There was insufficient evidence of effective multi-disciplinary team working.
• Some risk assessments were not up to date.
The team also observed a highly inappropriate interaction between a staff member and a
patient. However there were no concerns noted regarding the care of the patient who had
been subject to the safeguarding review earlier in the year.
We took immediate action, including:
• Suspending the observed staff member while an investigation takes place.
• Strengthening management in the unit through additional support from the Head of
Nursing and another experienced manager who has substantial experience in the care of
older people.
• Reviewing all DNA CPR notices in place across Trust services in line with Trust policy.
• Drawing up a draft action plan based on the CQC’s informal comments and report and
establishing a weekly taskforce, chaired by the acting deputy chief executive, to oversee its
implementation.
At the CQC’s request, we referred the service to Royal Borough of Greenwich for a service
line safeguarding review. In consultation with the Head of Adult Safeguarding for Greenwich
Council and the Director of Health and Adult services, it was agreed that whilst
remedial action is required to achieve service improvement, RBG’s adult safeguarding
provider concerns procedures do not need to be invoked at this time. The Head of Adult
Safeguarding has reviewed the Trust’s service improvement plan and is satisfied that

arrangements within the trust for monitoring service improvement are robust.
The CQC has asked the trust to remedy the concerns by 18 June 2018.
The action plan was submitted to the CQC on 26 April 2018, and the latest version is
attached.
On 19 April 2018, at a Board awayday, the Board took the decision to institute an
investigation into how this failing in care occurred without the management team or the
Executive being alerted. The investigation panel is chaired by Steve James, NED, and
includes Michael Witney, Director of Therapies, and Angela Heilleur, Director of Nursing
from Lewisham & Greenwich NHS Trust, who kindly agreed to join the panel to provide
external challenge to the
investigation.
The panel has been asked to:
• Map the gaps in assurance that led to the Trust not being alerted to the failings in patientcentred care & service delivery, as detailed in the CQC’s S29A Notice.
• Map how the Executive and the Greenwich management team responded to the
concerns raised by the whistle blowing complaint in October 2017 and identify how this
response could have been improved so that the care and treatment of all patients in the
unit would meet trust standards.
• Identify the implications from the panel’s investigation, for the Board, the Executive and
Greenwich management team in assuring and reporting on the safety and quality of our
services.
• Advise how the Trust can ensure that staff have the knowledge and the confidence to
raise a whistleblowing concern.
Key Benefits:

Recommendation:

Oaktree Lodge Improvement Action Plan
Following the unannounced CQC inspection to Oaktree Lodge Unit on 9 April 2018, a number of areas of concern were identified by the Inspection team.
Based on the detail provided by the S29A notice, Oxleas has put in place an improvement action plan with immediate effect; the aim is to improve care
where the quality and safety of the service has fallen below the required standards.
A taskforce, chaired by the Acting Deputy CEO, has been established to oversee the implementation of the action plan – this group will report to the Trust
Performance & Quality Assurance committee (a sub-committee of the Board).
Identified area for
improvement
1

DNAR-CPR
It was identified that for 3 out
of 4 patients who had DNAR
notices on their care records,
there was no evidence of
review in line with the Oxleas
policy, no clarity within the
notes on why DNAR applied
and no evidence of a capacity
assessment being taken into
consideration.

Actions to improve

Responsibility

Time Frame

•

Oaktree Lodge has 4 patients on a
DNAR notice; All 4 patients will be
reviewed in line with trust policy
by 12th April 2018.

Dr Anthony Akenzua,
Clinical Director,
Greenwich

12 April
2018

•

We will review all other patients
in Oaktree Lodge.

Dr Anthony Akenzua

16th April
2018

•

To ensure consistency we will also
review all other wards that care
for older people who have a DNAR
notice identified within their
record and ensure that the notice
has been reviewed in line with
Trust policy i.e. by a doctor. These
wards include
o Holbrook

Borough Clinical
Directors

4th May

Progress Update
Completed 11/4/18

Completed 12/4

20/4/18 Feedback requested from CDs
to ensure this has been actioned
Completed. Holbrook identified some
issues that have been put in an action
plan.

1

Identified area for
improvement

Actions to improve
o
o
o
o

Responsibility

Time Frame

Progress Update

Shepherdleas
Scadbury
Meadowview
Greenwich Intermediate
Care Unit (GICU)

•

We will ensure all ward/unit
teams are aware of the DNAR/CPR
policy and who is responsible for
enacting it.

•

We will develop a one page good
practice prompt for staff.

•

th

Some minor amendments to the policy
have been agreed and are being made
by Maggie Grainger by the 11th May we
have therefore extended the time
frame for this action to the 18th May.
11th May Policy revisions complete
including one page prompt
Completed 14/5/18

Borough clinical
Directors

18 May
2018

Maggie Grainger

11th May
2018

This one page prompt will be part of the
revised policy and completed by Maggie
Grainger. Ify and Jane have agreed to
send a global email once the policy and
one page prompt are completed.
Completed

Good practice prompt to be added Borough Clinical
Directors
to prescription charts as a
reminder for staff.

25th May
2018

Agreed at taskforce that the one page
prompt should be displayed in the
nurses’ station and not attached to
medicine cards.
Email to CDs to clarify sent 16/5/18
Completed

2

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

Progress Update

•

An agreement to be reached on a
standardised process for storage
of DNAR forms (paper copies) on
the ward to ensure they can be
checked quickly in an emergency.

Lorraine Regan, Acting
Service Director with all
Clinical Directors

June 12th

A red folder with a paper copy of the
DNAR forms is in place within the
nursing office at OL. Awaiting an update
from other services.

•

We will ensure that all capacity
assessments in relation to DNAR
to be completed and recorded in
the notes of all patients in Oaktree
Lodge.
In relation to capacity decisions
relating to DNAR we will ensure
that capacity assessments are
clearly documented on Rio for
those patients with and without
capacity and that Where the patient lacks capacity
we will ensure the decision has
been made with a MDT and an
IMCA.
All identified wards are to submit
evidence of completing the annual
DNAR audit proforma provided in
the Trust DNAR policy.

Dr Anthony Akenzua ,
Clinical Director
Greenwich

20 April 2018

Completed 12/4.

Dr Anthony Akenzua
Clinical Director

8/5/18

Completed

Jane Wells, Director of
Nursing

27th April
2018

Completed

•

•

•

3

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

Progress Update

•

We will ensure that there is a clear Dr Akenzua, Clinical
Director, Greenwich
process in place for multidisciplinary team working to
ensure a whole team approach to
improve the quality of care
provided at the unit

20 April 2018

Completed – Job plan for consultant has
been altered to facilitate more
opportunities for MDT working.
Changes to OT support have been made
to rebalance the MDT structure and
provide support for the staff team to
develop new activity timetables.
A whiteboard has been ordered; Elaine
Newman to complete revision of
activity timetable; Elaine to specify level
of OT input now in place prior to next
meeting

•

A meeting will be held with the
GPs visiting Oaktree Lodge and
the unit’s consultant psychiatrist
to review the assessment/review
of DNAR notices and agree lines of
responsibility for future patients.

Dr Akenzua, Clinical
Director, Greenwich

25th May
2018

Completed. Meeting held on 12/4/18.
Agreed that Dr Euba will be the
responsible clinician for DNAR decisions
and reviews.

•

The contract with the GP practice
is to be reviewed by the
Greenwich management team to
ensure effective processes are in
place for optimum physical health
care to all patients at Oaktree

Dr Akenzua, Clinical
Director, Greenwich

4

Elaine Newman to be asked to talk to Dr
Euba to produce summary of
expectations of GPs that we can use to
strengthen existing arrangements.
Established that Oxleas do not hold the
contract this sits with the CCG.
Meeting with GPs on 14/5
Agreed timetable and
tasks/expectations this will be set out as

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

Progress Update
an appendix to the operational policy
(the latter still to be revised).
Completed

2

Risk Assessment & Care
Planning
Some care plans reviewed by
CQC did not meet identified
patient needs, they were
generic and not personalised
There were instances where
patient risk assessments were
not done in a timely manner
with an example stating long
delays between a risk
assessment being completed
following patient admission

•

The care plans of all Oaktree lodge
patients will be reviewed to
ensure that these are
personalised, have identified risks
that are care planned for,
safeguarding is made personal
and that specialist referrals are
made and noted in the records of
patients who require specialist
input to their care.

Mary Titchener, Head of
nursing Greenwich

•

All care plan areas of concern
raised in the warning notice with
respect to the following areas will
be addressed immediately:
o Patient identified with

Mary Titchener, Head of
nursing Greenwich

5

Two will be
reviewed
each week

Each care plan that requires
improvement has been identified and
these are being updated with support
from the Head of nursing
Completed

A visit on 20/4/18 revealed that the
issues specifically raised in the S29A
Notice concerning dentures,
communication and COPD had been
addressed.

Identified area for
improvement

Actions to improve
COPD
Patient with
communication difficulties
o Patient requiring specialist
referral for dentures
As care plans are completed they
will be audited using the Trust’s
care plan audit tool. The results of
these audits will be submitted to
the Oaktree Taskforce group for
review.
All care plan gaps will be placed in
a spreadsheet to enable the
taskforce to monitor progress.
We will provide additional training
on personalising care planning in
line with the Trust policy and the
agreed 7 principles that all staff
must follow:
o Recognition of the individual’s
strengths and goals, taking
into account their personal
wishes.

Responsibility

Time Frame

Progress Update

o

•

•

•

o

Iain Dimond, Acting
Deputy Chief Executive

From w/c
14/5/18
2018

CPA reviews taking place 04.06.18. Care
plan audits ongoing by Head of Nursing

Mary Titchener, Head of
Nursing
Mary Titchener, Head of
Nursing

11th may
2018
4 May 2018

Completed

Identifying the family support
networks of patients in order
to involve them in supporting
care planning
6

All named nurses responsible for care
planning have now had a
training/support session with Mary
Titchener, further sessions will be
delivered to the wider staff team.
Completed

Identified area for
improvement

Actions to improve

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.

Responsibility

Agreement on actions and support to
achieve good outcomes and also
enable effective risk management.
Encouragement and support to
empower individuals to self-manage
wherever possible.
Developing a plan and where possible
agreeing the goals, outcomes and
review dates of the treatment options
and the care being delivered.

7

Time Frame

Progress Update

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

3.

Service Level Safeguarding
Alert
Due to the concerns raised
specific to personalised care
and safeguarding

•

We will make a request to London
Borough of Greenwich to
undertake a service level
safeguarding review of Oaktree
lodge and we will comply with any
recommendations for action that
come out of this review

Iain Dimond, Acting
Deputy CEO

4.

Staff attitude & behaviour
(Dignity & Respect)
A member of staff was
observed treating a patient in
a non-therapeutic manner and
without dignity and respect.

•

We will ensure that the identified
member of staff will be moved to
work in a non-patient facing role
while the issue of conduct is
investigated.

Lorraine Regan, Service
Director, Greenwich

10 April 2018

•

Senior staff will be visible on the
ward to observe and model the
values underpinning the processes
of care and to ensure that all
patients are treated
compassionately and with dignity
& respect.

Mary Titchener, Head of
Nursing, Greenwich

Ongoing

•

We will put in place new activity

Rachel Matheson,
Service Manager,
8

18/5/18

There were concerns about
staff not spending sufficient

Progress Update
Request made on 11 April 2018 – RBG
was approached to consider the need to
invoke the councils “provider concerns
procedures” Following discussions with
Peter Davis RBG Head of Safeguarding it
was decided that the provider concerns
process was not needed at this time.
Peter will however receive the updated
action plan weekly so that he can
support with monitoring.
Action plan to be presented at
Greenwich SAB.
Completed
Completed – staff member has been
moved and the investigation process
has commenced in line with the Trust
disciplinary policy.
Head of Nursing or equivalent member
of the directorate management team
will spend dedicated time each week on
the ward from 11 April 2018, until the
Taskforce is confident that practice is
robust and in line with Oxleas’ values.

Identified area for
improvement
time with patients and doing
activities and lack of patient
interaction

Actions to improve
plans to be produced and
displayed on the unit.
•

All staff have been asked to
ensure they spend time engaging
patients in activities or having
access to outside venues.

•

Oaktree lodge patient and carer
feedback & complaints to be
reviewed for themes linked to
attitude & behaviour of staff and
to ensure a robust action plan has
been put in place (this work will
inform the staff development &
support programme).

Responsibility

Time Frame

Progress Update

Greenwich
Completed through team discussions in
the week following the inspection

Lorraine Regan, Service
Director, Greenwich

4 May 2018

20/4/18 Our review shows that there
have been no complaints or PALS
queries in relation to Oaktree Lodge in
the last year.
Review of patient experience feedback
is ongoing
EN now holding a monthly meeting with
families to enable them to share any
feedback/concerns

9

Identified area for
improvement
5.

Good Governance & Staff
Engagement

Actions to improve

Responsibility

Time Frame

Progress Update

Following a ‘board to floor’ visit to the
ward in January 2018, reflective
practice sessions with a psychologist
were put in place to support staff.
These sessions will be developed into
a larger staff development and
support programme to improve
morale and purpose.
•

Rachel Matheson,
Service Manager,
Greenwich

30/5/18

Completed – actions have been added
to this action plan

Meera Nair, Director of
Workforce and QI

27th April
2018

Completed and feedback shared with
Service Director

We will provide additional
management capacity to the unit
to facilitate immediate
improvements and assist in the
recruitment of staff.

Lorraine Regan, Service
Director, Greenwich

12 April 2018

Completed - An experienced manager is
currently supporting the unit; additional
senior presence to be in place week
commencing 30th April (EN)
The substantive ward manager post has
now been advertised.

We will ensure we provide an
effective Advocacy service that
will support all appropriate

Rachel Matheson,
Service Manager,
Greenwich
10

4th May 2018

Referrals have been made for all
patients at Oaktree Lodge with a
spreadsheet showing what type of

Develop a staff engagement
action plan

The Taskforce will:
• Ask the trust Staff Partnership
lead to undertake a focus group(s)
with staff on the ward.

6

Ward Leadership

7

Lack of independent advocacy •
for the patients at Oaktree
Lodge.

•

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

patients on the unit

8

Raising a matter of concern:
The inspection identified staff
who had noted inadequate
behaviour of staff and patients
not being treated with dignity
and respect

Progress Update
advocacy they have been referred for
and why. This spreadsheet will be
updated as we receive responses to the
referrals and will be escalated after the
4th may if responses not received.
Completed

•

Following referrals we will
escalate the two patients where
referrals have not yet been
accepted. (added 14/5/18)

Lorraine Regan, Acting
Service Director

25/5/18

Email to Stuart Nichols at RBG sent 23/5
Metro booked to provide advocacy
training for staff on 7/6/18

•

We will work with the Trust’s
Freedom to Speak up Guardian to
look at different ways to raise
awareness on how to raise a
whistleblowing concern

Iain Dimond, Acting
Deputy Chief Executive

May 2018

Awareness raising leaflet has been
drafted by the Director of workforce
and QI. This is currently with a NED for
approval before dissemination.14/5/18
now agreed with NED and with Comms
for circulation. A film will also be
launched on the intranet.
Update 30.05.18 – leaflet and film now
on intranet. COMPLETED

•

We have commissioned an inquiry

This commences 1st May 2018
11

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

Progress Update

led by a Non-Executive Director to
also look at how we ensure staff
have the knowledge and the
confidence to safely raise a
whistleblowing concern. We will
ensure that the recommendations
from this inquiry will be
implemented.
9

Support for staff in delivering
patient centred care.

10 Staff development
programme to support
morale and purpose

•

Reflective Practice
This is on-going and gives staff the
opportunity to discuss difficult
cases/general issues about
communication with colleagues
and service users. 3 monthly
review with themes from Jacob,
with HR Manager and Service
Manager.
Weekly Oaktree task and finish group
to:
•

Statement of purpose and vision,
revisit staff charter

•

Gaps in skills and experience with
the aim of creating a training and
development plan for the whole

Rachel Matheson,
Service Manager

May 25th
2018

Initial feedback suggested a more
complete evaluation would be helpful
now that staff have a good
understanding of reflective practice and
how it is used. An evaluation has been
planned for 13th-27th June.

Rachel Matheson
Debbie Clifford
Mary Titchener
Elaine Newman

Weekly until
30/5/18

First meeting chaired by RM on
02.05.2018
First meeting focused on Oaktree lodge
Team Values.
11th May, Team ground rules exercise
started. CQC Action plan distributed.
Further sessions planned.

12

Identified area for
improvement

Actions to improve

Responsibility

Time Frame

Meetings dates now set with a review
meeting planned for end of June.

team.
•

11 Engage staff in a review of
the MDT/CPA review
meetings

Task and finish group to explore
benefits of development/
shadowing opportunities, and
explore potential rotational posts.

Elaine to observe the MDT meeting,
meet with the MDT to feedback
observations and review the process
to ensure actions are followed
through and reviewed (e.g. risk
assessments, Care plans, referrals,
DNAR).

Progress Update

Elaine Newman
Members of the MDT

12 Develop a sustainability plan
Focus on assurance methods and
Taskforce Group
focussed on how these issues additional actions that will ensure long
will be monitored and
term embedding of these actions
assurance sought following
completion of the action plan.
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June 14th

June 26th

MDT meeting structure reviewed
changes discussed and agreed with staff
(EN, 30.04.2018)
Completed
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Summary and Highlights
Attached is the Board Inquiry Executive Summary and action plans for Mr A.
The inquiry was undertaken with Governor and Non-Executive Director involvement.
The following points will be covered at the meeting:
•
•
•
•

Inquiry process
Summary of incident
Recommendations
Action plan

Key Benefits:

Recommendation:
To note

Serious Incident Inquiry – Mr A
Executive Summary
Author – Alison Furzer, Director of Informatics
Accountable Director – Jane Wells, Director of Nursing
Mr A was a 41 year old male with a diagnosis of paranoid schizophrenia. He was admitted to
Lesney ward, Woodlands unit on 20 May 2017. He was transferred to Tarn Psychiatric
Intensive Care Unit on 15 August 2017, as due to a relapse in his mental state it was unsafe
for him to remain on an acute ward.
On 16th August 2017, Mr A was admitted to Queen Elizabeth hospital with Neuroleptic
Malignant Syndrome. Whilst at hospital he was diagnosed as having gangrene in the second
toe on his left foot which was going to be managed conservatively and on 23 August 2017
Mr A returned to Tarn ward.
On 7 September 2017, Mr A underwent surgery on his toe after the gangrene progressed.
On 12 September 2017, Mr A retuned to Tarn ward. On 29 September 2017 Mr A choked
and was admitted to Queen Elizabeth hospital where he was placed on life support. On 5
October 2017 the life support was switched off.
The panel reviewed the care offered to Mr A during his period of admission as an inpatient
from May 2017. The panel were unable to determine the root causes of Mr A’s choking but
concluded that his death was not preventable based on the evidence the panel had at the
time of writing. The subsequent post mortem information has not revealed anything
significant.
The panel did identify that there were areas in the care that could have been improved and
will be addressed; these did not contribute to Mr A’s death.
The areas of care that could have been improved primarily related to the identification and
management of Mr A’s physical health. The panel recognised that Mr A’s presentation was
highly complex and this heightened his risk of physical health problems. However, in
relation to physical health, the panel found some areas for improvement to ensure that
patients’ physical health needs are properly assessed and managed. These issues were
discussed at the board of directors and the panel have subsequently added an additional
recommendation in relation to physical health.
The panel’s 3 key recommendations arising from our investigation are as follows:
Recommendation 1: A systematic approach to the identification and management of
physical health problems is required. This should include but not be limited to the
following:

1) Reliable ways of monitoring weight loss or gain must be in place for all patients.
Nursing staff need training and support to enable them to monitor vital physical
health functions in patients whose behaviour is challenging in this regard
2) Ward teams need to understand the vital importance of monitoring food and fluid
intake of all patients and know the pathways for seeking further advice where
appropriate.
3) Staff need training on monitoring bowel habits in patients who may not be
able/want to report to staff and know the pathways for referral to bladder and
bowel specialist care where appropriate.
4) Staff need training on preventing and identifying wounds/ulcers that need follow up
and know the pathways for referral to specialist care where appropriate including
discussion with tissue viability teams to ascertain different referral to podiatry.
5) Consideration should be given to employing a physical health nurse on each of our
MH inpatient wards to support the wards, disseminate information and ensure
wellbeing clinics happen regularly.
Recommendation 2: The clinical system needs to be updated so that it is easier to
record and review physical health information over a period of time. Specifically,
the system needs to be changed so that the date a patient’s weight is taken is
always shown, a graphical display of the weight over time is added and an area
added for stool charts to be documented and monitored.
Recommendation 3 : A case management review should be held for any patient who
continues to deteriorate and remains an inpatient for longer than would usually be expected
in order to conduct an in depth holistic review. This should include input from physical
health leads and acute colleagues if relevant.
Action Plan
The Inquiry report is accompanied by a detailed action plan which sets out how the Trust has
is responding to the recommendations.

Oxleas NHS Foundation Trust

SERIOUS INCIDENT ACTION PLAN

Initials:
MR A

Incident date:
29 September 2017

Team involved at time of incident:
In patient teams Bexley (Lesney) and Greenwich (The Tarn)

Date of action plan:
8/02/18, updated 12/6/18 with
actions for recommendation 1

Recommendation

Action required

Progress and date

A systematic approach to the
identification and management of
physical health problems is
required. This should include but not
be limited to the following:

Practice
development
nurses will be
holding workshops
with the unit
focusing on
physical health
monitoring
(E.g. vital signs
etc).

1. Reliable ways of monitoring
weight loss or gain must be in
place for all patients. Nursing
staff need training and support
to enable them to monitor vital
physical health functions in
patients whose behaviour is
challenging in this regard
2. Ward teams need to
understand the vital
importance of monitoring food

Audits on MUST
and Mews will take
place monthly.
Consideration to be
given to equipment
to help assist with
weighing
challenging

Due
by
July
18

Lead
Heads of
nursing

How will this be
evidenced
Heads of nursing will
ensure that the
workshops take place
and that MUST and
MEWS audits happen
monthly

A Four corners workshop took
place on the unit facilitated by
practice development nurses
including focus on resus bags,
competency & sign off in vital
signs monitoring, managing
diabetes hyper and
hypoglycaemia. Further dates to
be planned.

Heads of nursing to
consider whether
weighing chairs on the
unit would be
MUST and MEWs audit taking
beneficial and will be
place monthly.
able to evidence the
decision reached
Trust Physical Health and
Wellbeing coordinator doing
refresher training on both
Lesney and Millbrook ward on

1

and fluid intake of all patients
and know the pathways for
seeking further advice where
appropriate
3. Staff need training on
monitoring bowel habits in
patients who may not be
able/want to report to staff and
know the pathways for referral
to bladder and bowel specialist
care where appropriate.
4. Staff need training on
preventing and identifying
wounds/ulcers that need follow
up and know the pathways for
referral to specialist care
where appropriate including
discussion with tissue viability
teams to ascertain different
referral to podiatry
5. Consideration should be given
to employing a physical health
nurse on each of our MH
inpatient wards to support the
wards, disseminate
information and ensure
wellbeing clinics happen
regularly.

patients
Regular spot
checks of food and
fluid charts
Refresher training
courses to be
arranges

MUST and MEWs
audit taking place
monthly. Ward
managers to do spot
checks at least 3
times a week to
ensure they are taking
place

Bowel habits to be
monitored daily

Regular checks by
practice development
nurse

Embedded learning
events for staff and
review of protocols
within the unit for
wound issues

Heads of nursing to
ensure that
embedded learning
events get set up and
protocols put in place

Increase number of
staff with physical
health knowledge
on the unit

Increase in number of
nurses with physical
health skills on the
wards

Move wellbing
clinics from
weekend to

Attendance and use

19th June 2018.
Investigating in to the merits of a
weighing chair for the units is
underway.
This is now monitored as part of
daily handover meeting attended
by ward managers and
escalated to senior nursing staff
as appropriate.

An embedded learning event
took place on 22nd May 2018 at
Queen Marys Hospital facilitated
jointly by Tissue Viability Nurse
and Physical Health leads from
Millbrook Ward. Further brief
ward sessions planned over July
& August 2018 for both Lesney
and Millbrook Ward.
A Trust wide embedded learning
event is planned for 21 July led
by the medical director
Close links and referral protocol
already in place with Tissue
Viability team in Bexley care.
Physical Health Nurse – we
2

weekdays and for
these to be run by
supernumerary
nurse and ward
doctor

The clinical system needs to be
updated so that it is easier to record
and review physical health
information over a period of time.
Specifically, the system needs to be
changed so that the date a patient’s
weight is taken is always shown, a

Heads of Nursing
to liaise with IT to
provide a solution
that gives
cumulative
information to the
clinical team so
that they can be

of the wellbeing clinics
will be monitored
through a log and
evaluated through
feedback from service
users.

July
2018

Heads of Through IT reports
Nursing
Mary
Titchener
, Fiona
Weir,
Maggie
Miller

have one HCA band 3 who has
completed Foundation degree
course with focus on physical
health. Will look to have more
spread on both wards.
Well being clinics – From 18th
June 2018 the well being clinics
in Bexley to be moved from
week end to week days. To be
co facilitated to nurse working
supernumerary shift and ward
doctor. Patients will be seen
individually. The protocol will
include review of cardio
metabolic parameters , MEWS,
nutrition, elimination, MUST,
mobility, pressure ulcers and
also review care plans related to
all those items.

RiO has a hyperlink that records
patients MUST score, however
the clinical transformation team
who has been working with the
nursing & governance team
have implemented graph to
display the patient’s weight, over
3

graphical display of the weight over
time is added and an area added for
stool charts to be documented and
monitored.

able to pick up
trends.

A case management review should be
held for any patient who continues to
deteriorate and remains an inpatient
for longer than would usually be
expected in order to conduct an in
depth holistic review. This should
include input from physical health
leads and acute colleagues if
relevant.

The multidisciplinary team
on the ward will
use team meetings
to review all
patients who have
exceeded the
average length of
stay. The MDT will
include all
professionals who
have been
engaged in the
patients care. The
Modern matrons
and ward
managers will
ensure that the
teams engage
physical Health
leads as well.

time. Stool charts are also
available.

July
2018

Modern
Matrons
Lawrenc
e Yong,
Naidoo
Armoord
on,
Joanne
George

The Modern Matrons
will review a sample
of RIO notes on each
ward each month.

All teams have ward rounds
which involves members of the
Multi-professional teams. Other
professionals who are not
regularly involved in caring for
patients on that ward will now
need to be engaged.
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Summary and Highlights
NHSE published their independent inquiry undertaken by Niche Health and Social Care
Consulting into the care and treatment of Mr L, a mental health service user on 21 May
2018.
We would like to offer sincere condolences to the family and friends of Mr Parsons. The
Trust immediately carried out a board level Inquiry. Actions from this Inquiry have all been
implemented. The independent report recognises that all actions have been completed and
the changes embedded in clinical practice.
We are fully implementing the recommendations of the independent inquiry. This will
enable us to continue to minimise the possibility of such tragic events occurring in the
future.
Summary of independent inquiry report and recommendations
Mr L (aged 31 years) was assessed and deemed suitable for discharge from the Tarn, a
Psychiatric Intensive Care Unit (PICU), into a low secure forensic setting. However, as his
mental state improved, with the agreement of his family and the Assertive Outreach Team
in Bromley, plans changed and on Friday 28 February 2014 he was discharged home with a
plan for the Assertive Outreach Team to follow him up the following Monday. During the
morning of Sunday 2 March DA called 999 stating that he had killed a neighbour, (72-yearold Ronald Parsons). The police attended and after forcing entry, arrested DA. He was taken
to Bromley Custody Suite, where he made various admissions to the offence.
The Independent Investigation Team found:
•
•
•
•

Inadequate risk management within care planning
Inappropriate timing of release into the community
Insufficient liaison with partner organisations
Release directly into the community as a root cause for this incident

The independent investigation followed the NHS England Serious Incident Framework and
has been investigated in such a way that lessons can be learned effectively to prevent

reoccurrence. The following recommendations have been made.
Recommendation 1
The Trust must ensure that, where a violent patient has been admitted to its services
following concerns by other agencies; or complaints have been made by neighbours about
anti-social behaviour and noise (which they have been made aware of):
•
The risks are assessed appropriately
•
There are care plans developed to address anti-social behaviours towards members
of the public (who may have been victims), and these may involve other agencies.
•
There is a robust discharge planning process that fully involves these agencies prior
to discharge
The Trust should also work in partnership with other key agencies involved (local authority,
housing agency, police and CCG) to ensure that there are processes in place to support the
routine sharing of information regarding any potential anti-social behaviour by
suspected/known service users.
Recommendation 2
NB: This recommendation is made to improve practice in general, and is not specifically
related to his care and treatment.
The Trust should ensure that consideration about referral to MAPPA takes place for patients
with violent histories and convictions for serious violent offences. Such referrals should
consider safeguarding issues and risks of domestic violence for wider family members.
Recommendation 3
NB: This recommendation is made to improve practice in general, and is not specifically
related to his care and treatment.
The Trust must assure itself that all practices of seclusion and ‘de facto’ seclusion on the
PICU, including where patients have been segregated from others after rapid
tranquilisation, are fully compliant with the requirements of the Mental Health Act 1983
(amended 2007), the MHA Code of Practice and the MHA Reference Guide.
Internal investigation
An internal investigation was immediately undertaken at the time of the homicide and the
actions from this inquiry have all been implemented. The internal investigation concluded
that although the homicide could not have been predicted or prevented there were lessons
to be learned to improve our practice. The independent inquiry panel agreed that the
homicide could not have been predicted but formed the opinion that it would have been
prevented if the clinical team had not discharged him on the Friday and had done so with a
comprehensive plan. The decision to discharge Mr A was made by senior and experienced
clinicians who did so after months of treatment and they took account of the progress he
had made in hospital and the support from his family.
Action Plan
The published report is accompanied by a detailed action plan which sets out how the Trust
has is responding to the recommendations made by the independent investigation. It also

includes how Bromley CCG will monitor the improvements that are required through their
Quality Assurance processes.
The report and action plan will be presented to:
• Executive Committee on 12 June 2018
• Performance and Quality Assurance Committee on 20 June 2018
• Council of Governors – 21 June 2018
• Trust Board on 5 July 2018
Key Benefits:

Recommendation:
To note

Independent Investigation Action Plan for Mr L
STEIS Ref No: 2014/7319

Statement from Oxleas NHS Foundation Trust
The Trust would like to offer sincere condolenses to the family and friends of Mr Parsons. The Trust immediately carried out a board level Inquiry. Actions from this Inquiry have all been implemented. The independent report recognises that all actions have
been completed and the changes embedded in clinical practice. We have fully implemented the new recommendations of the Independent Investigation. This will enable us to continue to minimise the possibility of such tragic events occurring in the future.
The action plan will be presented to the Trust Board and the Council of Governors. The action plan will be monitored internally within the Trust via the Trust Board. The action plan will be monitored externally by the Clinical Quality Review Group, chaired by
Bromley, Bexley and Greenwich Clinical Commissioning Group Directors of Quality.
Statement from NHS Bromley Clinical Commissioning Group
NHS Bromley Clinical Commissioning Group (CCG) would like to offer their sincere condolences to Mr Parsons’ family and friends.
The CCG welcomes the publication of the Independent Investigation Report into the care and treatment of Mr L, which was commissioned in line with NHS England’s Serious Incident Framework. The report provides a detailed account of the treatment provided
to Mr L, together with recommendations for improvement. The recommendations are fully recognised and accepted by Oxleas NHS Foundation Trust and a number of further improvements have already been made by the Trust following their own internal
investigation, which took place immediately after Mr Parsons’ death.
As the commissioner of health services in Bromley, the CCG is committed to ensuring safe, effective and high quality services are available to our residents. Our focus will be on continuing to work closely with Oxleas NHS Foundation Trust to ensure that the
recommendations from the independent investigation are quickly and thoroughly actioned. A detailed action plan has been developed which will be monitored closely by the CCG and reported to our Governing Body. We will also ensure that the findings from
the independent investigation are used to influence system wide learning and improvements through our Quality Assurance governance process.
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Oxleas NHS Foundation Trust

Rec No.

Organisation

Report published: NHE to complete

Recommendation

Update since the incident (inlude year)

The Trust must ensure that where a violent patient Since the incident in 2014, the Tarn, psychiatric intensive care unit, updated operational policy has been
has been admitted to its services following
implemented, this includes robust discharge planning and fully involving agencies. The updated Tarn Operation
concerns by other agencies; or complaints by
Policy has been in place since June 2015 (and review dates monitored to ensure it is up to date). It explicitly
neighbours about anti-social behaviour and noise states that patients will never be discharged from the Tarn to the community. All patients will be transferred
that they have been made aware of:
back to the referring ward or alternative in-patient placement. Patients have not been discharged on a Friday
• The risks are assessed appropriately
and are not discharged directly to the community. This is monitored by the Greenwich Directorate.
• There are care plans developed to address antisocial behaviours towards members of the public The independent inquiry has confirmed that the internal actions have been completed and that the Tarn
(who may have been victims) (these may involve Operational Policy addressed the concerns:
other agencies)
• Where a person has a recent history of substance misuse there should be a consideration of its
• There is a robust discharge planning process that impact with a documented assessment of risk (including risk of violence).
fully involves these agencies prior to discharge
• A clear plan addressing the risk and relapse should be agreed and in place prior to discharge.
The Trust should also work in partnership with
Outcomes of meetings with family and discussion about risk should be documented in RiO.
other key agencies involved (local authority,
• If a low secure bed is not available at the time of referral and assessment there should be a case
housing agency, police and CCG) to ensure that
conference to agree and document a plan of care.
there are processes in place to support the routine • All conclusions of clinical discussions are to be recorded within the primary clinical electronic RiO record.
sharing of information regarding any potential anti- • If a patient is discharged from acute adult mental health inpatient services over the weekend the care
social behaviour of suspected / known service
plan must take into account the support required in the immediate period after discharge.
users.
• The policy addresses the Care pathways, Referrals, PICU pre admission screening and Criteria for
.
admission including a definition of which behaviours result in admission and exclusion.
• The new policy describes the admission process including what should happen within the first 72 hours.

On-going Actions

Implementat Implementation
ion Lead
by when

1. An additional column will be added Medical Director
to the bed management weekly
meeting template to specifically
record that for patients where
concerns have been raised by other
agencies or complaints by neighbours
about anti-social behaviour /noise
that they have robust discharge plans
that fully involve these agencies prior
to discharge.
2. Guidance about what will be
discussed and recorded on the
template form will be devised.
3. Training will be provided to all
inpatient teams, overseen by the
clinical directors.
4. The action will be implemented and
monitored by the trustwide monthly
Acute Care Forum chaired by the
medical director.

1. May 2018
2. June 2018
3. July 2018
4. August 2018

Monitoring &
Evidence of Completion evaluation
arrangements
• Guidance for completion of
the bed management weekly
template.
• Completed weekly bed
management templates.
• Minutes from monthly Acute
Care Forum

The action will be monitored
by the monthly Performance
and Quality Committee
reporting to the bimonthly
Trust Board.

Organisation

Rec No.

fully involves these agencies prior to discharge
The Trust should also work in partnership with
other key agencies involved (local authority,
housing agency, police and CCG) to ensure that
there are processes in place to support the routine
sharing of information regarding any potential antisocial behaviour of suspected / known service
users.
.

Recommendation

2. Guidance about what will be
discussed and recorded on the
template form will be devised.
3. Training will be provided to all
inpatient teams, overseen by the
clinical directors.

Update since the incident (inlude year)

• There is a definitive statement about discharge planning. Patients will never be discharged from the Tarn to
the community unless there are exceptional circumstances such as discharge by tribunal or nearest
relative. If this is the case a comprehensive discharge plan will be implemented which will include
information on how to access support.
• All information and plans will be shared with the patient’s carers.
• The operational policy now includes a statement that no discharges will happen on a Friday even in the
above exceptional circumstances.
• In reference to the transfer process, the Tarn will now include planning as part of the process and sets
out a number of criteria for transfer as well as an acknowledgement that there are two groups of
patients who may potentially ‘block ‘ a PICU bed. These are described as those requiring increased
security and those who require a longer period of low security.
• There is a section of the new policy which addresses the forensic (to and from) referral pathway. This
also includes the criteria for referral and assessment and the multidisciplinary review of referrals, record
management and time limits for action and outcome.
• The policy includes a section on risk assessment and management and includes consideration of
safeguarding adults, child protection, victim considerations, substance misuse and other vulnerabilities.

Risk assessments are a key part of person centred care planning. We have a clinical risk assessment and
management policy updated in 2016. It outlines individual responsibilities in respect of assessment and
management of risk and the incorporation of this into clinical practice rather than a parallel or standalone task.
This includes principles of risk manager and discharge planning. It is audited monthly as part of the care
planning audit. Our clinical information system Rio contains a risk assessment document which is the primary
risk assessment tool. In addition inpatient units hold daily huddles and multidisciplinary team meetings which
include community teams and key agency staff involved in patients’ care plans. The multidisciplinary team
meeting is facilitated by a multidisciplinary tool on the Rio including risk assessment information an updates.
Person centred care planning is a Trust key priority. We have a care plan policy updated in March 2018 to
enable high standards of person centred care. It incorporates 13 principles including effective risk management
and discharge planning. Care plans must outline clear risk management plans for all identified risks and
discharge plans must be discussed with patients, their family and support networks. Training has been provided
to all staff and facilitated by a dedicated care planning lead. All wards conduct a monthly audit of 5 care plans
against the principles. This is reported to the bimonthly clinical effectiveness group chaired by the medical
director. Care plans are reviewed in supervision.

Every month all teams complete a care planning audit including risk and service user involvement. The audit
includes care level, location of care plan in the electronic information system RiO, the use of the risk
assessment, completion of the risk assessment during episode of care, review of the risk assessment following
significant risk incidents, changes in presentation or within the last 6 months, inclusion of specific factors
identified in the risk assessment associated with increasing risk in the care plan , evidence of patient
involvement in developing their care plan , patient provided with a copy of their care plan and service user
support network tool and trends in audit results. The results are presented to the bi-monthly patient
experience group chaired by the director of therapies and reporting to the monthly Performance and Quality
assurance Committee.

Each directorate has an established relationship with local borough police teams and regular meetings to
discuss individuals and promote joint working. We are part of a health innovation network Serenity Integrated
Monitoring (SIM) pathfinder working with the police, launched in April 2018. SIM London is a new way of
working with mental health service users who experience a high number of mental health crisis events. SIM
brings mental health professionals and police officers together into joint mentoring teams. The police officer
and the mental health professional work together to provide intensive support service users to reduce high
frequency and high-risk crisis behaviours. Central to SIM is the care and response plan completed by patients,
SIM police officers and SIM mental health professionals.

4. The action will be implemented and
On-goingbyActions
monitored
the trustwide monthly
Acute Care Forum chaired by the
medical director.

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements

Organisation

Rec No.

Recommendation

Update since the incident (inlude year)

On-going Actions

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements

2

Oxleas NHS Foundation Trust

Since the incident in March 2014, multidisciplinary teams involve the antisocial behaviour teams or equivalent
teams in professionals meetings, where there are issues needing resolution. All staff have been provided with
information about local anti-social behaviour teams or equivalents teams. The teams are contacted to discuss
any concerns with the Local Authority, who then send the referral to the Tenancy Team or the Community
Services Team, depending on whether the referral is about a council tenant or other. We continue to work in
partnership with the police, Clinical Commissioning Groups and Local Authorities via the High Risk Panels. The
Community Safety Teams attend the High Risk Panels and we continue to receive information from them,
shared by victims, if there is a suspicion that a service user is involved in anti-social behaviour.

This recommendation is made to include practice
in general and is not specifically related to care
and treatment itself because Mr L did not meet
Multi-Agency Public Protection Arrangements
(MAPPA) requirments at the time of the incident.
The Trust should ensure that consideration about
referral to MAPPA takes place for patients with
violent histories and convictions for serious violent
offences. Such referrals should consider
safeguarding issues and risks of domestic violence
for wider family members.

We have adhered to the pan-London MAPPA guidance which includes that within 3 days of admission all
MAPPA eligible patients are notified home and host borough with an additional notification sent when the
patient starts escorted / unescorted leave and / or is discharged. We are members of high risk panels in the
boroughs of Bexley, Bromley and Greenwich which operates at a sub-MAPPA and receives referrals for patients
with violent histories who do not meet MAPPA thresholds.

1. We are members of the London
MAPPA Advisory group who have
been updating MAPPA guidance. The
guidance is anticipated to require that
MAPPA notifications contain more
information about the victim and must
We have a safeguarding children policy and procedure reviewed in March 2018. It includes a specific section on be stored where it cannot be accessed
the role of adult focused mental health services and working in partnership and complies with the Children Act by the patient, that mental health
1989. Training for all staff is mandatory and monitored monthly. There is a dedicated safeguarding children
services to have a system through
advisor for mental health teams. Compliance and practice are monitored by the quarterly safeguarding children which they can flag MAPPA patients
committee chaired by the director of nursing reporting to the monthly Quality Assurance and Performance
for data collection purposes and for
Committee.
MAPPA levels to be reviewed in Care
Programme Approach. The panWe have safeguarding adults guidance updated in April 2016 which outlines responsibilities in relation to the
London MAPPA policy and procedure
Care Act 2014, duties, training and governance. We follow the pan-London multiagency procedures for
are due to be finalised 2018. They will
safeguarding adults updated 2015. Compliance and practice is monitored by the quarterly safeguarding adult
be presented the Oxleas Safeguarding
committee chaired by the director of nursing reporting to the monthly Quality Assurance and Performance
Adult Committee, chaired by the
Committee.
director of nursing and a
In April 2018 the Trust's internal auditors rated safeguarding children practice and governance as significant
dissemination plan agreed.
assurance and safeguarding adults as significant assurance with minor improvements regarding data quality
checks.
2. A Rio solution is being tested in
June 2018 to capture the data
requirements.

We have a domestic violence policy and process updated in March 2017 for staff working with patients where 3. Training will be provided to teams
there are concerns about domestic abuse. It includes responsibilities in respect of the Domestic Violence, Crime by the Head of Safeguarding Adults
and Victims Act 2004 and their duties to the victims of mentally disordered patients.
and Prevent.
We developed guidance in 2016 to support multiagency risk assessment panel conferences (MARAC) including a
domestic violence handbook, referral guidance and operational protocols to assist staff working with patients
with care and support needs and who may have experienced or be at risk of domestic violence. It adheres to
national guidance and was devised in consultation with Safe Lives.

Director of
1. June 2018
Nursing, Medical 2. June 2018
Director and
3. July 2018
Director of
Informatics.

1. Rio solution established to
capture data
2. Dissemination plan
3. Audit to test data is being
correctly captured on RiO
4. Minutes of safeguarding
adult committee

The action will be monitored
by the monthly Performance
and Quality Committee
reporting to the bimonthly
Trust Board.

Rec No.

Organisation

3. Training will be provided to teams
by the Head of Safeguarding Adults
and Prevent.

Recommendation

Update since the incident (inlude year)

On-going Actions

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements

We have an information sharing policy updated in 2017 which sets out the legal and ethical framework for
sharing information with other agencies e.g. public bodies and voluntary agencies. It also includes advice for
staff providing safeguarding services for children and adults. In addition we follow local safeguarding children
and adult information sharing agreements including the Bromley LSCB information sharing protocol 2017.
We have established a specific information field on RIO to record information about children in the networks of
adult patients to record any safeguarding concerns or relevant information which may be missed or delayed.
Training has been provided to all teams by the safeguarding advisors.

3

Oxleas NHS Foundation Trust

We introduced a family support network tool in 2016 which forms part of ongoing care planning and risk
assessments to enable patients’ families and networks to be identified, engaged and included in care planning
and discharge planning. Training has been provided to all teams by psychologists. The use of this is audited
monthly on all wards as part of the care planning audit.

This recomendation is made to improve practice in
general and not specifically related to care and
treatment. The Trust must assure itself that all
practices of seclusion and ‘de facto’ seclusion on
the Tarn, including where patients have been
segregated from others after rapid tranquilisation,
are fully compliant with the requirements of the
Mental Health 1983 (amended 2007), the MHA
Code of Practice and the MHA Reference Guide.

The Tarn does not allow de facto seclusion. Patients on the Tarn have care plans to manage acutely disturbed
behaviour. Where patients are presenting a significant risk of violence to others a management plan agreed by
the multidisciplinary team is instituted and reviewed every shift and this is supported by up to 3 staff to observe
the disturbed patient. For the period of time that patients are in their rooms, the patients are not locked in as a
member of staff is always present and engaging with them but allowing personal space so that the patient's
dignity is not impacted on but safety is assured. The nature of the door closing arrangements prevents patients
being locked in their rooms and 'time out' is never used. De-escalation is used when needed, in line with
prescribing guidelines requirement prior to rapid tranquilisation. If the risk level necessitates, arrangements are
made to transfer the patient to an independent sector facility or our Bracton forensic services, where seclusion
is available.
We have a forensic service seclusion and long term segregation policy updated April 2016 which sets out best
practice for supporting patients who require supervised confinement for a period of time based on the Mental
Health Act Code of Practice 2015, in relation to seclusion, segregation and the needs of patients’ privacy,
dignity, medication and nutrition. It includes a checklist for seclusion which is monitored through peer review
and CQC visits.

We have a forensic long term segregation policy updated in April 2016 which sets out best practice for
supporting patients who need supervised confinement for a period of time and is based on the Mental Health
Act Code of Practice 2015. It has a checklist and is monitored by peer review and CQC visits.
We have guidance of long term segregation for all mental health and adult learning disability units updated in
2015, to ensure a consistent approach to patients who may need to be looked after in longer term segregation
it makes it clear that this is only to be used in a way the respects human rights and is compatible with the
Mental Health Act Code of Practice 2015. It is closely monitored by the Head of Mental Health Legislation and
the bimonthly Mental Health Legislation Oversight Group chaired by the director of nursing and reporting via
the bimonthly clinical effectiveness group to the monthly Quality Performance and Assurance Committee

1. The Tarn unit will pilot the Broset
Acting Deputy
violence and aggression tool, which
Chief Executive
has been successfully implemented on
our forensic inpatient units and
monitored through the Acute Care
Forum.
2. The new de-escalation room will be
planned by estates in conjunction with
the Head of Mental Health Legislation
to ensure issues of dignity and safety
are addressed.
3. A Trustwide quality improvement
project for the reduction of violence
and aggression will be commenced
and monitored through the Quality
Improvement Committee reporting to
the Board.

1. June 2018
2. The date is subject
to discussions with
Private Finance
Initiative Provider of
the hospital site and
will be monitored by
the Trust executive
team.
3. July 2018

• Broset tool pilot audit report
of implementation in the Tarn
• De-scalation room plan and
progress monitoring
• Protocol for use of the deescalation room
• Minutes of Quality
Improvement Committee.
• Minutes of Acute Care Forum.

The action will be monitored
by the bimonthly
Performance Improvement
Committee reporting to the
bimonthly Trust Board.

Organisation

Rec No.

Recommendation

Update since the incident (inlude year)

We have a prevention and management of violence and aggression policy updated in April 2018 to improve
reporting, identification and management of violence and aggression. Training is mandatory for clinical staff in
coping with potential and actual violence and aggression, using de-escalation interventions and reducing need
for restrictive interventions. It includes an appended standard operating procedure of de-escalation. We are
launching a Trustwide quality improvement project for reducing violence and aggression.
The forensic team introduced the Broset Violence Risk assessment tool in 2016. It has reduced the incidence of
violence and aggression on the units by enabling teams to assess early warning signs and proactively prevent
escalation.
A MHA CQC visit in 2016 suggested that there may be benefits to establishing a de-escalation room in the Tarn,
which has been explored by the unit and the estates team. Plans are in progress to create this room.
We have agreed a Trustwide priority quality improvement programme for reducing violence and aggression.

On-going Actions

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements

49th Council of Governors
21st June 2018

Item
Enclosure

Agenda item

Constitutional changes update and Summer elections

Item from

Sally Bryden
Trust Secretary
Updated draft Constitution

Attachments

15
11

Summary and Highlights
Earlier this year, the Council of Governors and the Board of Directors agreed to take a
proposal to the membership to amend the configuration of the Council of Governors and
membership constituencies. The vote on this will take place at a Special Members’ Event on
Friday 29 June 2018.
Assuming that the membership agree to the changes, we will need to publish an updated
Trust Constitution so that voting can take place to elect governors in the new configuration.
An updated Constitution is attached which includes transition arrangements to enable the
re-configuration of the Council of Governors and also amendments to bring us in line with
the current NHS Improvement model constitution. These include:
•
•
•

•

noting Monitor is now part of NHS Improvement
emphasising that the AMM is a public meeting
widening eligibility for governors and board members - the restrictions around
overview and scrutiny committee membership and being directors/governors of
other trusts are not in the model constitution and may be a barrier to our future
collaboration/partnership working
reducing the number of governors required to be quorate in light of the smaller
council

The attached draft shows these amendments in tracked changes.
Our legal advisers Bevan Brittan have been consulted and have helped draft the
amendments. These amendments are able to be made by the Board of Directors and
Council of Governors under our existing Constitution. They have also developed transitional
arrangements so that we can move to the new Council of Governors format while
maintaining a functional Council. However, they have advised us that we will need to hold
elections in the new constituencies so that the membership of each new constituency
specialist group (or class) elects their governor. Therefore, these elections will be included in
the elections we were already planning this summer. We have spoken to all the governors
involved and will support you through the process to ensure that all the forms are

completed in the due time.
The planned summer election timetable is:
•
•
•
•
•

Notice of election/nomination open: Monday, 16 July 2018
Nominations deadline: Tuesday, 31 July 2018
Voting starts: Monday, 20 August 2018
Close of election: Monday, 10 September 2018
Declaration of results: Tuesday, 11 September 2018

The updated Constitution has already been agreed by the Board of Directors.

Key Benefits:
•

Ensuring our Constitution is kept up to date

•

Ensuring we review and amend our Council of Governors structure to meet our
current and future needs

Recommendation:
The Council of Governors is asked to agree to the amended Trust Constitution and to it
coming into action if the membership agree to the proposed Council of Governors’
reconfiguration at the Special Members Meeting on 29 June 2018.

________________________________________________
CONSTITUTION OF
OXLEAS NHS FOUNDATION TRUST
(A PUBLIC BENEFIT CORPORATION)
_________________________________________________
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CONSTITUTION OF OXLEAS NHS FOUNDATION TRUST
1

DEFINITIONS
1.1

Unless the contrary intention appears or the context otherwise requires,
words or expressions contained in this constitution bear the same meaning as
in the National Health Service Act 2006 as amended by the Health and Social
Care Act 2012.

1.2

References in this constitution to legislation include all amendments,
replacements, or re-enactments made.

1.3

Headings are for ease of reference only and are not to affect interpretation.

1.4

Words importing the masculine gender only shall include the feminine gender;
words importing the singular shall include the plural and vice-versa.

1.5

In this constitution:
“the 2006 Act”

means the National Health Service Act 2006 (as
amended by the 2012 Act);

“the 2012 Act”

means the Health and Social Care Act 2012;

“appointed Governors”

means those Governors appointed by the
appointing organisations;

“appointing organisations”

means those organisations named in this
constitution who are entitled to appoint
Governors;

“authorisation”

means an authorisation given by Monitor;

“Board of Directors”

means the Board of Directors as constituted in
accordance with this constitution;

“Council of Governors”

means the Council of Governors as constituted
in accordance with this constitution, which has
the same meaning as the Council of Governors
in the 2006 Act;

“carer”

means a person who has attended any of the
Foundation Trust’s premises from which
services are provided as the carer of a serviceuser within the last five years and who provides
substantial regular care for a service-user,
provided that such person is not providing care
in pursuance of a contract (including a contract
of employment), or as a volunteer for a
voluntary organisation;

“Director”

means a member of the Board of Directors;
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“elected Governors”

means those Governors elected by the public
constituencies, the classes of serviceuser/carers’ constituency and the classes of the
staff constituency;

“external auditor”

means any external auditor other than the
auditor appointed under this constitution to
review and report upon other aspects of the
Foundation Trust’s performance;

“Financial Year”

means:
(a)

a period beginning with the date on
which the Foundation Trust is authorised
and ending with the next 31 March; and

(b)

each successive period of twelve months
beginning with 1 April.

“the Foundation Trust”

means Oxleas NHS Foundation Trust;

“General Meeting”

means a meeting of the Council of Governors;

“Governor”

means a member of the Council of Governors;

“Local Authority
Governor”

means a Governor appointed by one or more
local authorities whose area includes the whole
or part of one of the public constituency areas;

“member”

means a member of the Foundation Trust;

“Monitor”

means the body corporate known as Monitor, as
provided by section 61 of the 2012 Act; From
April 2016 Monitor has been part of NHS
Improvement

“the NHS Trust”

means Oxleas NHS Trust which made the
application to become an NHS foundation trust;

“partner”

means, in relation to another person, a member
of the same household living together as a
family unit;

“Partnership Governor”

means a Governor appointed by a partnership
organisation;

“partnership organisation”

means Bexley Voluntary Service Council;

“public constituency”

means (collectively) the members who live in an
area specified in this constitution as an area for
any public constituency of the Foundation Trust;

“public constituency areas”

which are Bexley, Bromley, Greenwich, and the
Rest of England;
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2

“Public Governor”

means a Governor elected by the members of
one of the public constituencies;

“registered dentist”

means a registered dentist within the meaning
of the Dentists Act 1984;

“registered medical
practitioner”

means a fully registered person within the
meaning of the Medical Act 1983 who holds a
license to practice under that Act;

“Secretary”

means the Secretary of the Foundation Trust or
any other person appointed to perform the
duties of the Secretary, including a joint,
assistant or deputy secretary;

“service-user”

means a person who has attended any of the
Foundation Trust’s premises from which
services are provided as a service-user within
the last five years and is referred to as a
“patient” in the 2006 Act;

“service-user/carers’
constituency”

means (collectively) the members of the serviceuser/carers’ constituency which is referred to as
the “patients’ constituency” in the 2006 Act;

“Service-user/carer
Governor”

means a Governor elected by the members of
one of the classes of the service-user/carers’
constituency;

“staff constituency”

means (collectively) the members of the seven
classes comprising the staff constituency;

“Staff Governor”

means a Governor elected by the members of
one of the classes of the staff constituency.

“vexatious complainant”

means a person who has been deemed to be
an
unreasonably persistent
complainant
following the procedure laid out in the
Foundation Trust’s Complaints Policy and
Procedures.

“voluntary organisation”

means a body, other than a public or local
authority, the activities of which are not carried
on for profit.

NAME AND STATUS
2.1

The name of the Foundation Trust is to be “Oxleas NHS Foundation Trust”.
The Foundation Trust is a public benefit corporation.
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3

PRINCIPAL PURPOSE
3.1

The Foundation Trust’s principal purpose is to serve the community by the
provision of goods and services for the purposes of the health service in
England.

3.2

The Foundation Trust does not fulfil its principal purpose unless, in each
Financial Year, its total income from the provision of goods and services for
the purposes of the health service in England is greater than its total income
from the provision of goods and services for any other purpose.

3.3

The Foundation Trust may provide goods and services for any purpose
related to:

3.4

4

3.3.1

the provision of services provided to individuals for or in
connection with the prevention, diagnosis or treatment of illness;

3.3.2

the promotion and protection of public health; and

3.3.3

the provision of goods and services, including education and
training, research, accommodation and other facilities, for
purposes related to the provision of health and social care.

The Foundation Trust may also carry on activities other than those mentioned
in the above paragraph for the purpose of making additional income available
in order better to carry on its principal purpose.

POWERS
4.1

The business of the Foundation Trust is to be managed by the Board of
Directors, who shall exercise all the powers of the Foundation Trust, subject
to any contrary provisions of the 2006 Act as given effect by this constitution.

4.2

The Foundation Trust may do anything which appears to it to be necessary or
desirable for the purposes of or in connection with its functions.

4.3

In particular it may:

4.4

4.3.1

acquire and dispose of property;

4.3.2

enter into contracts;

4.3.3

accept gifts of property (including property to be held on trust for
the purposes of the Foundation Trust or for any purposes relating
to the health service); and

4.3.4

employ staff.

Any power of the Foundation Trust to pay remuneration and allowances to
any person includes the power to make arrangements for providing or
securing the provision of pensions or gratuities (including those payable by
way of compensation for loss of employment or loss or reduction of pay).
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4.5

The Foundation Trust may borrow money for the purposes of or in connection
with its functions, subject to any limit imposed by its authorisation or specified
in the prudential borrowing code published by Monitor from time to time.

4.6

The Foundation Trust may invest money (other than money held by it as
trustee) for the purposes of or in connection with its functions. The
investment may include investment by:

4.7

5

4.6.1

forming or participating in forming bodies corporate; and/or

4.6.2

otherwise acquiring membership of bodies corporate.

The Foundation Trust may give financial assistance (whether by way of loan,
guarantee or otherwise) to any person for the purposes of or in connection
with its functions.

COMMITMENTS
5.1

The Foundation Trust shall exercise its functions effectively, efficiently and
economically.

Representative membership
5.2

The Foundation Trust shall at all times strive to ensure that taken as a whole
its actual membership is representative of those eligible for membership. To
this end:
5.2.1

the Foundation Trust shall at all times have in place and pursue a
membership strategy which shall be approved by the Council of
Governors, and shall be reviewed by them from time to time, and
at least every three years;

5.2.2

the Council of Governors shall present to each annual members
meeting:
5.2.2.1

a report on steps taken to secure that taken as a
whole the actual membership of its public
constituencies, the classes of the serviceuser/carers’ constituency and of the classes of the
staff constituency is representative of those eligible
for such membership;

5.2.2.2

the progress of the membership strategy; and

5.2.2.3

any changes to the membership strategy.

Co-operation with health service and other bodies
5.3

In exercising its functions the Foundation Trust shall co-operate with Health
Authorities, Special Health Authorities, NHS trusts and NHS Foundation
Trusts.
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Respect for rights of people
5.4

In conducting its affairs, the Foundation Trust shall respect the rights of
members of the community it serves, its employees and people dealing with
the Foundation Trust as set out in the Charter of Fundamental Rights of the
European Union.

Openness
5.5

In conducting its affairs, the Foundation Trust shall have regard to the need to
provide information to members and conduct its affairs in an open and
accessible way.

Prohibiting distribution
5.6

6

The profits or surpluses of the Foundation Trust are not to be distributed
either directly or indirectly in any way at all among members of the
Foundation Trust.

FRAMEWORK
6.1

The affairs of the Foundation Trust are to be conducted by the Board of
Directors, the Council of Governors and the members in accordance with this
constitution and the Foundation Trust’s authorisation and any licence issued
by Monitor to the Trust. The members, the Council of Governors, and the
Board of Directors are to have the roles and responsibilities set out in this
constitution.

Members
6.2

Members may attend and participate at members meetings, vote in elections
to, and stand for election to the Council of Governors, and take such other
part in the affairs of the Foundation Trust as is provided in this constitution.

Council of Governors
6.3

The roles and responsibilities of the Council of Governors, which are to be
carried out in accordance with this constitution and the Foundation Trust’s
authorisation, are:
6.3.1

at a General Meeting:
6.3.1.1

to appoint or remove the Chair and the other nonexecutive Directors;

6.3.1.2

to approve an appointment (by the non-executive
Directors) of the chief executive;

6.3.1.3

to decide the remuneration and allowances, and the
other terms and conditions of office, of the nonexecutive Directors;

6.3.1.4

to appoint or remove the Foundation Trust’s auditor;
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6.3.1.5

7

to be presented with the annual accounts, any
report of the auditor on them and the annual report,

6.3.2

to provide their views to the Board of Directors when the Board of
Directors is preparing the document containing information about
the Foundation Trust’s forward planning;

6.3.3

to respond as appropriate when consulted by the Board of
Directors in accordance with this constitution;

6.3.4

to undertake such functions as the Board of Directors shall from
time to time request;

6.3.5

to prepare and from time to time review the Foundation Trust’s
membership strategy and its policy for the composition of the
Council of Governors and of the non-executive Directors; and

6.3.6

when appropriate to make recommendations for the revision of this
constitution.

MEMBERS
7.1

Subject to the transitional provisions set out in paragraphs 7.5A, 7.8A,
11.4.1A and 11.4.2A, tThe members of the Foundation Trust are those
individuals whose names are entered in the register of members. Every
member is either a member of one of the public constituencies, or a member
of one of the classes of the service-user/carers’ constituency, or a member of
one of the classes of the staff constituency.

7.2

Subject to this constitution, membership is open to any individual who:
7.2.1

is fourteen years of age or over;

7.2.2

is entitled under this constitution to be a member of one of the
public constituencies, or one of the classes of the serviceuser/carers’ constituency or one of the classes of the staff
constituency; and

7.2.3

(unless they are a member of one of the classes of the staff
constituency) completes a membership application form in
whatever form the Secretary specifies.

Public constituencies
7.3

There are four public constituencies corresponding to the public constituency
areas as specified in Annex 1. Membership of a public constituency is open
to individuals who:
7.3.1

live in the relevant area of the Foundation Trust;

7.3.2

are not a member of another public constituency or of one of the
classes of the service-user/carers’ constituency; and
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7.3.3
7.4

are not eligible to be members of any of the classes of the staff
constituency.

The minimum number of members of each of the public constituencies is to
be four.

Service-user/carers’ constituency
7.5

Up and until 11 September 2018, tThe service-user/carers’ constituency is
divided into six classes as follows:
7.5.1

Working Age Adult Mental Health (including the interests of those
in forensic and prison services);

7.5.2

Older People Mental Health;

7.5.3

Adult Community Health;

7.5.4

Children’s;

7.5.5

Learning Disability; and

7.5.6

Carers.

7.5A From 11 September 2018, the service
user/carers’ constituency is divided into seven classes as follows:
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7.5A.1 Bromley adult
7.5A.2 Bexley adult
7.5A.3 Greenwich adult
7.5A.4 Forensic and prisons
7.5A.5 Children
7.5A.6 Learning disability; and
7.5A.7 Carers
7.5B

For the avoidance of doubt, to give effect to the transitional arrangements
described in 7.5A above and only for the purposes of enabling an election to
be held prior to 11 September 2018, each member who retains membership
of their existing class shall be deemed to be members of the new class for
which they are eligible until such time as their membership of relevant new
class take effect formally on 11 September 2018.
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7.5.6
7.6

Membership of the service-user/carers’ constituency is open to individuals:
7.6.1

who are a service-user or carer when they apply for membership
or have been a service-user or carer within the period of five years
ending on the date they apply for membership; and
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7.6.2
7.7

who are not a member of a public constituency, nor eligible to be a
member of the staff constituency.

The minimum number of members of the service-user/carers’ constituency is
to be twelve fourteen (two per class).

Staff constituency
7.8

Up and until 11 September 2018, tThe staff constituency is divided into seven
classes as follows:
7.8.1

adult community health services;

7.8.2

older people mental health services;

7.8.3

working age adult mental health services;

7.8.4

children’s services;

7.8.5

learning disability services;

7.8.6

forensic and prison health services; and

7.8.7

corporate and partnership organisations

7.8A From 11 September 2018, the staff constituency is divided into seven
classes as follows:
7.8A.1
7.8A.2
7.8A.3
7.8A.4
7.8A.5
7.8A.6
7.8A.7

Bromley adult;
Bexley adult;
Greenwich adult;
Children;
Learning Disability;
Forensic and Prison; and
Corporate and partnership organisations.
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7.8B
For the avoidance of doubt, to give effect to the transitional
arrangements described in 7.8A above and only for the purposes of enabling an
election to be held prior to 11 September 2018, each member who retains
membership of their existing class shall be deemed to be members of the new class
for which they are eligible until such time as their membership of relevant new class
take effect formally on 11 September 2018
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7.9

Membership of one of the classes of the staff constituency is open to
individuals:
7.9.1

who are employed under a contract of employment by the
Foundation Trust and who either:
7.9.1.1

are employed by the Foundation Trust under a
contract of employment which has no fixed term or
a fixed term of at least 12 months; or
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7.9.1.2

who have been continuously employed by the
Foundation Trust or the NHS Trust for at least 12
months; or

7.9.1.3

who are not so employed but who nevertheless
exercise functions for the purposes of the
Foundation Trust and who have continuously
exercised the functions for the purposes of the
Foundation Trust or the NHS Trust for at least 12
months. For the avoidance of doubt, this does not
include those who assist or provide services to the
Foundation Trust on a voluntary basis.

7.10

The Secretary shall make a final decision about the class of which an
individual is eligible to be a member.

7.11

All individuals who are entitled under this constitution to become members of
one of the classes of the staff constituency, and who:
7.11.1

have been invited by the Foundation Trust to become a member of
the appropriate class; and

7.11.2

have not informed the Foundation Trust that they do not wish to do
so,

shall become members of the appropriate class.

8

7.12

A person who is eligible to be a member of one of the classes of the staff
constituency may not become or continue as a member of any of the public
constituencies, or the service-user/carers’ constituency and may not become
or continue as a member of more than one class of the staff constituency.

7.13

The minimum number of members of each class of the staff constituency is to
be four.

DISQUALIFICATION FROM MEMBERSHIP
8.1

This provision applies to:
8.1.1

any person involved within the last five years as a perpetrator in a
serious incident of assault or violence, or in one or more incidents
of harassment, against any of the Foundation Trust’s employees
or other persons who exercise functions for the purposes of the
Foundation Trust, or against registered volunteers; and

8.1.2

any person who has been excluded from the Foundation Trust’s
premises from which services are provided.

In relation to any such person, membership of the Foundation Trust may be
refused or withdrawn if the Council of Governors considers that it is not in the
best interests of the Foundation Trust for them to become or remain a
member.
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9

TERMINATION OF MEMBERSHIP
9.1

9.2

A member shall cease to be a member if:
9.1.1

they resign by notice to the Secretary;

9.1.2

they die;

9.1.3

they are expelled from membership under this constitution;

9.1.4

they cease to be entitled under this constitution to be a member of
any of the public constituencies, of any of the classes of the
service-user/carers’ constituency, or of any of the classes of the
staff constituency; and/or

9.1.5

if it appears to the Secretary that they no longer wish to be a
member of the Foundation Trust, and after enquiries made in
accordance with a process approved by the Council of Governors,
they fail to demonstrate that they wish to continue to be a member
of the Foundation Trust.

A member may be expelled by a resolution approved by not less than twothirds of the Governors present and voting at a General Meeting. The
following procedure is to be adopted:
9.2.1

any member may complain to the Secretary that another member
has acted in a way detrimental to the interests of the Foundation
Trust;

9.2.2

if a complaint is made, the Council of Governors may itself
consider the complaint having taken such steps as it considers
appropriate to ensure that each member’s point of view is heard
and may either:

9.2.3

9.2.2.1

dismiss the complaint and take no further action; or

9.2.2.2

for a period not exceeding twelve months suspend
the rights of the member complained of to attend
members meetings and vote under this constitution;
or

9.2.2.3

arrange for a resolution to expel the member
complained of to be considered at the next General
Meeting of the Council of Governors.

If a resolution to expel a member is to be considered at a General
Meeting of the Council of Governors, details of the complaint must
be sent to the member complained of not less than one calendar
month before the meeting with an invitation to answer the
complaint and attend the meeting.
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9.2.4

At the meeting the Council of Governors will consider evidence in
support of the complaint and such evidence as the member
complained of may wish to place before them.

9.2.5

If the member complained of fails to attend the meeting without
due cause the meeting may proceed in their absence.

9.3

A person expelled from membership will cease to be a member upon the
declaration by the Chair of the meeting that the resolution to expel them is
carried.

9.4

No person who has been expelled from membership is to be re-admitted
except by a resolution carried by the votes of two-thirds of the Council of
Governors present and voting at a General Meeting.

MEMBERS MEETINGS
10.1

The Foundation Trust is to hold a members meeting (called the annual
members meeting) within nine months of the end of each Financial Year. .
The Annual Members’ Meeting shall be open to members of the public.
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10.1
10.2

All members meetings other than annual meetings are called special
members meetings.

10.3

Members meetings are open to all members of the Foundation Trust,
Governors, and Directors but not to members of the public (aside from the
annual members’ meeting) unless the Council of Governors decides
otherwise. The Council of Governors may invite representatives of the media
and any experts or advisors whose attendance they consider to be in the best
interests of the Foundation Trust to attend a members meeting.

10.4

All members meetings are to be convened by the Secretary by order of the
Council of Governors.

10.5

The Council of Governors may decide where a members meeting is to be
held and may also for the benefit of members:

10.6

10.5.1

arrange for the annual members meeting to be held in different
venues each year; and

10.5.2

make provisions for a members meeting to be held at different
venues simultaneously or at different times. In making such
provision the Council of Governors shall also fix an appropriate
quorum for each venue, provided that the aggregate of the quorum
requirements shall not be less than the quorum set out below.

At the annual members meeting:
10.6.1

the Board of Directors shall present to the members:
10.6.1.1

the annual accounts;
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10.6.2

10.6.3
10.7

10.6.1.2

any report of the auditor; and

10.6.1.3

forward planning information for the next Financial
Year.

the Council of Governors shall present to the members:
10.6.2.1

a report on steps taken to secure that (taken as a
whole) the actual membership of its public
constituencies, of the classes of the serviceuser/carers’ constituency and of the classes of the
staff constituency is representative of those eligible
for such membership;

10.6.2.2

the progress of the membership strategy; and

10.6.2.3

any proposed changes to the policy for the
composition of the Council of Governors and of the
non-executive Directors.

The results of the election and appointment of Governors and the
appointment of non-executive Directors will be announced.

Notice of a members meeting is to be given:
10.7.1

by notice to all members;

10.7.2

by notice prominently displayed at the head office; and

10.7.3

by notice on the Foundation Trust’s website,

at least 14 clear days before the date of the meeting. The notice must:
10.7.4

be given to the Council of Governors and the Board of Directors,
and to the auditor;

10.7.5

state whether the meeting is an annual or special members
meeting;

10.7.6

give the time, date and place of the meeting; and

10.7.7

indicate the business to be dealt with at the meeting.

10.8

Before a members meeting can do business there must be a quorum present.
Except where this constitution says otherwise a quorum is one member
present from each of the Foundation Trust’s constituencies.

10.9

The Foundation Trust may make arrangements for members to vote by post,
or by using electronic communications.

10.10 It is the responsibility of the Council of Governors, the Chair of the meeting
and the Secretary to ensure that at any members meeting:
10.10.1

the issues to be decided are clearly explained; and
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10.10.2

sufficient information is provided to members to enable rational
discussion to take place.

10.11 The Chair of the Foundation Trust, or in their absence the Deputy Chair of the
Council of Governors, or in their absence one of the other Public Governors
shall act as chair at all members meetings of the Foundation Trust. If neither
the Chair nor the Deputy Chair of the Council of Governors is present, the
members of the Council of Governors present shall elect one of their number
to be Chair and if there is only one Governor present and willing to act they
shall be Chair.
10.12 If no quorum is present within half an hour of the time fixed for the start of the
meeting, the meeting shall stand adjourned to the same day in the next week
at the same time and place or to such time and place as the Council of
Governors determine. If a quorum is not present within half an hour of the
time fixed for the start of the adjourned meeting, the number of members
present during the meeting is to be a quorum.
10.13 A resolution put to the vote at a members meeting shall be decided upon by a
poll.
10.14 Every member present and every member who has voted by post or using
electronic communications is to have one vote. In the case of an equality of
votes the Chair of the meeting is to have a second or casting vote.
10.15 The result of any vote will be declared by the Chair and entered in the minute
book. The minute book will be conclusive evidence of the result of the vote.

11

COUNCIL OF GOVERNORS
11.1

The Foundation Trust is to have a Council of Governors. It is to consist of
Public Governors, Service-user/carer Governors, Staff Governors, Local
Authority Governors and Partnership Governors.

11.2

The aggregate number of Public Governors and Service-user/carer
Governors is to be more than half of the total number of members of the
Council of Governors.

11.3

The Council of Governors, subject to the 2006 Act, shall seek to ensure that
through the composition of the Council of Governors:
11.3.1

the interests of the community served by the Foundation Trust are
appropriately represented;

11.3.2

the level of representation of the public constituencies, the classes
of the service-user/carers’ constituency, the classes of the staff
constituency and the appointing organisations strikes an
appropriate balance having regard to their legitimate interest in the
Foundation Trust’s affairs;

11.3.3

and to this end, the Council of Governors:
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11.4

11.3.4

shall at all times maintain a policy for the composition of the
Council of Governors which takes account of the membership
strategy, and

11.3.5

shall from time to time and not less than every three years review
the policy for the composition of the Council of Governors, and

11.3.6

when appropriate shall propose amendments to this constitution.

The Council of Governors of the Foundation Trust is to comprise:
11.4.1

up to and until 11 September 2018 thirteen Public Governors from
the following public constituencies:
11.4.1.1

Bexley – four Public Governors;

11.4.1.2

Bromley – four Public Governors;

11.4.1.3

Greenwich – four Public Governors; and

11.4.1.4

Rest of England – one Public Governor.

11.4.1A
from 11 September 2018, ten Public Governors from the following
public constituencies:
11.4.1A.1 Bexley – three Public Governors;
11.4.1A.2 Bromley – three Public Governors;
11.4.1A.3 Greenwich – three Public Governors; and
11.4.1A.4 Rest of England – one Public Governor.
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11.4.1.4
11.4.2

up and until 11 September 2018, thirteen Service-user/carer
Governors from the classes of the service-user/carers’
constituency (with the number of governors as indicated):
11.4.2.1

Working Age Adult Mental Health (including the
interests of those in forensic and prison services) –
four Service-user/carer Governors;

11.4.2.2

Older People Mental Health – two Serviceuser/carer Governors;

11.4.2.3

Adult Community Health – four Service-user/carer
Governors;

11.4.2.4

Children’s – one Service-user/carer Governor;

11.4.2.5

Learning Disability
Governor; and

11.4.2.6

Carers – one Service-user/carer Governor;

–

one

Service-user/carer

11.4.2A
from 11 September 2018, eleven Service-user/carer Governors
from the classes of the service-user/carers’ constituency (with the number of
governors as indicated):
11.4.2A.1 Bromley adult – two Service-user/carer Governors;
17
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11.4.2A.2
11.4.2A.3
11.4.2A.3
11.4.2A.4
11.4.2A.5
11.4.2A.6

Bexley adult – two Service-user/carer Governors;
Greenwich adult – two Service-user/carer Governors;
Children – two Service-user/carer Governors;
Learning disability – one Service-user/carer Governor;
Forensic and prison – one Service user/carer Governor; and
Carers – one Service-user/carer Governor;
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11.4.3

seven Staff Governors, one from each of the classes of the staff
constituency;

11.4.4

three Local Authority Governors, one appointed by each of Bexley
Council, the London Borough of Bromley, and the London
Borough of Greenwich;

11.4.5

six Partnership Governors who may be appointed by the
partnership organisation.

11.4A For the avoidance of doubt, to give effect to the transitional
arrangements described in 11.4.1A and 11.4.2A above, each governor whose tenure
of office has not expired shall continue as a member of the Council of Governors for
the relevant class by which they were elected until the results of the election take
effect on 11 September 2018.
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11.4.5
11.5

The partnership organisation shall appoint Partnership Governors following
consultation with Community Links Bromley and Greenwich Action for
Voluntary Service in order to represent the interests of (without limitation)
children, older people and people with, or people engaging with people with,
learning disabilities and/or mental health issues.

Elected Governors
11.6

Public Governors are to be elected by members of their public constituency,
Service-user/carer Governors are to be elected by members of their class of
the service-user/carers’ constituency and Staff Governors are to be elected
by members of their class of the staff constituency. Each class/constituency
may elect any of their number to be a Governor in accordance with the
provisions of this constitution.

11.7

If contested, the elections must be by secret ballot.

11.8

Elections shall be carried out in accordance with the model election rules (as
published from time to time by NHS Providers) set out in Annex 2.

11.9

A member of a public constituency may not vote at an election for a Public
Governor and a member of the service-user/carers’ constituency may not
vote at an election for a Service-user/carer Governor unless within twenty-one
days before they vote they have made a declaration in the form specified by
the Secretary that they are qualified to vote as a member of the relevant
public constituency or the service-user/carers’ constituency (as the case may
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be). It is an offence to knowingly or recklessly make such a declaration which
is false in a material particular.
Local Authority Governors
11.10 The Chair, having consulted Bexley Council, the London Borough of Bromley,
and the London Borough of Greenwich is to adopt a process for agreeing the
appointment of Local Authority Governors with those local authorities.
Partnership Governors
11.11 The Partnership Governors are to be appointed by the partnership
organisation, in accordance with paragraph 11.5 and a process agreed with
the Chair.
Appointment of Deputy Chair of the Council of Governors
11.12 The Council of Governors shall appoint one of the Governors to be Deputy
Chair of the Council of Governors.
Terms of office for Governors
11.13 Elected Governors:
11.13.1

shall normally hold office for a period of three years commencing
immediately after the annual members meeting at which their
election is announced;

11.13.2

are eligible for re-election after a three year period of office and
after a six year period of office;

11.13.3

may not hold office for more than three successive terms making
nine consecutive years, and shall not be eligible for re-election if
they have already held office for more than six consecutive years.

11.14 Appointed Governors:
11.14.1

shall normally hold office for a period of three years commencing
immediately after the annual members meeting at which their
appointment is announced;

11.14.2

are eligible for re-appointment after a three year period of office
and after a six year period of office;

11.14.3

may not hold office for longer than three successive terms making
nine consecutive years, and shall not be eligible for reappointment if they have already held office for more than six
consecutive years.

11.15 For the purposes of these provisions concerning terms of office for
Governors, “year” means a period commencing immediately after the
conclusion of the annual members meeting, and ending at the conclusion of
the next annual members meeting.
Eligibility to be a Governor
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11.16 A person may not become a Governor of the Foundation Trust, and if already
holding such office will immediately cease to do so, if:
11.16.1

they are under sixteen years of age;

11.16.111.16.2

They are a Director of the Foundation Trust

11.16.2

they are a Director of the Foundation Trust, or a governor or
director of a community health NHS Trust/foundation trust or
mental health NHS Trust/foundation trust;

11.16.3

they are the spouse, partner, parent or child of a member of the
Board of Directors of the Foundation Trust;

11.16.4

they are a member of a local authority’s Scrutiny Committee
covering health matters;

11.16.5

being a member of one of the public constituencies or the serviceuser/carers’ constituency, they refuse to sign a declaration in the
form specified by the Secretary of particulars of their qualification
to vote as a member of the Foundation Trust, and that they are not
prevented from being a member of the Council of Governors;

11.16.6

they are a vexatious complainant;

11.16.7

on the basis of disclosures obtained through an application to the
Disclosure and Barring Service established under section 87 of the
Protection of Freedoms Act 2012 (or any other checks required by
the Foundation Trust from time to time as being consistent with its
licence conditions or mandatory or nationally recommended good
governance arrangements), they are not considered suitable by
the Foundation Trust’s executive Director responsible for Human
Resources or the Chairman;

11.16.8

they have been adjudged bankrupt or their estate has been
sequestrated and in either case they have not been discharged;

11.16.9

they are a person in relation to whom a moratorium period under a
debt relief order applies (under part 7A of the Insolvency Act
1986);

11.16.10

they have made a composition or arrangement with, or granted a
trust deed for, their creditors and have not been discharged in
respect of it;

11.16.11

they have within the preceding five years been convicted in the
British Islands of any offence, and a sentence of imprisonment
(whether suspended or not) for a period of three months or more
(without the option of a fine) was imposed;

11.16.12

they do not satisfy all of the requirements of Regulation 5(3) of the
Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014/2936 (as amended or updated from time to
time);
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11.16.13

they have within the preceding two years been dismissed from any
paid employment with a health service body, otherwise than by
reason of redundancy, sickness or dismissal that was found by an
Employment Tribunal or competent court (or on appeal in either
case) to be unfair, wrongful or discriminatory; and/or

11.16.14

they are a person whose tenure of office as the Chair or as a
member or director of a health service body has been terminated
on the grounds that their appointment is not in the interests of the
health service, for non-attendance at meetings, or for nondisclosure of a pecuniary interest.

Termination of office and removal of Governors
11.17 A person holding office as a Governor shall immediately cease to do so if:
11.17.1

they resign by notice in writing to the Secretary;

11.17.2

they fail to attend two consecutive meetings, unless the other
Governors are satisfied that:
11.17.2.1

the absences were due to reasonable causes; and

11.17.2.2

they will be able to start attending meetings of the
Council of Governors again within such a period as
the other Governors consider reasonable.

11.17.3

in the case of an elected Governor, they cease to be a member of
the constituency or class of the constituency by which they were
elected;

11.17.4

in the case of an appointed Governor, the appointing organisation
terminates the appointment;

11.17.5

they have refused without reasonable cause to undertake any
training which the Council of Governors requires all Governors to
undertake;

11.17.6

they have failed to sign and deliver to the Secretary a statement in
the form required by the Secretary confirming acceptance of the
code of conduct for Governors;

11.17.7

they are removed from the Council of Governors under the
following provisions.

11.18 A Governor may be removed from the Council of Governors by a resolution
approved by not less than two-thirds of the remaining Governors present and
voting on the grounds that:
11.18.1

they have committed a serious breach of the code of conduct; or

11.18.2

they have acted in a manner detrimental to the interests of the
Foundation Trust; and
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11.18.3

the Council of Governors consider that it is not in the best interests
of the Foundation Trust for them to continue as a Governor.

Vacancies amongst Governors
11.19 Where a vacancy arises on the Council of Governors for any reason other
than expiry of term of office, the following provisions will apply.
11.20 Where the vacancy arises amongst the appointed Governors, the Secretary
shall request that the appointing organisation appoints a replacement to hold
office for the remainder of the term of office.
11.21 Where the vacancy arises amongst the elected Governors, the Council of
Governors shall be at liberty either:
11.21.1

to call an election within three months to fill the seat for the
remainder of that term of office; or

11.21.2

to invite the next highest polling candidate for that seat at the most
recent election, who is willing to take office, to fill the seat until the
next annual election, at which time the seat will fall vacant and
subject to election for any unexpired period of the term of office.

Expenses and remuneration of Governors
11.22 The Foundation Trust may reimburse Governors for travelling and other costs
and expenses incurred in carrying out their duties at such rates as the Board
of Directors decides.
11.23 Governors are not to receive remuneration.

Meetings of the Council of Governors
11.24 The Council of Governors is to meet at least twice in each Financial Year.
Save in the case of emergencies or the need to conduct urgent business, the
Secretary shall give at least fourteen days written notice of the date and place
of every meeting of the Council of Governors to all Governors. Notice will
also be published in a local newspaper or newspapers circulating in the area
served by the Foundation Trust, and on the Foundation Trust’s website.
11.25 Meetings of the Council of Governors may be called by the Secretary, or by
the Chair, or by ten Governors (including at least two elected Governors and
two appointed Governors) who give written notice to the Secretary specifying
the business to be carried out. The Secretary shall send a written notice to all
Governors as soon as possible after receipt of such a request. The Secretary
shall call a meeting on at least fourteen but not more than twenty-eight days’
notice to discuss the specified business. If the Secretary fails to call such a
meeting then the Chair or ten Governors, whichever is the case, shall call
such a meeting.
11.26 All meetings of the Council of Governors are to be General Meetings open to
members of the public unless the Council of Governors decides otherwise in
relation to all or part of a meeting for reasons of commercial confidentiality or

22
Updated June 2018

on other proper grounds. The Chair may exclude any person from a meeting
of the Council of Governors if they are interfering with or preventing the
proper conduct of the meeting.
11.27 Thirteen Twelve Governors including not less than four two Public Governors,
not less than three two Service-user/carer Governors, not less than two Staff
Governors and not less than two appointed Governors shall form a quorum.
11.28 The Chair of the Foundation Trust or, in their absence, the Vice Chair of the
Board of Directors, or in their absence one of the non-executive Directors is to
preside at meetings of the Council of Governors. If the person presiding at
any such meeting has a conflict of interest in relation to the business being
discussed, the Deputy Chair of the Council of Governors will chair that part of
the meeting.
11.29 For the purposes of obtaining information about the Foundation Trust’s
performance of its functions or the Directors’ performance of their duties (and
deciding whether to propose a vote on the Foundation Trust’s or Directors’
performance), the Council of Governors may require one or more of the
Directors to attend a meeting.
11.30 The Council of Governors may agree that its members can participate in its
meetings by telephone, video or computer link. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the meeting.
11.31 Subject to this constitution and the following provisions of this paragraph,
questions arising at a meeting of the Council of Governors shall be decided
by a majority of votes.
11.31.1

In case of an equality of votes the person presiding at or chairing
the meeting shall have a casting vote.

11.31.2

No resolution of the Council of Governors shall be passed if it is
opposed by all of the Service User/Carer Governors and Public
Governors present.

11.32 The Council of Governors may not delegate any of its powers to a committee
or sub-committee, but it may appoint committees to assist the Council of
Governors in carrying out its functions. The Council of Governors may appoint
Governors and may invite Directors and other persons to serve on such
committees. The Council of Governors may, through the Secretary, request
that external advisors assist them or any committee they appoint in carrying
out its duties.
11.33 All decisions taken in good faith at a meeting of the Council of Governors or
of any committee shall be valid even if it is discovered subsequently that there
was a defect in the calling of the meeting, or the appointment of the
Governors attending the meeting.
Disclosure of interests
11.34 Any Governor who has a material interest in a matter as defined below shall
declare such interest to the Council of Governors and:
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11.34.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

11.34.2

shall not vote on the issue (and if by inadvertence they do remain
and vote, their vote shall not be counted).

11.35 Any Governor who fails to disclose any interest required to be disclosed
under the preceding paragraph must permanently vacate their office if
required to do so by a majority of the remaining Governors.
11.36 Subject to the exceptions below, a material interest is:
11.36.1

any directorship of a company;

11.36.2

any interest or position held by a Governor in any firm or company
or business which, in connection with the matter, is trading with the
Foundation Trust, or is likely to be considered as a potential
trading partner with the Foundation Trust;

11.36.3

any interest in an organisation providing health and social care
services to the National Health Service;

11.36.4

a position of authority in a charity or voluntary organisation in the
field of health and social care; and/or

11.36.5

any connection with any organisation, entity or company
considering entering into a financial arrangement with the
Foundation Trust including but not limited to lenders or banks.

11.37 The exceptions which shall not be treated as material interests are as follows:
11.37.1

shares not exceeding 2% of the total shares in issue held in any
company whose shares are listed on any public exchange;

11.37.2

an employment contract held by a Staff Governor;

11.37.3

an employment contract with a local authority held by a Local
Authority Governor; and/or

11.37.4

an employment contract with the partnership organisation held by
a Partnership Governor.

11.38 The Council of Governors is to adopt its own standing orders for its practice
and procedure, in particular for its procedure at meetings.
Declaration
11.39 An elected Governor may not vote at a meeting of the Council of Governors
unless, before attending the meeting, they have made a declaration in the
form specified by the Secretary of the particulars of their qualification to vote
as a member of the Foundation Trust and that they are not prevented from
being a member of the Council of Governors. An elected Governor shall be
deemed to have confirmed the declaration upon attending any subsequent
meeting of the Council of Governors, and every agenda for meetings of the
Council of Governors will draw this to the attention of elected Governors.
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12

BOARD OF DIRECTORS
12.1

The Foundation Trust is to have a Board of Directors. It is to consist of
executive and non-executive Directors.

12.2

The board is to include:
12.2.1

the following non-executive Directors:
12.2.1.1

a Chair, who is to be appointed (and removed) by
the Council of Governors at a General Meeting;

12.2.1.2

not less than five and not more than seven other
non-executive Directors who are to be appointed
(and removed) by the Council of Governors at a
General Meeting;

in each case subject to the approval of a majority of the Council of Governors
(in the case of an appointment) present and voting at the meeting, and threequarters of all of the members of the Council of Governors (in the case of a
removal) voting at the meeting;
12.2.2

the following executive Directors:
12.2.2.1

a Chief Executive (who is the accounting officer),
who is to be appointed (and removed) by the nonexecutive Directors, and whose appointment is
subject to the approval of a majority of the members
of the Council of Governors present and voting at a
General Meeting;

12.2.2.2

a Finance Director, and other executive Directors,
subject to a maximum of six executive Directors
which must include a registered medical practitioner
or a registered dentist, a registered nurse or
registered midwife, all of whom are to be appointed
(and removed) by a committee consisting of the
Chair, the Chief Executive and the other nonexecutive Directors.

12.3

The Board of Directors shall appoint one of the non-executive Directors to be
Vice-Chair of the Board of Directors. If the Chair is unable to discharge their
office as Chair of the Foundation Trust, the Vice-Chair of the Board of
Directors shall be acting Chair of the Foundation Trust.

12.4

The Chief Executive shall nominate one of the executive Directors to be
Deputy Chief Executive.

12.5

Only a member of one of the public constituencies or service-user/carers’
constituency is eligible for appointment as a non-executive Director.

12.6

Non-executive Directors are to be appointed by the Council of Governors
using the following procedure:
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12.7

12.6.1

the Council of Governors will maintain a policy for the composition
of the non-executive Directors which takes account of the
membership strategy, and which they shall review from time to
time and not less than every three years;

12.6.2

the Board of Directors may work with an external organisation
recognised as expert at appointments to identify the skills and
experience required for non-executive Directors;

12.6.3

appropriate candidates (not more than five for each vacancy) will
be identified by a Nominations Committee through a process of
open competition, which take account of the policy maintained by
the Council of Governors and the skills and experience required;
and

12.6.4

the Nominations Committee will comprise the Chair of the
Foundation Trust (or the Vice Chair unless they are standing for
appointment, in which case another non-executive director, when
a Chair is being appointed), two elected Governors and one
Appointed Governor.

The removal of the Chair or another non-executive Director shall be in
accordance with the following procedures:
12.7.1

any proposal for removal must be proposed by a Governor and
seconded by not less than ten Governors including at least two
elected Governors and two appointed Governors;

12.7.2

written reasons for the proposal shall be provided to the nonexecutive Director in question, who shall be given the opportunity
to respond to such reasons;

12.7.3

in making any decision to remove a non-executive Director, the
Council of Governors shall take into account any annual appraisal
carried out by the Chair; and

12.7.4

if any proposal to remove a non-executive Director is not approved
at a meeting of the Council of Governors, no further proposal can
be put forward to remove such non-executive Director based upon
the same reasons within 12 months of the meeting.

Terms of Office
12.8

The Chair and other non-executive Directors shall hold office for a period of
up to three years, and are eligible for re-appointment after a three year period
of office.

12.9

The Chair and other non-executive Directors may not hold office for more
than three successive terms (nine consecutive years in total).

12.10 The Council of Governors at a General Meeting of the Council of Governors
shall decide the remuneration and allowances, and the other terms and
conditions of office, of the Chairman and the other non-executive Directors.
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12.11 The Chair and the non-executive Directors are to be appointed in accordance
with the terms and conditions of office, decided by the Council of Governors
at a General Meeting. Any re-appointment of a non-executive Director by the
Council of Governors shall be subject to a satisfactory appraisal carried out in
accordance with procedures which the Board of Directors have approved.
12.12 The remuneration committee of non-executive Directors shall decide the
terms and conditions of office including remuneration and allowances of all
the executive Directors.
Disqualification
12.13 A person may not become or continue as a Director of the Foundation Trust
if:
12.13.1

they are a member of the Council of Governors;

12.13.2

they are the spouse, partner, parent or child of a member of the
Board of Directors of the Foundation Trust;

12.13.3

they are a member of a local authority’s Scrutiny Committee
covering health matters;

12.13.412.13.3
they have been adjudged bankrupt or their estate
has been sequestrated and in either case they have not been
discharged;
12.13.512.13.4
they are a person in relation to whom a moratorium
period under a debt relief order applies (under part 7A of the
Insolvency Act 1986);
12.13.612.13.5
they have made a composition or arrangement with,
or granted a Trust deed for, their creditors and have not been
discharged in respect of it;
12.13.712.13.6
they have within the preceding five years been
convicted in the British Islands of any offence, and a sentence of
imprisonment (whether suspended or not) for a period of three
months or more (without the option of a fine) was imposed;
12.13.812.13.7
they are the subject of a disqualification order made
under the Company Directors Disqualification Act 1986;
12.13.912.13.8
they are a person whose tenure of office as a Chair
or as a member or Director of a health service body has been
terminated on the grounds that their appointment is not in the
interests of the health service, for non-attendance at meetings, or
for non-disclosure of a pecuniary interest;
12.13.1012.13.9
they have within the preceding two years been
dismissed, otherwise than by reason of redundancy, from any paid
employment with a health service body;
12.13.1112.13.10
on the basis of disclosures obtained through an
application to the Disclosure and Barring Service established
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under section 87 of the Protection of Freedoms Act 2012 (or any
other checks required by the Foundation Trust from time to time as
being consistent with its licence conditions or mandatory or
nationally recommended good governance arrangements), they
are not considered suitable by the Foundation Trust’s executive
Director responsible for Human Resources or the Chairman;
12.13.1212.13.11
in the case of a non-executive Director they have
refused without reasonable cause to fulfil any training requirement
established by the Board of Directors;
12.13.1312.13.12
they have refused to sign and deliver to the
Secretary a statement in the form required by the Board of
Directors confirming acceptance of the code of conduct for
Directors;
12.13.1412.13.13
in the case of a non-executive Director, they are no
longer a member of one of the public constituencies or the serviceuser/carers’ constituency; and/or
12.13.1512.13.14
they do not satisfy all of the requirements of
Regulation 5(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014/2936 (as amended or
updated from time to time).
Committees and delegation
12.14 The Board of Directors may delegate any of its powers to a committee of
Directors or to an executive Director.
12.15 The Board of Directors shall appoint an audit committee of non-executive
Directors to perform such monitoring, reviewing and other functions as are
appropriate.
12.16 The Board of Directors shall appoint a remuneration committee of nonexecutive Directors to decide the remuneration and allowances, and the other
terms and conditions of office, of the executive Directors.
Meetings of the Board of Directors
12.17 Save in the case of emergencies or the need to conduct urgent business, the
Secretary shall give to all Directors at least fourteen days written notice of the
date and place of every meeting of the Board of Directors.
12.18 Meetings of the Board of Directors shall be open to members of the public.
Members of the public may be excluded from a meeting for special reasons,
including but not limited to where the Board of Directors decides all or part of
a meeting must be held in private for reasons of commercial confidentiality or
on other proper grounds. The Chair may exclude any member of the public
from a meeting of the Board of Directors if they are interfering with or
preventing the proper conduct of the meeting.
12.19 Meetings of the Board of Directors are called by the Secretary, or by the
Chair, or by four Directors who give written notice to the Secretary specifying
the business to be carried out. The Secretary shall send a written notice to all
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Directors as soon as possible after receipt of such a request. The Secretary
shall call a meeting on at least fourteen but not more than twenty-eight days’
notice to discuss the specified business. If the Secretary fails to call such a
meeting then the Chair or four Directors, whichever is the case, shall call such
a meeting.
12.20 Seven Directors including not less than two executive Directors (one of whom
must be the Chief Executive or the Deputy Chief Executive), and not less than
two non-executive Directors (one of whom must be the Chair or the ViceChair of the Board) shall form a quorum.
12.21 The Board of Directors may agree that its members can participate in its
meetings by telephone, video or computer link. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the meeting.
12.22 The Chair of the Foundation Trust or, in their absence, the Vice-Chair of the
Board of Directors, is to chair meetings of the Board of Directors.
12.23 Subject to the following provisions of this paragraph, questions arising at a
meeting of the Board of Directors shall be decided by a majority of votes.
12.23.1

In case of an equality of votes the Chair shall have a second and
casting vote.

12.23.2

No resolution of the Board of Directors shall be passed if it is
opposed by all of the non-executive Directors present or by all of
the executive Directors present.

12.24 The Board of Directors is to adopt Standing Orders covering the proceedings
and business of its meetings. The proceedings shall not however be
invalidated by any vacancy of its membership, or defect in a Director’s
appointment.

Conflicts of Interest of Directors
12.25 Any Director who has a material interest in a matter as defined below shall
declare such interest to the Board of Directors and:
12.25.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

12.25.2

shall not vote on the issue (and if by inadvertence they do remain
and vote, their vote shall not be counted).

12.26 Details of any such interest shall be recorded in the register of the interests of
Directors.
12.27 Any Director who fails to disclose any interest required to be disclosed under
the preceding paragraph must permanently vacate their office if required to do
so by a majority of the remaining Directors and (in the case of a nonexecutive Director) by the requisite majority of the Council of Governors.
12.28 A material interest is:
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12.28.1

any directorship of a company;

12.28.2

any interest (excluding a holding of shares in a company whose
shares are listed on any public exchange where the holding is less
than 2% of the total shares in issue) or position held by a Director
in any firm or company or business which, in connection with the
matter, is trading with the Foundation Trust, or is likely to be
considered as a potential trading partner with the Foundation
Trust;

12.28.3

any interest in an organisation providing health and social care
services to the National Health Service;

12.28.4

a position of authority in a charity or voluntary organisation in the
field of health and social care; and/or

12.28.5

any connection with any organisation, entity or company
considering entering into a financial arrangement with the
Foundation Trust including but not limited to lenders or banks.

12.29 A material interest shall have been authorised if:
12.29.1

the Board of Directors by majority disapplies the provision of the
constitution which would otherwise prevent a Director from being
counted as participating in the decision-making process;

12.29.2

the Director's interest cannot reasonably be regarded as likely to
give rise to a conflict of interest; or

12.29.3

the Director's conflict of interest arises from a permitted cause.

12.29.4

For the purposes of paragraph 12.29.3, the following is a
permitted cause:
12.29.4.1

a guarantee given, or to be given, by or to a
Director in respect of an obligation incurred by or on
behalf of the Foundation Trust or any of its
subsidiaries.

12.30 For the purposes of this paragraph, references to proposed decisions and
decision-making processes include any Directors' meeting or part of a
Directors' meeting.
12.31 Subject to paragraph 12.32, if a question arises at a meeting of Directors or of
a committee of Directors as to the right of a Director to participate in the
meeting (or part of the meeting) for voting or quorum purposes, the question
may, before the conclusion of the meeting, be referred to the Chair whose
ruling in relation to any Director other than the Chair is to be final and
conclusive.
12.32 If any question as to the right to participate in the meeting (or part of the
meeting) should arise in respect of the Chair, the question is to be decided by
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a decision of the Directors at that meeting, for which purpose the Chair is not
to be counted as participating in the meeting (or that part of the meeting) for
voting or quorum purposes.
12.33 This paragraph does not require a declaration of an interest of which the
Director is not aware or where the Director is not aware of the transaction of
arrangement in question.
12.34 Should an interest in a matter for consideration or decision at a board meeting
or board committee meeting affect either all the non-executive Directors or all
the executive Directors, the Directors present not affected by the interest will
form the quorum for that item.

Expenses
12.35 The Foundation Trust may reimburse executive Directors travelling and other
costs and expenses incurred in carrying out their duties at such rates as the
remuneration committee of non-executive Directors decides. These are to be
disclosed in the annual report.
12.36 The remuneration and allowances for Directors are to be disclosed in bands
in the annual report.

13

REGISTERS
13.1

13.2

14

The Foundation Trust is to have:
13.1.1

a register of members showing, in respect of each member, the
constituency and (where relevant) the class of a constituency to
which they belong;

13.1.2

a register of members of the Council of Governors;

13.1.3

a register of Directors;

13.1.4

a register of interests of Governors; and

13.1.5

a register of interests of the Directors.

The Secretary shall remove from the register of members the name of any
member who ceases to be entitled to be a member under the provisions of
this constitution.

PUBLIC DOCUMENTS
14.1

The following documents of the Foundation Trust are to be available for
inspection by members of the public free of charge at all reasonable times,
and shall be available on the Foundation Trust’s website:
14.1.1

a copy of the current constitution;
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14.2

14.1.2

a copy of the latest annual accounts and of any report of the
auditor on them;

14.1.3

a copy of the report of any other external auditor of the Foundation
Trust’s affairs appointed by the Council of Governors;

14.1.4

a copy of the latest annual report;

14.1.5

a copy of the latest information as to its forward planning;

14.1.6

a copy of the Foundation Trust’s membership development
strategy; and

14.1.7

a copy of the Foundation Trust’s policy for the composition of the
Council of Governors and of the non-executive Directors; and

14.1.8

a copy of any notice, information, order, statement, or report given
under paragraph 22(1) of schedule 7 to the 2006 Act.

The registers specified in paragraph 13 above shall be made available for
inspection by members of the public, except in the circumstances set out
below or as otherwise prescribed by regulations. The Foundation Trust shall
not make any part of its registers available for inspection by members of the
public which shows details of:
14.2.1

any member of the service user/carers’ constituency where that
member has not consented to his details being made so available;
or

14.2.2

any other member of the Foundation Trust, if they so request, and

so far as they are required to be available they are to be available free of
charge at all reasonable times.
14.3

15

16

Any person who requests it is to be provided with a copy or extract from any
of the above documents or registers. The Foundation Trust may impose a
reasonable charge for providing the copy or extract, but a member is entitled
to a copy or extract from the registers free of charge.

AUDITOR
15.1

The Foundation Trust shall have an auditor.

15.2

The Council of Governors at a General Meeting shall appoint or remove the
Foundation Trust’s auditor.

ACCOUNTS
16.1

The Foundation Trust must keep proper accounts and proper records in
relation to the accounts.

16.2

Monitor may with the approval of the Secretary of State give directions to the
Foundation Trust as to the content and form of its accounts.
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17

16.3

The accounts are to be audited by the Foundation Trust’s auditor.

16.4

The Foundation Trust shall prepare in respect of each Financial Year annual
accounts in such form as Monitor may with the approval of the Secretary of
State direct.

16.5

The following documents will be made available to the Comptroller and
Auditor General for examination at his request:
16.5.1

the accounts;

16.5.2

the records relating to them; and

16.5.3

any report of the auditor on them.

16.6

The accounting officer shall cause the Foundation Trust to prepare in respect
of each Financial Year annual accounts in such form as Monitor may with the
approval of the Secretary of State direct.

16.7

In preparing its annual accounts, the accounting officer shall cause the
Foundation Trust to comply with any directions given by Monitor with the
approval of the Secretary of State as to:
16.7.1

the methods and principles according to which the accounts are to
be prepared; and

16.7.2

the content and form of the accounts.

16.8

The annual accounts, any report of the auditor on them, and the annual report
are to be presented to the Council of Governors at a General Meeting.

16.9

The accounting officer shall cause the Foundation Trust to:
16.9.1

lay a copy of the annual accounts, and any report of the auditor on
them, before Parliament; and

16.9.2

once it has done so, send copies of those documents to Monitor
within such a period as Monitor may direct.

ANNUAL REPORTS, FORWARD PLANS AND NON-NHS WORK
17.1

The Foundation Trust is to prepare annual reports and send them to Monitor.

17.2

The reports are to give:
17.2.1

information on any steps taken by the Foundation Trust to secure
that (taken as a whole) the actual membership of its public
constituencies, the classes of the service-user/carers’ constituency
and of the classes of the staff constituency is representative of
those eligible for such membership;

17.2.2

information on any occasions in the period to which the report
relates on which the Council of Governors exercised its power
under paragraph 11.29 above;
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17.3

information on the Foundation Trust’s policy on pay and on the
work of the committee established under paragraph 12.12 above
and such other procedures as the Foundation Trust has on pay;

17.2.4

information on the remuneration of the Directors and on the
expenses of the Governors and the Directors; and

17.2.5

any other information Monitor requires.

The Foundation Trust is to comply with any decision Monitor makes as to:
17.3.1

the form of the reports;

17.3.2

when the reports are to be sent to him; and

17.3.3

the periods to which the reports are to relate.

17.4

The Foundation Trust is to give information as to its forward planning in
respect of each Financial Year to Monitor. The document containing this
information is to be prepared by the Directors, and in preparing the document,
the Board of Directors must have regard to the views of the Council of
Governors.

17.5

Each forward plan must include information about:

17.6

17.7

18

17.2.3

17.5.1

the activities other than the provision of goods and services for the
purposes of the health service in England that the Foundation
Trust proposes to carry on; and

17.5.2

the income it expects to receive from doing so.

Where a forward plan contains a proposal that the Foundation Trust carry on
an activity of a kind mentioned in sub-paragraph 17.5.1 the Council of
Governors must:
17.6.1

determine whether it is satisfied that the carrying on of the activity
will not to any significant extent interfere with the fulfilment by the
Foundation Trust of its principal purpose or the performance of its
other functions; and

17.6.2

notify the Directors of the Foundation Trust of its determination.

Where the Foundation Trust proposes to increase by 5% or more the
proportion of its total income in any Financial Year attributable to activities
other than the provision of goods and services for the purposes of the health
service in England it may implement the proposal only if more than half of the
members of the Council of Governors of the Foundation Trust voting approve
its implementation.

INDEMNITY
18.1

Members of the Council of Governors and the Board of Directors and the
Secretary who act honestly and in good faith will not have to meet out of their
personal resources any personal civil liability which is incurred in the
execution or purported execution of their functions, save where they have
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acted recklessly. Any costs arising in this way will be met by the Foundation
Trust. The Foundation Trust may purchase and maintain insurance against
this liability for its own benefit and for the benefit of the Council of Governors
and the Board of Directors and the Secretary.
19

20

EXECUTION OF DOCUMENTS
19.1

A document purporting to be duly executed under the Foundation Trust’s seal
or to be signed on its behalf is to be received in evidence and, unless the
contrary is proved, taken to be so executed or signed.

19.2

The Foundation Trust is to have a seal, but this is not to be affixed except
under the authority of the Board of Directors.

DISPUTE RESOLUTION PROCEDURES
20.1

Every unresolved dispute which arises out of this constitution between the
Foundation Trust and:
20.1.1

a member; or

20.1.2

any person aggrieved who has ceased to be a member within the
six months prior to the date of the dispute; or

20.1.3

any person bringing a claim under this constitution; or

20.1.4

an office-holder of the Foundation Trust,

is to be submitted to an arbitrator agreed by the parties. The arbitrator’s
decision will be binding and conclusive on all parties.
20.2

21

Any person bringing a dispute must, if required to do so, deposit with the
Foundation Trust a reasonable sum (not exceeding £250) to be determined
by the Council of Governors and approved by the Secretary. The arbitrator
will decide how the costs of the arbitration will be paid and what should be
done with the deposit.

AMENDMENT OF THE CONSTITUTION
21.1

21.2

The Foundation Trust may make amendments of its constitution only if:
21.1.1

more than half of the members of the Council of Governors of the
Foundation Trust voting approve the amendments; and

21.1.2

more than half of the members of the Board of Directors of the
Foundation Trust voting approve the amendments.

Amendments made under paragraph 21.1 take effect as soon as the
conditions in that paragraph are satisfied, but the amendment has no effect in
so far as the constitution would, as a result of the amendment, not accord
with schedule 7 of the 2006 Act.
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21.3

22

Where an amendment is made to the constitution in relation the powers or
duties of the Council of Governors (or otherwise with respect to the role that
the Council of Governors has as part of the Foundation Trust):
21.3.1

at least one member of the Council of Governors must attend the
next Annual Members’ Meeting and present the amendment; and

21.3.2

the Foundation Trust must give the members an opportunity to
vote on whether they approve the amendment.

21.4

If more than half of the members voting approve the amendment, the
amendment continues to have effect; otherwise, it ceases to have effect and
the Foundation Trust must take such steps as are necessary as a result.

21.5

Amendments by the Foundation Trust of its constitution are to be notified to
Monitor. For the avoidance of doubt, Monitor’s functions do not include a
power or duty to determine whether or not the constitution, as a result of the
amendments, accords with Schedule 7 of the 2006 Act.

MERGERS ETC. AND SIGNIFICANT TRANSACTIONS
22.1

The Foundation Trust may only apply for a merger, acquisition, separation or
dissolution with the approval of more than half of the members of the Council
of Governors.

22.2

The Foundation Trust may enter into a significant transaction only if more
than half of the members of the Council of Governors of the Foundation Trust
voting approve entering into the transaction.

22.3

In paragraph 22.2, the following words have the following meanings:

22.4

“significant transaction” means a transaction which meets any one of the
tests below:
22.4.1

the fixed/gross asset test; or

22.4.2

the turnover/income test; or

22.4.3

the gross capital test (relating to acquisitions or divestments).

The fixed asset test:
22.4.4

is met if the assets which are the subject of the transaction exceed
10% of the fixed assets of the Foundation Trust.

The turnover test:
22.4.5

is met if, following the completion of the relevant transaction, the
gross income of the Foundation Trust will increase or decrease by
more than 10%.

The gross capital test:
22.4.6

is met if the gross capital of the company or business being
acquired or divested represents more than 10% of the capital of
the Foundation Trust following completion (where “gross capital” is
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the market value of the relevant company or business’s shares
and debt securities, plus the excess of current liabilities over
current assets, and the Foundation Trust’s capital is determined by
reference to its balance sheet).
22.4.7

for the purposes of calculating the tests in this paragraph 22.4
figures used to classify assets and profits must be the figures
shown in the latest published audited consolidated accounts.

A transaction:
22.4.8

23

22.4.8.1

excludes a transaction in the ordinary course of
business (including the renewal, extension or
entering into an agreement in respect of healthcare
services carried out by the Foundation Trust);

22.4.8.2

excludes any agreement or changes to healthcare
services carried out by the Foundation Trust
following a reconfiguration of services led by the
commissioners of such services;

22.4.8.3

excludes any grant of public dividend capital or the
entering into of a working capital facility or other
loan, which does not involve the acquisition or
disposal of any fixed asset of the Foundation Trust.

HEAD OFFICE
23.1

24

includes all agreements (including amendments to agreements)
entered into by the Foundation Trust; but

The Foundation Trust’s head office is at Pinewood House, Pinewood Place,
Dartford, Kent DA2 7WG or such other place as the Board of Directors shall
decide.

NOTICES
24.1

Any notice required by this constitution to be given shall be given in writing or
shall be given using electronic communications to an address for the time
being notified for that purpose. “Address” in relation to electronic
communications includes any number or address used for the purposes of
such communications.

24.2

Proof that an envelope containing a notice was properly addressed, prepaid
and posted shall be conclusive evidence that the notice was given. A notice
shall be treated as delivered 48 hours after the envelope containing it was
posted or, in the case of a notice contained in an electronic communication,
48 hours after it was sent.

37
Updated June 2018

Annex 1
PUBLIC CONSTITUENCIES
1.

Bexley – the electoral area covered by Bexley Council

2.

Bromley – the electoral area covered by the London Borough of Bromley

3.

Greenwich – the electoral area covered by the London Borough of Greenwich

4.

Rest of England – all other electoral areas in England not already covered by the
electoral areas in Bexley, Bromley, and Greenwich
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Annex 2

Oxleas NHS Foundation Trust
(Council of Governors)
Election Rules
Model Election Rules – Single Transferable Vote
PART 1 INTERPRETATION
1. Interpretation
PART 2 TIMETABLE FOR ELECTION
2. Timetable
3. Computation of time
PART 3 RETURNING OFFICER
4. Returning officer
5. Staff
6. Expenditure
7. Duty of co-operation
PART 4 STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS
8. Notice of election
9. Nomination of candidates
10. Candidate’s particulars
11. Declaration of interests
12. Declaration of eligibility
13. Signature of candidate
14. Decisions as to validity of nomination forms
15. Publication of statement of nominated candidates
16. Inspection of statement of nominated candidates and nomination forms
17. Withdrawal of candidates
18. Method of election
PART 5 CONTESTED ELECTIONS
19. Poll to be taken by ballot
20. The ballot paper
21. The declaration of identity (public and service user/carers’ constituencies)
Action to be taken before the poll
22. List of eligible voters
23. Notice of poll
24. Issue of voting information by returning officer
25. Ballot paper envelope and covering envelope
26. E-voting systems
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The poll
27. Eligibility to vote
28. Voting by persons who require assistance
29. Spoilt ballot papers and spoilt text message votes
30. Lost voting information
31. Issue of replacement voting information
32. ID declaration form for replacement ballot papers (public and service user/carers’
constituencies)
33 Procedure for remote voting by internet
34. Procedure for remote voting by telephone
35. Procedure for remote voting by text message
Procedure for receipt of envelopes, internet votes, telephone votes and text message votes
36. Receipt of voting documents
37. Validity of votes
38. Declaration of identity but no ballot (public and service user/carers’ constituency)
39. De-duplication of votes
40. Sealing of packets
PART 6 COUNTING THE VOTES
41. Interpretation of Part 6
42. Arrangements for counting of the votes
43. The count
44. Rejected ballot papers and rejected text voting records
45. First stage
46. The quota
47 Transfer of votes
48. Supplementary provisions on transfer
49. Exclusion of candidates
50. Filling of last vacancies
51. Order of election of candidates
PART 7 FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS
52. Declaration of result for contested elections
53. Declaration of result for uncontested elections
PART 8 DISPOSAL OF DOCUMENTS
54. Sealing up of documents relating to the poll
55. Delivery of documents
56. Forwarding of documents received after close of the poll
57. Retention and public inspection of documents
58. Application for inspection of certain documents relating to election
PART 9 DEATH OF A CANDIDATE DURING A CONTESTED ELECTION
59. Countermand or abandonment of poll on death of candidate
PART 10 ELECTION EXPENSES AND PUBLICITY
Expenses
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60. Election expenses
61. Expenses and payments by candidates
62. Expenses incurred by other persons
Publicity
63. Publicity about election by the corporation
64. Information about candidates for inclusion with voting information
65. Meaning of “for the purposes of an election”
PART 11 QUESTIONING ELECTIONS AND IRREGULARITIES
66. Application to question an election
PART 12 MISCELLANEOUS
67. Secrecy
68. Prohibition of disclosure of vote
69. Disqualification
70. Delay in postal service through industrial action or unforeseen event
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PART 1

INTERPRETATION

1.

Interpretation

1.1.

In these rules, unless the context otherwise requires:
"2006 Act"

means the National Health Service Act 2006;

"corporation"

means the public benefit corporation subject to
this constitution;

"council of governors"

means the
corporation;

"declaration of identity"

has the meaning set out in rule 21.1;

"election"

means an election by a constituency, or by a
class within a constituency, to fill a vacancy
among one or more posts on the council of
governors;

"e-voting"

means voting using either the internet, telephone
or text message;

"e-voting information"

has the meaning set out in rule 24.2;

"ID declaration form”

has the meaning set out in Rule 21.1;

"internet voting record"

has the meaning set out in rule 26.4(d);

"internet voting system"

means such computer hardware and software,
data other equipment and services as may be
provided by the returning officer for the purpose
of enabling voters to cast their votes using the
internet;

"lead governor"

means the governor nominated by the
corporation to fulfil the role described in Appendix
B to The NHS Foundation Trust Code of
Governance (Monitor, December 2013) or any
later version of such code;

"list of eligible voters"

means the list referred to in rule 22.1, containing
the information in rule 22.2;

"method of polling"

means a method of casting a vote in a poll, which
may be by post, internet, text message or
telephone;

"Monitor”

means the corporate body known as Monitor as
provided by section 61 of the 2012 Act;

"numerical voting code”

has the meaning set out in rule 64.2(b);

"poling website”

has the meaning set out in rule 26.1;
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council

of

governors

of

the

1.2.

PART 2

"postal voting information"

has the meaning set out in rule 24.1;

"telephone short code''

means a short telephone number used for the
purposes of submitting a vote by text message;

"telephone voting facility"

has the meaning set out in rule 26.2;

"telephone voting record"

has the meaning set out in rule 26.5 (d);

"text message voting facility"

has the meaning set out in rule 26.3;

"text voting record"

has the meaning set out in rule 26.6 (d);

"the telephone voting system"

means such telephone voting facility as may be
provided by the returning officer for the purpose
of enabling voters to cast their votes by
telephone;

"the text
system"

means such text messaging voting facility as may
be provided by the returning officer for the
purpose of enabling voters to cast their votes by
text message;

message

voting

"voter ID number”

means a unique, randomly generated numeric
identifier allocated to each voter by the returning
officer for the purpose of e-voting;

"voting information"

means postal voting information and/or e-voting
information.

Other expressions used in these rules and in Schedule 7 to the NHS Act
2006 have the same meaning in these rules as in that Schedule.
TIMETABLE FOR ELECTIONS

2.

Timetable

2.1.

The proceedings at an election shall be conducted in accordance with the
following timetable:
Proceeding

Time

Publication of notice of election

Not later than the 40th day before the
day of the close of the poll.

Final day for delivery of nomination
forms to returning officer

Not later than the 28th day before the
day of the close of the poll.

Publication of statement of nominated
Candidates

Not later than the 27th day before the
day of the close of the poll.

Final day for delivery of notices of
withdrawals by candidates from election

Not later than 25th day before the
day of the close of the poll.
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Notice of the poll

Not later than the 15th day before the
day of the close of the poll.

Close of the poll

By 5pm on the final day of the
election.

3.

Computation of time

3.1.

In computing any period of time for the purposes of the timetable:
(a)

a Saturday or Sunday;

(b)

Christmas Day, Good Friday, or a bank holiday; or

(c)

a day appointed for public thanksgiving or mourning;

shall be disregarded, and any such day shall not be treated as a day for the
purpose of any proceedings up to the completion of the poll, nor shall the
returning officer be obliged to proceed with the counting of votes on such a
day.
3.2.

PART 3

In this rule, "bank holiday" means a day which is a bank holiday under the
Banking and Financial Dealings Act 1971 in England and Wales.
RETURNING OFFICER

4.

Returning Officer

4.1.

Subject to rule 69, the returning officer for an election is to be appointed by
the corporation.

4.2.

Where two or more elections are to be held concurrently, the same returning
officer may be appointed for all those elections.

5.

Staff

5.1.

Subject to rule 69, the returning officer may appoint and pay such staff,
including such technical advisers, as he or she considers necessary for the
purposes of the election.

6.

Expenditure

6.1.

The corporation is to pay the returning officer:
(a)

any expenses incurred by that officer in the exercise of his or her
functions under these rules;

(b)

such remuneration and other expenses as the corporation may
determine.

7.

Duty of co-operation

7.1.

The corporation is to co-operate with the returning officer in the exercise of
his or her functions under these rules.
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PART 4

STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS

8.

Notice of election

8.1.

The returning officer is to publish a notice of the election stating:
(a)

the constituency, or class within a constituency, for which the election
is being held;

(b)

the number of members of the council of governors to be elected
from that constituency, or class within that constituency;

(c)

the details of any nomination committee that has been established by
the corporation;

(d)

the address and times at which nomination forms may be obtained;

(e)

the address for return of nomination forms (including, where the
return of nomination forms in an electronic format will be permitted,
the email address for such return) and the date and time by which
they must be received by the returning officer;

(f)

the date and time by which any notice of withdrawal must be
received by the returning officer;

(g)

the contact details of the returning officer;

(h)

the date and time of the close of the poll in the event of a contest.

9.

Nomination of candidates

9.1.

Subject to rule 9.2, each candidate must nominate themselves on a single
nomination form.

9.2.

The returning officer:
(a)

is to supply any member of the corporation with a nomination form;
and

(b)

is to prepare a nomination form for signature at the request of any
member of the corporation;

but it is not necessary for a nomination to be on a form supplied by the
returning officer and a nomination can, subject to rule 13, be in an electronic
format.
10.

Candidate's particulars

10.1.

The nomination form must state the candidate's:
(a)

full name;

(b)

contact address in full (which should be a postal address although an
email address may also be provided for the purposes of electronic
communication); and

45
Updated June 2018

(c)

constituency, or class within a constituency, of which the candidate is
a member.

11.

Declaration of interests

11.1.

The nomination form must state:
(a)

any financial interest that the candidate has in the corporation; and

(b)

whether the candidate is a member of a political party, and if so,
which party;

and if the candidate has no such interests, the paper must include a
statement to that effect.
12.

Declaration of eligibility

12.1.

The nomination form must include a declaration made by the candidate:
(a)

that he or she is not prevented from being a member of the council of
governors by paragraph 8 of Schedule 7 of the 2006 Act or by any
provision of the constitution; and,

(b)

for a member of the public or service user/carers’ constituency, of the
particulars of his or her qualification to vote as a member of that
constituency, or class within that constituency, for which the election
is being held.

13.

Signature of candidate

13.1.

The nomination form must be signed and dated by the candidate, in a
manner prescribed by the returning officer, indicating that:
(a)

they wish to stand as a candidate;

(b)

their declaration of interests as required under rule 11, is true and
correct; and

(c)

their declaration of eligibility, as required under rule 12, is true and
correct.

13.2.

Where the return of nomination forms in an electronic format is permitted,
the returning officer shall specify the particular signature formalities (if any)
that will need to be complied with by the candidate.

14.

Decisions as to the validity of nomination

14.1.

Where a nomination form is received by the returning officer in accordance
with these rules, the candidate is deemed to stand for election unless and
until the returning officer:
(a)

decides that the candidate is not eligible to stand;

(b)

decides that the nomination form is invalid;

(c)

receives satisfactory proof that the candidate has died; or
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(d)
14.2.

receives a written request by the candidate of their withdrawal from
candidacy.

The returning officer is entitled to decide that a nomination form is invalid
only on one of the following grounds:
(a)

that the paper is not received on or before the final time and date for
return of nomination forms, as specified in the notice of the election;

(b)

that the paper does not contain the candidate's particulars, as
required by rule 10;

(c)

that the paper does not contain a declaration of the interests of the
candidate, as required by rule 11;

(d)

that the paper does not include a declaration of eligibility as required
by rule 12; or

(e)

that the paper is not signed and dated by the candidate, if required
by rule 13.

14.3.

The returning officer is to examine each nomination form as soon as is
practicable after he or she has received it, and decide whether the candidate
has been validly nominated.

14.4.

Where the returning officer decides that a nomination is invalid, the returning
officer must endorse this on the nomination form, stating the reasons for
their decision.

14.5.

The returning officer is to send notice of the decision as to whether a
nomination is valid or invalid to the candidate at the contact address given in
the candidate's nomination form. If an email address has been given in the
candidate's nomination form (in addition to the candidate's postal address),
the returning officer may send notice of the decision to that address.

15.

Publication of statement of candidates

15.1.

The returning officer is to prepare and publish a statement showing the
candidates who are standing for election.

15.2.

The statement must show:
(a)

the name, contact address (which shall be the candidate's postal
address),
and
constituency or class within a constituency of each candidate
standing; and

(b)

the declared interests of each candidate standing;

as given in their nomination form.
15.3.

The statement must list the candidates standing for election in alphabetical
order by surname.

15.4.

The returning officer must send a copy of the statement of candidates and
copies of the nomination forms to the corporation as soon as is practicable
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after publishing the statement.
16.

Inspection of statement of nominated candidates and nomination
forms

16.1.

The corporation is to make the statement of the candidates and the
nomination forms supplied by the returning officer under rule 15.4 available
for inspection by members of the corporation free of charge at all reasonable
times.

16.2.

If a member of the corporation requests a copy or extract of the statement of
candidates or their nomination forms, the corporation is to provide that
member with the copy or extract free of charge.

17.

Withdrawal of candidates

17.1.

A candidate may withdraw from election on or before the date and time for
withdrawal by candidates, by providing to the returning officer a written
notice of withdrawal which is signed by the candidate and attested by a
witness.

18.

Method of election

18.1.

If the number of candidates remaining validly nominated for an election after
any withdrawals under these rules is greater than the number of members to
be elected to the council of governors, a poll is to be taken in accordance
with Parts 5 and 6 of these rules.

18.2.

If the number of candidates remaining validly nominated for an election after
any withdrawals under these rules is equal to the number of members to be
elected to the council of governors, those candidates are to be declared
elected in accordance with Part 7 of these rules.

18.3.

If the number of candidates remaining validly nominated for an election after
any withdrawals under these rules is less than the number of members to be
elected to be council of governors, then:

PART 5

(a)

the candidates who remain validly nominated are to be declared
elected in accordance with Part 7 of these rules; and

(b)

the returning officer is to order a new election to fill any vacancy
which remains unfilled, on a day appointed by him or her in
consultation with the corporation.

COUNTING THE VOTES

19.

Poll to be taken by ballot

19.1.

The votes at the poll must be given by secret ballot.

19.2.

The votes are to be counted and the result of the poll determined in
accordance with Part 6 of these rules.

19.3.

The corporation may decide that voters within a constituency or class within
a constituency, may, subject to rule 19.4, cast their votes at the poll using
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such different methods of polling in any combination as the corporation may
determine.
19.4.

The corporation may decide that voters within a constituency or class within
a constituency for whom an email address is included in the list of eligible
voters may only cast their votes at the poll using an e-voting method of
polling.

19.5.

Before the corporation decides, in accordance with rule 19.3 that one or
more e-voting methods of polling will be made available for the purposes of
the poll, the corporation must satisfy itself that:

(a)

(b)

(c)

if internet voting is to be a method of polling, the internet voting
system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate internet voting record in respect of
any voter who casts his or her vote using the internet voting
system;

if telephone voting is to be a method of polling, the telephone voting
system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate telephone voting record in respect of
any voter who casts his or her vote using the telephone
voting system;

if text message voting is to be a method of polling, the text message
voting system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate text voting record in respect of any
voter who casts his or her vote using the text message
voting system.

20.

The ballot paper

20.1.

The ballot of each voter (other than a voter who casts his or her ballot by an
e-voting method of polling) is to consist of a ballot paper with the persons
remaining validly nominated for an election after any withdrawals under
these rules, and no others, inserted in the paper.

20.2.

Every ballot paper must specify:
(a)

the name of the corporation;

(b)

the constituency, or class within a constituency, for which the election
is being held;

(c)

the number of members of the council of governors to be elected
49

Updated June 2018

from that constituency, or class within that constituency;
(d)

the names and other particulars of the candidates standing for
election, with the details and order being the same as in the
statement of nominated candidates;

(e)

instructions on how to vote by all available methods of polling,
including the relevant voter's voter ID number if one or more e-voting
methods of polling are available;

(f)

if the ballot paper is to be returned by post, the address for its return
and the date and time of the close of the poll; and

(g)

the contact details of the returning officer.

20.3.

Each ballot paper must have a unique identifier.

20.4.

Each ballot paper must have features incorporated into it to prevent it from
being reproduced.

21.

The declaration
constituencies)

21.1.

The corporation shall require each voter who participates in an election for a
public or service user/carers’ constituency to make a declaration confirming:
(a)

of

identity

(public

and

service

user/carers’

that the voter is the person:
(i)

to whom the ballot paper was addressed; and/or

(ii)

to whom the voter ID number contained within the e-voting
information
was allocated;

(b)

that he or she has not marked or returned any other voting
information in the election; and

(c)

the particulars of his or her qualification to vote as a member of the
constituency or class within the constituency for which the election is
being held;

("declaration of identity")
and the corporation shall make such arrangements as it considers
appropriate to facilitate the making and the return of a declaration of identity
by each voter, whether by the completion of a paper form ("ID declaration
form") or the use of an electronic method.
21.2.

The voter must be required to return his or her declaration of identity with his
or her ballot.

21.3.

The voting information shall caution the voter that if the declaration of
identity is not duly returned or is returned without having been made
correctly, any vote cast by the voter may be declared invalid.

Action to be taken before the poll
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22.

List of eligible voters

22.1.

The corporation is to provide the returning officer with a list of the members
of the constituency or class within a constituency for which the election is
being held who are eligible to vote by virtue of rule 27 as soon as is
reasonably practicable after the final date for the delivery of notices of
withdrawals by candidates from an election.

22.2.

The list is to include, for each member:
(a)

a postal address; and,

(b)

the member's email address, if this has been provided;

to which his or her voting information may, subject to rule 22.3, be sent.
22.3.

The corporation may decide that the e-voting information is to be sent only
by email to
those members in the list of eligible voters for whom an email address is
included in that list.

23.

Notice of poll

23.1.

The returning officer is to publish a notice of the poll stating:
(a)

the name of the corporation;

(b)

the constituency, or class within a constituency, for which the election
is being held;

(c)

the number of members of the council of governors to be elected
from that constituency, or class with that constituency;

(d)

the names, contact addresses, and other particulars of the
candidates standing for election, with the details and order being the
same as in the statement of nominated candidates;

(e)

that the ballot papers for the election are to be issued and returned, if
appropriate, by post;

(f)

the methods of polling by which votes may be cast at the election by
voters in a constituency or class within a constituency, as determined
by the corporation in accordance with rule 19.3;

(g)

the address for return of the ballot papers;

(h)

the uniform resource locator (url) where, if internet voting is a method
of polling, the polling website is located;

(i)

the telephone number where, if telephone voting is a method of
polling,
the
telephone voting facility is located;

(j)

the telephone number or telephone short code where, if text
message voting is a method of polling, the text message voting
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facility is located;
(k)

the date and time of the close of the poll;

(l)

the address and final dates for applications for replacement voting
information; and

(m)

the contact details of the returning officer.

24.

Issue of voting information by returning officer

24.1.

Subject to rule 24.3, as soon as is reasonably practicable on or after the
publication of the notice of the poll, the returning officer is to send the
following information by post to each member of the corporation named in
the list of eligible voters:
(a)

a ballot paper and ballot paper envelope;

(b)

the ID declaration form (if required);

(c)

information about each candidate standing for election, pursuant to
rule 64 of these rules; and

(d)

a covering envelope;

("postal voting information").
24.2.

Subject to rules 24.3 and 24.4, as soon as is reasonably practicable on or
after the publication of the notice of the poll, the returning officer is to send
the following information by email and/or by post to each member of the
corporation named in the list of eligible voters whom the corporation
determines in accordance with rule 19.3 and/or rule 19.4 may cast his or her
vote by an e-voting method of polling:
(a)

instructions on how to vote and how to make a declaration of identity
(if required);

(b)

the voter's voter ID number;

(c)

information about each candidate standing for election, pursuant to
rule 64 of these rules, or details of where this information is readily
available on the internet or available in such other formats as the
returning officer thinks appropriate, (d) contact details of the returning
officer;

("e-voting information").
24.3.

The corporation may determine that any member of the corporation shall:
(a)

only be sent postal voting information; or

(b)

only be sent e-voting information; or

(c)

be sent both postal voting information and e-voting information;

for the purposes of the poll.
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24.4.

If the corporation determines, in accordance with rule 22.3, that the e-voting
information
is to be sent only by email to those members in the list of eligible voters for
whom
an
email address is included in that list, then the returning officer shall only
send
that
information by email.

24.5.

The voting information is to be sent to the postal address and/or email
address for each member, as specified in the list of eligible voters.

25.

Ballot paper envelope and covering envelope

25.1.

The ballot paper envelope must have clear instructions to the voter printed
on it, instructing the voter to seal the ballot paper inside the envelope once
the ballot paper has been marked.

25.2.

The covering envelope is to have:

25.3.

(a)

the address for return of the ballot paper printed on it, and

(b)

pre-paid postage for return to that address.

There should be clear instructions, either printed on the covering envelope
or elsewhere, instructing the voter to seal the following documents inside the
covering envelope and return to the returning officer:
(a)

the completed ID declaration form if required; and

(b)

the ballot paper envelope, with the ballot paper sealed inside it.

26.

E-Voting systems

26.1.

If internet voting is a method of polling for the relevant election then the
returning officer must provide a website for the purpose of voting over the
internet (in these rules referred to as "the polling website").

26.2.

If telephone voting is a method of polling for the relevant election then the
returning officer must provide an automated telephone system for the
purpose of voting by the use of a touch-tone telephone (in these rules
referred to as "the telephone voting facility").

26.3.

If text message voting is a method of polling for the relevant election then
the returning officer must provide an automated text messaging system for
the purpose of voting by text message (in these rules referred to as "the text
message voting facility").

26.4.

The returning officer shall ensure that the polling website and internet voting
system provided will:
(a)

require a voter to:
(i)

enter his or her voter ID number; and

(ii)

where the election is for a public or service user/carers’
constituency, make a declaration of identity;
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in order to be able to cast his or her vote;
(b)

26.5.

specify:
(i)

the name of the corporation;

(ii)

the constituency, or class within a constituency, for which
the election is being held;

(iii)

the number of members of the council of governors to be
elected from that constituency, or class within that
constituency;

(iv)

the names and other particulars of the candidates standing
for election, with the details and order being the same as in
the statement of nominated candidates;

(v)

instructions on how to vote and how to make a declaration of
identity;

(vi)

the date and time of the close of the poll; and

(vii)

the contact details of the returning officer;

(c)

prevent a voter from voting for more candidates than he or she is
entitled to at the election;

(d)

create a record ("internet voting record") that is stored in the internet
voting system in respect of each vote cast by a voter using the
internet that comprises of:
(i)

the voter's voter ID number;

(ii)

the voter's declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted;
and

(iv)

the date and time of the voter's vote;

(e)

if the voter's vote has been duly cast and recorded, provide the voter
with confirmation of this; and

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the telephone voting facility and
telephone voting system provided will:
(a)

require a voter to:
(i)

enter his or her voter ID number in order to be able to cast
his or her vote; and

(ii)

where the election is for a public or service user/carers’
constituency, make a declaration of identity;
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(b)

26.6.

specify:
(i)

the name of the corporation;

(ii)

the constituency, or class within a constituency, for which
the election is being held;

(iii)

the number of members of the council of governors to be
elected from that constituency, or class within that
constituency;

(iv)

instructions on how to vote and how to make a declaration of
identity;

(v)

the date and time of the close of the poll; and

(vi)

the contact details of the returning officer;

(c)

prevent a voter from voting for more candidates than he or she is
entitled to at the election;

(d)

create a record ("telephone voting record") that is stored in the
telephone voting system in respect of each vote cast by a voter using
the telephone that comprises of:
(i)

the voter's voter ID number;

(ii)

the voter's declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted;
and

(iv)

the date and time of the voter's vote;

(e)

if the voter's vote has been duly cast and recorded, provide the voter
with confirmation of this;

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the text message voting facility and
text messaging voting system provided will:
(a)

require a voter to:
(i)

provide his or her voter ID number; and

(ii)

where the election is for a public or service user/carers’
constituency, make a declaration of identity;

in order to be able to cast his or her vote;
(b)

prevent a voter from voting for more candidates than he or she is
entitled to at the election;

(c)

create a record ("text voting record") that is stored in the text
messaging voting system in respect of each vote cast by a voter by
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text message that comprises of:
(i)

the voter's voter ID number;

(ii)

the voter's declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted;
and

(iv)

the date and time of the voter's vote;

(d)

if the voter's vote has been duly cast and recorded, provide the voter
with confirmation of this;

(e)

prevent any voter from voting after the close of poll.

The poll
27.

Eligibility to vote

27.1.

An individual who becomes a member of the corporation on or before the
closing date for the receipt of nominations by candidates for the election, is
eligible to vote in that election.

28.

Voting by persons who require assistance

28.1.

The returning officer is to put in place arrangements to enable requests for
assistance to vote to be made.

28.2.

Where the returning officer receives a request from a voter who requires
assistance to vote, the returning officer is to make such arrangements as he
or she considers necessary to enable that voter to vote.

29.

Spoilt ballot papers and spoilt text message votes

29.1.

If a voter has dealt with his or her ballot paper in such a manner that it
cannot be accepted as a ballot paper (referred to as a "spoilt ballot paper"),
that voter may apply to the returning officer for a replacement ballot paper.

29.2.

On receiving an application, the returning officer is to obtain the details of
the unique identifier on the spoilt ballot paper, if he or she can obtain it.

29.3.

The returning officer may not issue a replacement ballot paper for a spoilt
ballot paper unless he or she:

29.4.

(a)

is satisfied as to the voter's identity; and

(b)

has ensured that the completed ID declaration form, if required, has
not been returned.

After issuing a replacement ballot paper for a spoilt ballot paper, the
returning officer shall enter in a list ("the list of spoilt ballot papers"):
(a)

the name of the voter; and

(b)

the details of the unique identifier of the spoilt ballot paper (if that
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officer was able to obtain it); and
(c)

the details of the unique identifier of the replacement ballot paper.

29.5.

If a voter has dealt with his or her text message vote in such a manner that it
cannot be accepted as a vote (referred to as a "spoilt text message vote"),
that voter may apply to the returning officer for a replacement voter ID
number.

29.6.

On receiving an application, the returning officer is to obtain the details of
the voter ID number on the spoilt text message vote, if he or she can obtain
it.

29.7.

The returning officer may not issue a replacement voter ID number in
respect of a spoilt text message vote unless he or she is satisfied as to the
voter's identity.

29.8.

After issuing a replacement voter ID number in respect of a spoilt text
message vote, the returning officer shall enter in a list ("the list of spoilt text
message votes"):
(a)

the name of the voter; and

(b)

the details of the voter ID number on the spoilt text message vote (if
that officer was able to obtain it); and

(c)

the details of the replacement voter ID number issued to the voter.

30.

Lost voting information

30.1.

Where a voter has not received his or her voting information by the tenth day
before the close of the poll, that voter may apply to the returning officer for
replacement voting information.

30.2.

The returning officer may not issue replacement voting information in
respect of lost voting information unless he or she:

30.3.

(a)

is satisfied as to the voter's identity;

(b)

has no reason to doubt that the voter did not receive the original
voting information;

(c)

has ensured that no declaration of identity, if required, has been
returned.

After issuing replacement voting information in respect of lost voting
information, the returning officer shall enter in a list ("the list of lost ballot
documents"):
(a)

the name of the voter;

(b)

the details of the unique identifier of the replacement ballot paper, if
applicable; and

(c)

the voter ID number of the voter.

57
Updated June 2018

31.

Issue of replacement voting information

31.1.

If a person applies for replacement voting information under rule 29 or 30
and a declaration of identity has already been received by the returning
officer in the name of that voter, the returning officer may not issue
replacement voting information unless, in addition to the requirements
imposed by rule 29.3 or 30.2, he or she is also satisfied that that person has
not already voted in the election, notwithstanding the fact that a declaration
of identity if required has already been received by the returning officer in
the name of that voter.

31.2.

After issuing replacement voting information under this rule, the returning
officer shall enter in a list ("the list of tendered voting information"):
(a)

the name of the voter;

(b)

the unique identifier of any replacement ballot paper issued under
this rule;

(c)

the voter ID number of the voter.

32.

ID declaration form for replacement ballot papers (public and service
user/carers’ constituencies)

32.1.

In respect of an election for a public or service user/carers’ constituency an
ID declaration form must be issued with each replacement ballot paper
requiring the voter to make a declaration of identity.

Polling by internet, telephone or text
33.

Procedure for remote voting by internet

33.1.

To cast his or her vote using the internet, a voter will need to gain access to
the polling website by keying in the url of the polling website provided in the
voting information.

33.2.

When prompted to do so, the voter will need to enter his or her voter ID
number.

33.3.

If the internet voting system authenticates the voter ID number, the system
will give the voter access to the polling website for the election in which the
voter is eligible to vote.

33.4.

To cast his or her vote, the voter will need to key in a mark on the screen
opposite the particulars of the candidate or candidates for whom he or she
wishes to cast his or her vote.

33.5.

The voter will not be able to access the internet voting system for an election
once his or her vote at that election has been cast.

34.

Voting procedure for remote voting by telephone

34.1.

To cast his or her vote by telephone, the voter will need to gain access to
the telephone voting facility by calling the designated telephone number
provided in the voter information using a telephone with a touch-tone
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keypad.
34.2.

When prompted to do so, the voter will need to enter his or her voter ID
number using the keypad.

34.3.

If the telephone voting facility authenticates the voter ID number, the voter
will be prompted to vote in the election.

34.4.

When prompted to do so the voter may then cast his or her vote by keying in
the numerical voting code of the candidate or candidates, for whom he or
she wishes to vote.

34.5.

The voter will not be able to access the telephone voting facility for an
election once his or her vote at that election has been cast.

35.

Voting procedure for remote voting by text message

35.1.

To cast his or her vote by text message the voter will need to gain access to
the text message voting facility by sending a text message to the designated
telephone number or telephone short code provided in the voter information.

35.2.

The text message sent by the voter must contain his or her voter ID number
and the numerical voting code for the candidate or candidates, for whom he
or she wishes to vote.

35.3.

The text message sent by the voter will need to be structured in accordance
with the instructions on how to vote contained in the voter information,
otherwise the vote will not be cast.

Procedure for receipt of envelopes, internet votes, telephone votes and text message
votes
36.

Receipt of voting documents

36.1.

Where the returning officer receives:
(a)

a covering envelope; or

(b)

any other envelope containing an ID declaration form if required, a
ballot paper envelope, or a ballot paper;

before the close of the poll, that officer is to open it as soon as is practicable;
and rules 37 and 38 are to apply.
36.2.

The returning officer may open any covering envelope or any ballot paper
envelope for the purposes of rules 37 and 38, but must make arrangements
to ensure that no person obtains or communicates information as to:
(a)

the candidate for whom a voter has voted; or

(b)

the unique identifier on a ballot paper.

36.3.

The returning officer must make arrangements to ensure the safety and
security of the ballot papers and other documents.

37.

Validity of votes
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37.1.

A ballot paper shall not be taken to be duly returned unless the returning
officer is satisfied that it has been received by the returning officer before the
close of the poll, with an ID declaration form if required that has been
correctly completed, signed and dated.

37.2.

Where the returning officer is satisfied that rule 37.1 has been fulfilled, he or
she is to:

37.3.

(a)

put the ID declaration form if required in a separate packet; and

(b)

put the ballot paper aside for counting after the close of the poll.

Where the returning officer is not satisfied that rule 37.1 has been fulfilled,
he or she is to:
(a)

mark the ballot paper "disqualified";

(b)

if there is an ID declaration form accompanying the ballot paper,
mark it "disqualified" and attach it to the ballot paper;

(c)

record the unique identifier on the ballot paper in a list of disqualified
documents (the "list of disqualified documents"); and

(d)

place the document or documents in a separate packet.

37.4.

An internet, telephone or text message vote shall not be taken to be duly
returned unless the returning officer is satisfied that the internet voting
record, telephone voting record or text voting record (as applicable) has
been received by the returning officer before the close of the poll, with a
declaration of identity if required that has been correctly made.

37.5.

Where the returning officer is satisfied that rule 37.4 has been fulfilled, he or
she is to put the internet voting record, telephone voting record or text voting
record (as applicable) aside for counting after the close of the poll.

37.6.

Where the returning officer is not satisfied that rule 37.4 has been fulfilled,
he or she is to:
(a)

mark the internet voting record, telephone voting record or text voting
record (as applicable) "disqualified";

(b)

record the voter ID number on the internet voting record, telephone
voting record or text voting record (as applicable) in the list of
disqualified documents; and

(c)

place the document or documents in a separate packet.

38.

Declaration of identity but no ballot paper (public and service
user/carers’ constituency)

38.1.

Where the returning officer receives an ID declaration form if required but no
ballot paper, the returning officer is to:
(a)

mark the ID declaration form "disqualified";

(b)

record the name of the voter in the list of disqualified documents,
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indicating
that
a declaration of identity was received from the voter without a ballot
paper; and
(c)

place the ID declaration form in a separate packet.

39.

De-duplication of votes

39.1.

Where different methods of polling are being used in an election, the
returning officer shall examine all votes cast to ascertain if a voter ID number
has been used more than once to cast a vote in the election.

39.2.

If the returning officer ascertains that a voter ID number has been used more
than once to cast a vote in the election he or she shall:

39.3.

39.4.

(a)

only accept as duly returned the first vote received that was cast
using the relevant voter ID number; and

(b)

mark as "disqualified" all other votes that were cast using the
relevant voter ID number.

Where a ballot paper is disqualified under this rule the returning officer shall:
(a)

mark the ballot paper "disqualified";

(b)

if there is an ID declaration form accompanying the ballot paper,
mark it "disqualified" and attach it to the ballot paper;

(c)

record the unique identifier and the voter ID number on the ballot
paper in the list of disqualified documents;

(d)

place the document or documents in a separate packet; and

(e)

disregard the ballot paper when counting the votes in accordance
with these rules.

Where an internet voting record, telephone voting record or text voting
record is disqualified under this rule the returning officer shall:
(a)

mark the internet voting record, telephone voting record or text voting
record (as applicable) "disqualified";

(b)

record the voter ID number on the internet voting record, telephone
voting record or text voting record (as applicable) in the list of
disqualified documents;

(c)

place the internet voting record, telephone voting record or text
voting record (as applicable) in a separate packet; and

(d)

disregard the internet voting record, telephone voting record or text
voting record (as applicable) when counting the votes in accordance
with these rules.

40.

Sealing of packets

40.1.

As soon as is possible after the close of the poll and after the completion of
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the procedure under rules 37 and 38, the returning officer is to seal the
packets containing:
(a)

the disqualified documents, together with the list of disqualified
documents inside it;

(b)

the ID declaration forms, if required;

(c)

the list of spoilt ballot papers and the list of spoilt text message votes;

(d)

the list of lost ballot documents;

(e)

the list of eligible voters; and

(f)

the list of tendered voting information;

and ensure that complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
rule 26 are held in a device suitable for the purpose of storage.
PART 6

COUNTING THE VOTES

41.

Interpretation of Part 6

41.1.

In Part 6 of these rules:
"ballot document" means a ballot paper, internet voting record, telephone
voting record or text voting record;
"continuing candidate" means any candidate not deemed to be elected, and
not excluded;
"count" means all the operations involved in counting of the first preferences
recorded for candidates, the transfer of the surpluses of elected candidates,
and the transfer of the votes of the excluded candidates;
"deemed to be elected" means deemed to be elected for the purposes of
counting of votes but without prejudice to the declaration of the result of the
poll;
"mark” means a figure, an identifiable written word, or a mark such as "X";
"non-transferable vote" means a ballot document:
(a)

on which no second or subsequent preference is recorded for a
continuing
candidate;
or

(b)

which is excluded by the returning officer under rule 49;

"preference" as used in the following contexts has the meaning assigned
below:
(a)

"first preference" means the figure "1" or any mark or word which
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clearly indicates a first (or only) preference;
(b)

"next available preference" means a preference which is the second,
or as the case may be, subsequent preference recorded in
consecutive order for a continuing candidate (any candidate who is
deemed to be elected or is excluded thereby being ignored); and

(c)

in this context, a "second preference" is shown by the figure "2" or
any mark or word which clearly indicates a second preference, and a
third preference by the figure "3" or any mark or word which clearly
indicates a third preference, and so on;

"quota" means the number calculated in accordance with rule 46;
"surplus" means the number of votes by which the total number of votes for
any candidate (whether first preference or transferred votes, or a
combination of both) exceeds the quota; but references in these rules to the
transfer of the surplus means the transfer (at a transfer value) of all
transferable ballot documents from the candidate who has the surplus;
"stage of the count” means:
(a)

the determination of the first preference vote of each candidate;

(b)

the transfer of a surplus of a candidate deemed to be elected; or

(c)

the exclusion of one or more candidates at any given time;

"transferable vote” means a ballot document on which, following a first
preference, a second or subsequent preference is recorded in consecutive
numerical order for a continuing candidate;
"transferred vote” means a vote derived from a ballot document on which a
second or subsequent preference is recorded for the candidate to whom that
ballot document has been transferred; and
"transfer value” means the value of a transferred vote calculated in
accordance with rules 47.4 or 47.7.
42.

Arrangements for counting of the votes

42.1.

The returning officer is to make arrangements for counting the votes as soon
as is practicable after the close of the poll.

42.2.

The returning officer may make arrangements for any votes to be counted
using vote counting software where:
(a)

(b)

the board of directors and the council of governors of the corporation
have approved:
(i)

the use of such software for the purpose of counting votes in
the relevant election; and

(ii)

a policy governing the use of such software; and

the corporation and the returning officer are satisfied that the use of
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such software will produce an accurate result.
43.

The count

43.1.

The returning officer is to:
(a)

(b)

count and record the number of:
(iii)

ballot papers that have been returned; and

(iv)

the number of internet voting records, telephone voting
records and/or text voting records that have been created;
and

count the votes according to the provisions in this Part of the rules
and/or the provisions of any policy approved pursuant to rule
42.2(a)(ii) where vote counting software is being used.

43.2.

The returning officer, while counting and recording the number of ballot
papers, internet voting records, telephone voting records and/or text voting
records and counting the votes, must make arrangements to ensure that no
person obtains or communicates information as to the unique identifier on a
ballot paper or the voter ID number on an internet voting record, telephone
voting record or text voting record.

43.3.

The returning officer is to proceed continuously with counting the votes as
far as is practicable.

44.

Rejected ballot papers and rejected text voting records

44.1.

Any ballot paper:
(a)

which does not bear the features that have been incorporated into
the other ballot papers to prevent them from being reproduced;

(b)

on which the figure "1" standing alone is not placed so as to indicate
a first preference for any candidate;

(c)

on which anything is written or marked by which the voter can be
identified except the unique identifier; or

(d)

which is unmarked or rejected because of uncertainty;

shall be rejected and not counted, but the ballot paper shall not be rejected
by reason only of carrying the words "one", "two", "three" and so on, or any
other mark instead of a figure if, in the opinion of the returning officer, the
word or mark clearly indicates a preference or preferences.
44.2.

The returning officer is to endorse the word "rejected" on any ballot paper
which under this rule is not to be counted.

44.3.

Any text voting record:
(a)

on which the figure "1" standing alone is not placed so as to indicate
a first preference for any candidate;
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(b)

on which anything is written or marked by which the voter can be
identified except the unique identifier; or

(c)

which is unmarked or rejected because of uncertainty;

shall be rejected and not counted, but the text voting record shall not be
rejected by reason only of carrying the words "one", "two", "three" and so on,
or any other mark instead of a figure if, in the opinion of the returning officer,
the word or mark clearly indicates a preference or preferences.
44.4.

The returning officer is to endorse the word "rejected" on any text voting
record which under this rule is not to be counted.

44.5.

The returning officer is to draw up a statement showing the number of ballot
papers rejected by him or her under each of the subparagraphs (a) to (d) of
rule 44.1 and the number of text voting records rejected by him or her under
each of the sub-paragraphs (a) to (c) of rule 44.3.

45.

First stage

45.1.

The returning officer is to sort the ballot documents into parcels according to
the candidates for whom the first preference votes are given.

45.2.

The returning officer is to then count the number of first preference votes
given on ballot documents for each candidate, and is to record those
numbers.

45.3.

The returning officer is to also ascertain and record the number of valid
ballot documents.

46.

The quota

46.1.

The returning officer is to divide the number of valid ballot documents by a
number exceeding by one the number of members to be elected.

46.2.

The result, increased by one, of the division under rule 46.1 (any fraction
being disregarded) shall be the number of votes sufficient to secure the
election of a candidate (in these rules referred to as "the quota").

46.3.

At any stage of the count a candidate whose total votes equals or exceeds
the quota shall be deemed to be elected, except that any election where
there is only one vacancy a candidate shall not be deemed to be elected
until the procedure set out in rules 47.1 to 47.3 has been complied with.

47.

Transfer of votes

47.1.

Where the number of first preference votes for any candidate exceeds the
quota, the returning officer is to sort all the ballot documents on which first
preference votes are given for that candidate into sub-parcels so that they
are grouped:
(a)

according to next available preference given on those ballot
documents for any continuing candidate; or

(b)

where no such preference is given, as the sub-parcel of non-
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transferable votes.
47.2.

The returning officer is to count the number of ballot documents in each
parcel referred to in rule 47.1.

47.3.

The returning officer is, in accordance with this rule and rule 48, to transfer
each sub-parcel of ballot documents referred to in rule 47.1 (a) to the
candidate for whom the next available preference is given on those ballot
documents.

47.4.

The vote on each ballot document transferred under rule 47.3 shall be at a
value ("the transfer value") which:

47.5.

(a)

reduces the value of each vote transferred so that the total value of
all such votes does not exceed the surplus; and

(b)

is calculated by dividing the surplus of the candidate from whom the
votes are being transferred by the total number of the ballot
documents on which those votes are given, the calculation being
made to two decimal places (ignoring the remainder if any).

Where at the end of any stage of the count involving the transfer of ballot
documents, the number of votes for any candidate exceeds the quota, the
returning officer is to sort the ballot documents in the sub-parcel of
transferred votes which was last received by that candidate into separate
sub-parcels so that they are grouped:
(a)

according to the next available preference given on those ballot
documents for any continuing candidate; or

(b)

where no such preference is given, as the sub-parcel of nontransferable votes.

47.6.

The returning officer is, in accordance with this rule and rule 48, to transfer
each sub-parcel of ballot documents referred to in rule 47.5(a) to the
candidate for whom the next available preference is given on those ballot
documents.

47.7.

The vote on each ballot document transferred under rule 47.6 shall be at:
(a)

a transfer value calculated as set out in rule 47.4(b); or

(b)

at the value at which that vote was received by the candidate from
whom it is now being transferred;

whichever is the less.
47.8.

Each transfer of a surplus constitutes a stage in the count.

47.9.

Subject to rule 47.10, the returning officer shall proceed to transfer
transferable ballot documents until no candidate who is deemed to be
elected has a surplus or all the vacancies have been filled.

47.10.

Transferable ballot documents shall not be liable to be transferred where
any surplus or surpluses which, at a particular stage of the count, have not
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already been transferred, are:
(a)

less than the difference between the total vote then credited to the
continuing candidate with the lowest recorded vote and the vote of
the candidate with the next lowest recorded vote; or

(b)

less than the difference between the total votes of the two or more
continuing candidates, credited at that stage of the count with the
lowest recorded total numbers of votes and the candidate next above
such candidates.

47.11.

This rule does not apply at an election where there is only one vacancy.

48.

Supplementary provisions on transfer

48.1.

If, at any stage of the count, two or more candidates have surpluses, the
transferable ballot documents of the candidate with the highest surplus shall
be transferred first, and if:

48.2.

48.3.

(a)

the surpluses determined in respect of two or more candidates are
equal, the transferable ballot documents of the candidate who had
the highest recorded vote at the earliest preceding stage at which
they had unequal votes shall be transferred first; and

(b)

the votes credited to two or more candidates were equal at all stages
of the count, the returning officer shall decide between those
candidates by lot, and the transferable ballot documents of the
candidate on whom the lot falls shall be transferred first.

The returning officer shall, on each transfer of transferable ballot documents
under rule 47:
(a)

record the total value of the votes transferred to each candidate;

(b)

add that value to the previous total of votes recorded for each
candidate and record the new total;

(c)

record as non-transferable votes the difference between the surplus
and the total transfer value of the transferred votes and add that
difference to the previously recorded total of non-transferable votes;
and

(d)

compare:
(i)

the total number of votes then recorded for all of the
candidates, together with the total number of nontransferable votes; with

(ii)

the recorded total of valid first preference votes.

All ballot documents transferred under rule 47 or 49 shall be clearly marked,
either individually or as a sub-parcel, so as to indicate the transfer value
recorded at that time to each vote on that ballot document or, as the case
may be, all the ballot documents in that sub-parcel.
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48.4.

Where a ballot document is so marked that it is unclear to the returning
officer at any stage of the count under rule 47 or 49 for which candidate the
next preference is recorded, the returning officer shall treat any vote on that
ballot document as a nontransferable vote; and votes on a ballot document
shall be so treated where, for example, the names of two or more
candidates (whether continuing candidates or not) are so marked that, in the
opinion of the returning officer, the same order of preference is indicated or
the numerical sequence is broken.

49.

Exclusion of candidates

49.1.

If:
(a)

all transferable ballot documents which under the provisions of rule
47 (including that rule as applied by rule 49.11) and this rule are
required to be transferred, have been transferred; and

(b)

subject to rule 50, one or more vacancies remain to be filled,

the returning officer shall exclude from the election at that stage the
candidate with the then lowest vote (or, where rule 49.12 applies, the
candidates with the then lowest votes).
49.2.

The returning officer shall sort all the ballot documents on which first
preference votes are given for the candidate or candidates excluded under
rule 49.1 into two sub-parcels so that they are grouped as:
(a)

ballot documents on which a next available preference is given; and

(b)

ballot documents on which no such preference is given (thereby
including ballot documents on which preferences are given only for
candidates who are deemed to be elected or are excluded).

49.3.

The returning officer shall, in accordance with this rule and rule 48, transfer
each sub-parcel of ballot documents referred to in rule 49.2 to the candidate
for whom the next available preference is given on those ballot documents.

49.4.

The exclusion of a candidate, or of two or more candidates together,
constitutes a further stage of the count.

49.5.

If, subject to rule 50, one or more vacancies still remain to be filled, the
returning officer shall then sort the transferable ballot documents, if any,
which had been transferred to any candidate excluded under rule 49.1 into
sub- parcels according to their transfer value.

49.6.

The returning officer shall transfer those ballot documents in the sub-parcel
of transferable ballot documents with the highest transfer value to the
continuing candidates in accordance with the next available preferences
given on those ballot documents (thereby passing over candidates who are
deemed to be elected or are excluded).

49.7.

The vote on each transferable ballot document transferred under rule 49.6
shall be at the value at which that vote was received by the candidate
excluded under rule 49.1.
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49.8.

Any ballot documents on which no next available preferences have been
expressed shall be set aside as non-transferable votes.

49.9.

After the returning officer has completed the transfer of the ballot documents
in the sub-parcel of ballot documents with the highest transfer value he or
she shall proceed to transfer in the same way the sub-parcel of ballot
documents with the next highest value and so on until he has dealt with
each sub-parcel of a candidate excluded under rule 49.1.

49.10.

The returning officer shall after each stage of the count completed under this
rule:
(a)

record:
(i)

the total value of votes; or

(ii)

the total transfer value of votes transferred to each
candidate;

(b)

add that total to the previous total of votes recorded for each
candidate and record the new total;

(c)

record the value of non-transferable votes and add that value to the
previous non-transferable votes total; and

(d)

compare:
(i)

the total number of votes then recorded for each candidate
together with the total number of non-transferable votes,
with

(ii)

the recorded total of valid first preference votes.

49.11.

If after a transfer of votes under any provision of this rule, a candidate has a
surplus, that surplus shall be dealt with in accordance with rules 47.5 to
47.10 and rule 48.

49.12.

Where the total of the votes of the two or more lowest candidates, together
with any surpluses not transferred, is less than the number of votes credited
to the next lowest candidate, the returning officer shall in one operation
exclude such two or more candidates.

49.13.

If when a candidate has to be excluded under this rule, two or more
candidates each have the same number of votes and are lowest:

50.

(a)

regard shall be had to the total number of votes credited to those
candidates at the earliest stage of the count at which they had an
unequal number of votes and the candidate with the lowest number
of votes at that stage shall be excluded; and

(b)

where the number of votes credited to those candidates was equal at
all stages, the returning officer shall decide between the candidates
by lot and the candidate on whom the lot falls shall be excluded.

Filling of last vacancies
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50.1.

Where the number of continuing candidates is equal to the number of
vacancies remaining unfilled the continuing candidates shall thereupon be
deemed to be elected.

50.2.

Where only one vacancy remains unfilled and the votes of any one
continuing candidate are equal to or greater than the total of votes credited
to other continuing candidates together with any surplus not transferred, the
candidate shall thereupon be deemed to be elected.

50.3.

Where the last vacancies can be filled under this rule, no further transfer of
votes shall be made.

51.

Order of election of candidates

51.1.

The order in which candidates whose votes equal or exceed the quota are
deemed to be elected shall be the order in which their respective surpluses
were transferred, or would have been transferred but for rule 47.10.

51.2.

A candidate credited with a number of votes equal to, and not greater than,
the quota shall, for the purposes of this rule, be regarded as having had the
smallest surplus at the stage of the count at which he or she obtained the
quota.

51.3.

Where the surpluses of two or more candidates are equal and are not
required to be transferred, regard shall be had to the total number of votes
credited to such candidates at the earliest stage of the count at which they
had an unequal number of votes and the surplus of the candidate who had
the greatest number of votes at that stage shall be deemed to be the largest.

51.4.

Where the number of votes credited to two or more candidates were equal
at all stages of the count, the returning officer shall decide between them by
lot and the candidate on whom the lot falls shall be deemed to have been
elected first.

PART 7

FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS

52.

Declaration of result for contested elections

52.1.

In a contested election, when the result of the poll has been ascertained, the
returning officer is to:
(a)

declare the candidates who are deemed to be elected under Part 6 of
these rules as elected;

(b)

give notice of the name of each candidate who he or she has
declared elected:

(c)

(i)

where the election is held under a proposed constitution
pursuant to powers conferred on the NHS Trust by section
33(4) of the 2006 Act, to the chair of the NHS Trust; or

(ii)

in any other case, to the chair of the corporation; and

give public notice of the name of each candidate who he or she has
declared elected.
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52.2.

The returning officer is to make:
(a)

the number of first preference votes for each candidate whether
elected or not;

(b)

any transfer of votes;

(c)

the total number of votes for each candidate at each stage of the
count at which such transfer took place;

(d)

the order in which the successful candidates were elected; and

(e)

the number of rejected ballot papers under each of the headings in
rule 44.1;

(f)

the number of rejected text voting records under each of the
headings in rule 44.3;

available

on

request.

53.

Declaration of result for uncontested elections

53.1.

In an uncontested election, the returning officer is to as soon as is
practicable after final day for the delivery of notices of withdrawals by
candidates from the election:

PART 8

(a)

declare the candidate or candidates remaining validly nominated to
be elected;

(b)

give notice of the name of each candidate who he or she has
declared elected to the chair of the corporation; and

(c)

give public notice of the name of each candidate who he or she has
declared elected.

DISPOSAL OF DOCUMENTS

54.

Sealing up of documents relating to the poll

54.1.

On completion of the counting at a contested election, the returning officer is
to seal up the following documents in separate packets:
(a)

the counted ballot papers, internet voting records, telephone voting
records and text voting records;

(b)

the ballot papers and text voting records endorsed with "rejected in
part";

(c)

the rejected ballot papers and text voting records; and

(d)

the statement of rejected ballot papers and the statement of rejected
text voting records;

and ensure that complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
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rule 26 are held in a device suitable for the purpose of storage.
54.2.

The returning officer must not open the sealed packets of:
(a)

the disqualified documents, with the list of disqualified documents
inside it;

(b)

the list of spoilt ballot papers and the list of spoilt text message votes;

(c)

the list of lost ballot documents; and

(d)

the list of eligible voters;

or access the complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
rule 26 and held in a device suitable for the purpose of storage.
54.3.

The returning officer must endorse on each packet a description of:
(a)

its contents;

(b)

the date of the publication of notice of the election;

(c)

the name of the corporation to which the election relates; and

(d)

the constituency, or class within a constituency, to which the election
relates.

55.

Delivery of documents

55.1.

Once the documents relating to the poll have been sealed up and endorsed
pursuant to rule 56, the returning officer is to forward them to the chair of the
corporation.

56.

Forwarding of documents received after close of the poll

56.1.

Where:
(a)

any voting documents are received by the returning officer after the
close of the poll; or

(b)

any envelopes addressed to eligible voters are returned as
undelivered too late to be resent; or

(c)

any applications for replacement voting information are made too late
to enable new voting information to be issued;

the returning officer is to put them in a separate packet, seal it up, and
endorse and forward it to the chair of the corporation.
57.

Retention and public inspection of documents

57.1.

The corporation is to retain the documents relating to an election that are
forwarded to the chair by the returning officer under these rules for one year,
and then, unless otherwise directed by the board of directors of the
corporation, cause them to be destroyed.
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57.2.

With the exception of the documents listed in rule 58.1, the documents
relating to an election that are held by the corporation shall be available for
inspection by members of the public at all reasonable times.

57.3.

A person may request a copy or extract from the documents relating to an
election that are held by the corporation, and the corporation is to provide it,
and may impose a reasonable charge for doing so.

58.

Application for inspection of certain documents relating to an election

58.1.

The corporation may not allow:
(a)

(b)

the inspection of, or the opening of any sealed packet containing:
(i)

any rejected ballot papers, including ballot papers rejected
in part;

(ii)

any rejected text voting records, including text voting records
rejected in part;

(iii)

any disqualified documents, or the list of disqualified
documents;

(iv)

any counted ballot papers, internet voting
telephone voting records or text voting records; or

(v)

the list of eligible voters; or

records,

access to or the inspection of the complete electronic copies of the
internet voting records, telephone voting records and text voting
records created in accordance with rule 26 and held in a device
suitable for the purpose of storage;

by any person without the consent of the board of directors of the
corporation.
58.2.

A person may apply to the board of directors of the corporation to inspect
any of the documents listed in rule 58.1, and the board of directors of the
corporation may only consent to such inspection if it is satisfied that it is
necessary for the purpose of questioning an election pursuant to Part 11.

58.3.

The board of directors of the corporation's consent may be on any terms or
conditions that it thinks necessary, including conditions as to (a)

persons;

(b)

time;

(c)

place and mode of inspection;

(d)

production or opening;

and the corporation must only make the documents available for inspection
in accordance with those terms and conditions.
58.4.

On an application to inspect any of the documents listed in rule 58.1 the
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board of directors of the corporation must:
(a)

in giving its consent; and

(b)

in making the documents available for inspection;

ensure that the way in which the vote of any particular member has been
given shall not be disclosed, until it has been established:

PART 9

(i)

that his or her vote was given; and

(ii)

that Monitor has declared that the vote was invalid.

DEATH OF A CANDIDATE DURING A CONTESTED ELECTION

59.

Countermand or abandonment of poll on death of candidate

59.1.

If, at a contested election, proof is given to the returning officer's satisfaction
before the result of the election is declared that one of the persons named or
to be named as a candidate has died, then the returning officer is to:

59.2.

(a)

publish a notice stating that the candidate has died; and

(b)

proceed with the counting of the votes as if that candidate had been
excluded from the count so that:
(i)

ballot documents which only have a first preference
recorded for the candidate that has died, and no
preferences for any other candidates, are not to be counted;
and

(ii)

ballot documents which have preferences recorded for other
candidates are to be counted according to the consecutive
order of those preferences, passing over preferences
marked for the candidate who has died.

The ballot documents which have preferences recorded for the candidate
who has died are to be sealed with the other counted ballot documents
pursuant to rule 54.1(a).

PART 10 ELECTION EXPENSES AND PUBLICITY

60.

Election expenses

60.1.

Any expenses incurred, or payments made, for the purposes of an election
which contravene this Part are an electoral irregularity, which may only be
questioned in an application made to Monitor under Part 11 of these rules.

61.

Expenses and payments by candidates

61.1.

A candidate may not incur any expenses or make a payment (of whatever
nature) for the purposes of an election, other than expenses or payments
that relate to:
(a)

personal expenses;
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(b)

travelling expenses, and expenses incurred while living away from
home; and

(c)

expenses for stationery, postage, telephone, internet (or any similar
means of communication) and other petty expenses, to a limit of
£100.

62.

Election expenses incurred by other persons

62.1.

No person may:

62.2.

(a)

incur any expenses or make a payment (of whatever nature) for the
purposes of a candidate's election, whether on that candidate's
behalf or otherwise; or

(b)

give a candidate or his or her family any money or property (whether
as a gift, donation, loan, or otherwise) to meet or contribute to
expenses incurred by or on behalf of the candidate for the purposes
of an election.

Nothing in this rule is to prevent the corporation from incurring such
expenses, and making such payments, as it considers necessary pursuant
to rules 63 and 64.

Publicity
63.

Publicity about election by the corporation

63.1.

The corporation may:
(a)

compile and distribute such information about the candidates; and

(b)

organise and hold such meetings to enable the candidates to speak
and respond to questions

as it considers necessary.

63.2.

63.3.

Any information provided by the corporation about the candidates, including
information compiled by the corporation under rule 64, must be:
(a)

objective, balanced and fair;

(b)

equivalent in size and content for all candidates;

(c)

compiled and distributed in consultation with all of the candidates
standing for election; and

(d)

must not seek to promote or procure the election of a specific
candidate or candidates, at the expense of the electoral prospects of
one or more other candidates.

Where the corporation proposes to hold a meeting to enable the candidates
to speak, the corporation must ensure that all of the candidates are invited to
attend, and in organising and holding such a meeting, the corporation must
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not seek to promote or procure the election of a specific candidate or
candidates at the expense of the electoral prospects of one or more other
candidates.
64.

Information about candidates for inclusion with voting information

64.1.

The corporation must compile information about the candidates standing for
election, to be distributed by the returning officer pursuant to rule 24 of these
rules.

64.2.

The information must consist of:
(a)

a statement submitted by the candidate of no more than 250 words;

(b)

if voting by telephone or text message is a method of polling for the
election, the numerical voting code allocated by the returning officer
to each candidate, for the purpose of recording votes using the
telephone voting facility or the text message voting facility
("numerical voting code"); and

(c)

a photograph of the candidate.

65.

Meaning of "for the purposes of an election"

65.1.

In this Part, the phrase "for the purposes of an election" means with a view
to, or otherwise in connection with, promoting or procuring a candidate's
election, including the prejudicing of another candidate's electoral prospects;
and the phrase "for the purposes of a candidate's election" is to be
construed accordingly.

65.2.

The provision by any individual of his or her own services voluntarily, on his
or her own time, and free of charge is not to be considered an expense for
the purposes of this Part.

PART 11 QUESTIONING ELECTIONS AND THE CONSEQUENCE OF IRREGULARITIES

66.

Application to question an election

66.1.

An application alleging a breach of these rules, including an electoral
irregularity under Part 10, may be made to Monitor.

66.2.

An application may only be made once the outcome of the election has been
declared by the returning officer.

66.3.

An application may only be made to Monitor by:

66.4.

(a)

a person who voted at the election or who claimed to have had the
right to vote; or

(b)

a candidate, or a person claiming to have had a right to be elected at
the election.

The application must:
(a)

describe the alleged breach of the rules or electoral irregularity, and
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(b)

be in such a form as Monitor may require.

66.5.

The application must be presented in writing within 21 days of the
declaration of the result of the election.

66.6.

If Monitor requests further information from the applicant, then that person
must provide it as soon as is reasonably practicable.

66.7.

Monitor shall delegate the determination of an application to a person or
panel of persons to be nominated for the purpose.

66.8.

The determination by the person or panel of persons nominated in
accordance with rule 66.7 shall be binding on and shall be given effect by
the corporation, the applicant and the members of the constituency (or class
within a constituency) including all the candidates for the election to which
the application relates.

66.9.

Monitor may prescribe rules of procedure for the determination of an
application including costs.

PART 12 MISCELLANEOUS

67.

Secrecy

67.1.

The following persons:
(a)

the returning officer; and

(b)

the returning officer's staff;

must maintain and aid in maintaining the secrecy of the voting and the
counting of the votes, and must not, except for some purpose authorised by
law, communicate to any person any information as to:
(i)

the name of any member of the corporation who has or has
not been given voting information or who has or has not
voted;

(ii)

the unique identifier on any ballot paper;

(iii)

the voter ID number allocated to any voter;

(iv)

the candidate(s) for whom any member has voted.

67.2.

No person may obtain or attempt to obtain information as to the candidate(s)
for whom a voter is about to vote or has voted, or communicate such
information to any person at any time, including the unique identifier on a
ballot paper given to a voter or the voter ID number allocated to a voter.

67.3.

The returning officer is to make such arrangements as he or she thinks fit to
ensure that the individuals who are affected by this provision are aware of
the duties it imposes.

68.

Prohibition of disclosure of vote

68.1.

No person who has voted at an election shall, in any legal or other
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proceedings to question the election, be required to state for whom he or
she has voted.
69.

Disqualification

69.1.

A person may not be appointed as a returning officer, or as staff of the
returning officer pursuant to these rules, if that person is:
(a)

a member of the corporation;

(b)

an employee of the corporation;

(c)

a director of the corporation; or

(d)
employed by or on behalf of a person who has been nominated for
election.
70.

Delay in postal service through industrial action or unforeseen event

70.1.

If industrial action, or some other unforeseen event, results in a delay in:
(a)

the delivery of the documents in rule 24; or

(b)

the return of the ballot paper;

the returning officer may extend the time between the publication of the
notice of the poll and the close of the poll by such period as he or she
considers appropriate.

78
Updated June 2018

49th Council of Governors
21st June 2018

Item
Enclosure

16
12

Agenda item

Membership Committee update

Item from

Stephen Brooks, Governor & Jo Mant, Head of Stakeholder
Engagement
Front sheet only

Attachments

Summary and Highlights
The Membership Committee met on 24 May 2018.
The main focus of the meeting was to consider feedback from this year’s Members’ Focus
Groups and to agree key themes emerging from these.
On behalf of our members, the Membership Committee would like to present the following
themes to the Council for agreement:
1. Activities on in-patient units. Can the trust please consider what can be done to
increase the level of activities out of hours (specifically evenings and at weekends)?
2. Transport services and signage onsite at Queen Mary’s, Sidcup. Can the trust please
take a firmer look at transport issues around Queen Mary’s? Refurbishment work is
continuing at the site and it is hoped that with increased patient use, a review of
onsite public transport and further checks on signage around the site will be
undertaken.
3. Integrating health and social care. What lessons can the trust learn from Bexley Care
which can be used to support closer working of health and social care in Bromley and
Greenwich to support our service users wider needs?
4. Greater involvement of governors within the community. In line with the
development of new constituency structures, what is the trust going to do to
improve governor contact with services and members?
The Committee discussed two forthcoming member events.
•

•

Special Members’ Meeting/NHS 70 anniversary celebration on 29 June 2018 at Hall
Place. Communications have gone out to members which include details of the
proposed constitutional changes to the Council and how to vote on these and an
invitation to the event which includes a tea party.
this year’s Annual Members’ Meeting, agreeing that this should be an afternoon
event on Wednesday, 26 September 2018. It was agreed to combine two events, a
Qi conference for members followed by the AMM. It was proposed the AMM
commences at 3pm.

From 26 September 2018 onwards, the Membership Committee will require a new Chair
and governors are invited to express an interest in chairing the Committee going forward.
The Committee received an update on GDPR which impacts on our membership.
Communications including a request to update personal details and a detailed Privacy
Notice specific to our membership has been sent to all Public and Service User/Carer
members. The Privacy Notice is also linked to the online membership form and will form
part of a pack for new member applicants going forward. Staff membership is covered by
the HR Privacy Notice. All membership forms have been refined and any equalities data
previously collected from existing members relating to their faith or sexuality has been
deleted. All archived completed membership forms are being cross matched to the
membership system and where people are no longer members, the forms are being
destroyed in compliance with GDPR. Data Processing Agreements are in place with our
membership and electoral contractors.
Following the implementation of GDPR, some members have chosen to leave our
membership and a number of members have updated their contact details.
Governors will be joining the Stakeholder Engagement Team (alongside other Oxleas teams)
at this year’s Great Get Together, taking place on Saturday, 30 June 2018 in Woolwich to
promote the trust and recruit new members.
Recommendation:
The Council of Governors are asked to agree the emerging themes from the Members’
Focus Groups and to note the report.
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Summary and Highlights
Governor activity update
The following report outlines governor activities since the last Council of Governors in
March 2018. 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 note.

Governor activity feedback, 21st June 2018
Our governors undertake a lot of activities as part of their role. The following feedback raises awareness of their work. Information about governor activities can also
be found on the governor intranet in the Governor activity feedback section.
Meetings, events & activities
Events/activities
Learning Disability
Awareness Day
19 June 2018
Volunteers event,
6 June 2018
Suicide, let’s talk about
it, 5 June 2018
NHS Providers Governor
Focus 2018
24 May 2018
Membership
Committee
24 May 2018
Chief Executive
interviews
17 May 2018
Chief Executive
interview presentations
17 May 2018

Attended
Joseph Hopkins
Mary Mason
Stephen Brooks
Steve Pleasants
Richard Diment
Lesley Smith
Joseph Hopkins
Richard Diment
Raymond Sheehy - apologies
Richard Diment
Trilok Bhalla
(supported by Sally Bryden)
Stephen Brooks
Fola Balogun
Grace Umoren
Suraj Persand
Raymond Sheehy
Stuart Dixon
Steve Pleasants
Sue Read
Raymond Sheehy
David Gardner

Information
Awareness day at Queen Mary’s, including official opening of the Adult Learning Disability clinical area.
Celebratory event for Oxleas volunteers.
Oxleas’ stakeholder event to review our Suicide Prevention Strategy one year on and look at opportunities for partnership
working.
In addition to attending the main event, we participated in the NHS Providers showcase demonstrating examples of
holding NEDs to account including attendance and observation at board meetings, NED engagement with presentations to
CoG meetings on their areas of responsibility and having a regular dialogue with NEDs. People were very interested in our
governor focus groups and annual review.
We discussed key themes emerging from the Members’ Focus Groups, the Special Members’ Meeting and the AMM. We
discussed GDPR and the upcoming public event in Woolwich – the Great Get Together.
As Lead Governor, Raymond participated in the interview panel to appoint our new Chief Executive.
To participate in the audience observing presentations from candidates as part of the Chief Executive appointment
process.
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Staff Governors
meeting
30 April 2018
Greenwich Members’
Focus Group &
Volunteering event
23 April 2018
Board Away morning
19 April 2018

Sue Read
Vicky Smith
Grace Umoren
Anna Dube
Suraj Persand
Raymond Sheehy
Vicky Smith
Fola Balogun

Meeting with the Chair and Director of Workforce and Quality Improvement to discuss issues pertinent to staff governors.

The key themes from all Members’ focus groups will be presented to the Council of Governors on 21 June 2018.

Joseph Hopkins
Lesley Smith
Richard Diment
Raymond Sheehy

Governor information collated by Jo Mant, Head of Stakeholder Engagement
12 June 2018
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