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59th Meeting of the Council of Governors
10 December 2020
Virtual meeting
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

Les Clark (LC)
Margaret Cunningham (MC)
Sue Hardy (SH)
Joseph Hopkins (JH)
John Crowley (JC)
Michael Earnshaw (ME)
Sue Sauter (SS)
Steven Turner (ST)
Ray Warburton (RW)

Fola Balogun (FB)
Marc Goblot (MG)
Simon Hiller (SH)
Lesley Smith (LS)
Tina Strack (TSk)
Steve Pleasants (SP)
Claire Wheeler (CW)
Frances Murray (FM)
Ruvimbo Mutyambizi (RM)
Raja Rajendran (RR)

Staff Governors
Janice Algar (JA)
Sharon Rodrigues (SR)
Suraj Persand (SP)
Rebekah Marks-Hubbard (RM-H)
Stacy Washington (SW)
In attendance
Non-Executive Directors
Steve Dilworth (SDi)
Steve James (SJ)
Amlan Basu (AB)
Suzanne Shale (SSh)
Nina Hingorani-Crain (NH-C)
Yemisi Gibbons (YG)

Appointed/Partnership
Governors
Yvonne Bear (YB)
Richard Diment (RD)
Cassandra Myer (CM)
Dominic Parkinson (DP)
Kate Heaps (KH)

Executive Directors
Matthew Trainer, Chief Executive (MT)
Azara Mukhtar, interim Director of Finance (AM)
Rachel Clare Evans, Director of Strategy and People (RCE)
Jane Wells, Director of Nursing (JW)
Dr Ify Okocha, Deputy Chief Executive/Medical Director (IO)
Abi Fadipe, Deputy Medical Director

Guests
Neil Springham, Director of Therapies (from 1 January 2021) (NS)
Peter Brierley, Citizens UK (PBr)
Ranjeet Kaile, Director of Communications, South West London & St George’s NHS Trust (RK)
Vicky Ellis, Associate Director Quality Assurance and Improvement (VE)
Lynda Longhurst, Head of Patient Experience and Patient Safety (LL)
Item
1

2
3

Apologies were received from Margaret Adedeji, Dr Sid Deshmukh, Mark Ellison,
Carl Krauhaus, Kara Lee, Jo Linnane, Miranda Williams and Jo Stimpson.
AT welcomed and thanked governors new and existing for joining the fourth virtual
meeting of the Council of Governors. This was being held virtually due to the COVID19 virus. Governors joined the meeting via Webex and conference call.
Minutes of the Council of Governors meeting, 17 September 2020
With the addition of YG as present, the minutes were agreed.
Matters arising
There were no matters arising.

Actions agreed
at meeting
Noted

Agreed
Noted
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Chief Executive update
MT presented this item.
MT focused on several items from his report to the Council of Governors.
Covid-19
We have responded in the past weeks to the increasing number of cases of Covid-19
locally. So far the number of cases experienced within our staff and patient groups is
not at the level seen earlier this year. However, as we are actively seeking to keep
access to our wide range of services open, any increase in Covid-19 does increase
pressure on services. We are focusing on supporting our staff as much as possible as
we recognise the additional strain this puts on colleagues who have already had a
difficult and challenging year.
We have effective systems in place for testing patients and are now rolling out
twice-weekly testing for all staff who come into contact with patients.
Covid-19 vaccinations have now started in South East London on three sites. We are
preparing to support the national vaccination programme. This includes an
innovative partnership with London South East Colleges to train local people so that
they can support us to deliver the vaccinations across our boroughs in a variety of
paid roles. MT thanked Debbie Wheddon in our Workforce team for her work with
the colleges to develop this.
Better testing and access to vaccines will mean Covid-19 will become a more
manageable disease. In the meantime, people should remain focused on the key
message to prevent the spread of Covid – Hands. Face. Space.
MT thanked all our partners and staff who have been working through the
pandemic this year.
Building a Fairer Oxleas
Since the presentation at the September Council of Governors’ meeting, we have
continued to take forward our Building a Fairer Oxleas programme to reduce
inequalities within the organisation.
We have developed our new values and behaviours framework for staff which will
be launched in the New Year. A new Shadow Executive has been introduced and we
will be raising awareness of cultural issues through use of media and training on
Cultural Intelligence in the New Year. We will continue to focus on embedding Just
Culture and have overhauled our recruitment/progression policy. Our group of
Building a Fairer Oxleas volunteers continues to grow in size and goes from strength
to strength and we have attracted more funding for our staff networks. We
regularly communicate messages around our Building a Fairer Oxleas work through
our staff communications and we are monitoring the effectiveness of our strategy
work through various measures including a pulse survey.
We will continue this work into next year and are developing an additional focus on
work to reduce the level of abuse staff members receive from patients and families.
Building a Fairer Oxleas will have a high profile going forward. The issue of deeper
cultural inequities is a profoundly challenging and complex issue for the trust.
We will return to our strategy development in the New Year. We are working to
reduce the waiting lists that increased due to the pandemic. We need to keep the
impacts of delays foremost in our mind as we think about what 2021 brings. We are
seeing some really exciting developments in out of hospital care. If you are
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supported in the community by either our physical or mental health care teams, we
want to look at how we can improve the quality and access to these services
including removing any bureaucratic barriers which impact these.
Care Quality Commission (CQC) activity
The CQC have continued to inspect and look at complaints. We have had an
inspection of our bedded unit in Eltham where the published report identifies some
areas for improvement. This is one of the services where we get the very best
patient feedback and it is really interesting to contrast the need for our teams to
keep a focus on the quality of care we deliver alongside making sure we have got
the technical aspects right.
MT advised that the trust had received a disappointing inspection report concerning
some of our Older Adult wards. These are wards that have dealt with the real brunt
of Covid this year. It is where we have seen some of our most vulnerable patients
exposed to Covid in the first wave and the staff there have worked tremendously
hard to make sure that good quality care is being maintained. The CQC came in to
have a specific look at ligature risks. It has always been a factor in our Older Adult
wards that we look at physical safety around falls risks, slipping and tripping and
making sure the environment is safe but after a couple of incidents last year, the
CQC came in with a focus on looking at ligature risks. The CQC have told us they
require us to take urgent action to put some of these ligature risk challenges right so
we are likely to receive a warning notice published on this in the next couple of
weeks. This means we need to act immediately. Christine Kapopo, Associate
Director of Nursing, is leading a Ligature Risk Good Practice Group and I am
confident we will make the necessary improvements.
Two of our Older Adult wards won Team of the Year awards in our Recognition
Awards this year in recognition of the amount of work they have done with patients
and families through a really tough year.
At the next Council of Governors in March 2021, we will tell governors what we
have done in response to the issues raised by the CQC.
AT advised that he had asked SSh to consider how the trust deals with serious
incidents and the implementation of recommendations to give the Board assurance
that actions have been completed.
Integrated Care Systems (ICS)
NHS England/Improvement has published proposals to strengthen integrated care
systems across the country. These promote greater collaboration and reduce the
focus on competition between health service providers. It will build on initiatives
such as the provider collaboratives we have already developed as part of the South
London Partnership. Discussions will take place locally on the implications of the
proposals.
AT advised that as the situation unfolds, the trust will provide a separate briefing for
the Council of Governors to advise on the proposed legislative changes and what
this may mean for Oxleas as a foundation trust and the implications for the role of
governors.
Queen Mary’s Hospital (QMH)
RD thanked MT for his comprehensive report. RD referred to MT’s previous updates
relating to some exciting ideas for further developments at QMH to bring additional
diagnostics there. Were there any updates on this?
MT advised that the demolition of Block A was a brown field opportunity to build
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new NHS estate without having to move services. This development could bring
services together to support diagnostic pathways in South London in the form of a
community diagnostic hub as recommended in Professor Sir Mike Richards’ recent
report on diagnostics. A Board has been set-up chaired by MT which involves King’s
College Hospital NHS Foundation Trust, Guy’s and St Thomas’ NHS Foundation Trust
and Lewisham and Greenwich NHS Trust as the three large acute providers. A
programme manager has been appointed and Rachel Evans, Director of Estates and
Facilities for Oxleas is the programme director. There is real enthusiasm for this. We
are now at the stage where we can soon confirm the Capital funding required in
order to seek funding for this development.
MT thanked RD for his support and advice and the Council of Governors for their
ongoing support.
SP raised a question regarding ligature points in inpatient wards.
MT advised a short briefing note would be shared with governors in relation to the
CQC inspection and ligature risks in inpatient settings and the actions being taken in
response.
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AT thanked MT and his team and all of the staff at Oxleas for everything they have
been doing and are going to do during these extraordinary times.
Operational Report

Noted

ID presented the first part of this item.
ID updated the Council on the trust’s performance, the impact of Covid-19 and how
the trust is responding to it.
The trust was experiencing significantly lower staff absence in comparison to at the
start of the pandemic and its impact was within manageable levels.
There have been a number of outbreaks of Covid within inpatient services.
However, the number of Covid-positive inpatients is relatively small. All inpatients
are tested on admission to Oxleas’ wards and isolated whilst results are awaited.
Eltham Community Hospital is being used as part of the Covid pathway. It is
admitting patients with a diagnosis of Covid who are transferring from Queen
Elizabeth Hospital to help alleviate pressures on acute hospital services.
Within prisons, confirmed cases have increased and these are a lot higher than
earlier in the pandemic.
Overall, acute mental health admissions are down compared to last year. At the
height of the first wave of the pandemic admissions dropped considerably but
demand is now returning to normal levels.
Mental health admissions are a good indicator as a system as to whether we are
meeting people’s needs. High levels of admissions may indicate the trust should
think about how services are being provided in the community.
At the height of the pandemic, the trust closed three wards and two of these have
remained closed. One ward re-opened at the beginning of June 2020. At the
moment demand is just outstripping capacity.
The pandemic has impacted how we deliver services to our service users and how
we have had contact with them across our mental health, physical health, adult
learning disability and children and young people’s services. Contacts have been
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offered proportionately face to face and virtually. In community health, the majority
of services have returned to face to face contact as a lot of interventions are by
necessity hands-on interventions.
In terms of mental health, currently 50% of services are delivered virtually -v- face
to face. Work is ongoing in all directorates to arrive at the right proportion of face to
face contacts through a blended model that caters to patient choice whilst
delivering good patient outcomes.
The patient survey provided rich qualitative data about how we adapted our service
model to meet our patients’ needs and the trust is still working through the
feedback.
The Increasing Access to Psychological Therapies (IAPT) service in Greenwich is a
primary care mental health service. For people experiencing low level depression
and anxiety, the offer is now 100% a virtual offer via telephone and video call. This
has been managed without a decrease in outcomes achieved and access rates.
A number of delays in waiting times have been caused by the pandemic and
exacerbated where delays already existed. The majority of services are now
operating as normal with only two or three areas affected where we cannot provide
the service safely in a Covid secure environment.
ID and YG presented the second part of this item.
Inpatient mental health beds
Our priority in delivering mental health care is for treatment as far as possible to be
provided in the community. Coming into hospital can be a very disruptive
experience for people and their families. The majority of our services are in the
community with a very small proportion of people using our beds.
Last year before the pandemic, we were working to reduce reliance on our inpatient
beds and to strengthen our community offer. The first wave resulted in a number of
staffing pressures allied with a reduction in demand on mental health beds. With
one of the three closed wards re-opened, we have experienced a resurgence on
demand back to pre-pandemic levels but have managed within our commissioned
levels of bed capacity.
When Oxleas’ bed usage is considered against national benchmarking data, it
suggests the trust can manage within this reduced bed base. We are looking to
ensure every admission is purposeful and that we manage how long people stay
with us once admitted, reducing unnecessary long lengths of stay.
A number of programmes of work had been started prior to the pandemic and these
have continued at trust level, across the South London Partnership and across
London as a whole - MT is leading some of these London programmes and the SLP
programmes. All are very aligned and systemic in nature, looking to affect
transformational change and being able to operate comfortably within a reduced
bed number. This work needs an investment in our community services to provide
good out of hospital care focusing on meeting people’s needs.
Although there is some uncertainty about next year’s financial settlement, there will
be some targeted investment around mental health. The executive are sighted on
the need to focus on community mental health services and reinvest savings.
The proposed direction of travel sees us continue to work within reduced bed
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numbers and improved community health provision, reducing the need to come
into hospital in the first place.
It is important to state that in the meantime there is quite high demand for beds.
The trust has block purchased some capacity from The Priory to mitigate pressures
during the winter. The block booking capacity with one provider ensures a greater
degree of quality assurance and efficiency for those patients not placed in an Oxleas
bed. This is a much better way of managing demand whilst putting plans in place to
develop improvements.
YB: What has happened to the two wards that we closed? Have they been repurposed for other use? Can they be re-opened?
ID: The wards are closed, not re-purposed for any other activity at the moment. Due
to normal staffing pressures then exacerbated by Covid, staff were redeployed to
other areas. We would have to recruit new staff to operate the wards if they were
re-opened. That is why we commissioned block capacity at The Priority. We have
offered the closed wards to other colleagues/trusts in London for winter surge
capacity.
MT: We would need to use Bank and agency medical, nursing and therapy staff, we
do not have the physical capacity to run the wards. There has been a longer term
discussion across the SLP that we need more female psychiatric intensive care
capacity (PICU) in due course. This is for the future. We need to maintain our focus
on good quality transformational work on our community mental health services.
YG is chair of our Performance and Quality Assurance Committee (PQAC). She
reported that at the last PQAC meeting in November, there was a very productive
and thorough review of the trust’s mental health bed management. Discussions
centred around the impact on service users and the quality impact assessment. We
wanted to understand how service provision would be enhanced by this change. We
discussed assurance around governance structures put in place to ensure they were
robust and fit for purpose and managed going forward. We discussed the
mechanisms in place for reporting – average length of stay, private bed usage, out
of area placements, benchmarking with other mental health trusts. We discussed
the community service provision which is vital and how that would be delivered to
assure the Committee, the timelines involved and how the whole system would
connect up. PQAC will have ongoing oversight and we are very confident, in line
with the new trust strategy, that out of hospital care and improved care is the right
direction of travel. It will be closely monitored and followed to ensure we have got
this right.
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AT stated that the services have been under tremendous pressure and thanked ID
for his personal effort and leadership through this challenging time. YG was thanked
for her oversight through PQAC.
Partnership Committee update
MT and SDi presented this item.

Noted

The Partnership Committee has been set up to coordinate decision- making for the
South London Partnership (SLP) across Oxleas, South London and Maudsley NHS
Foundation Trust (SLaM) and South West London and St George’s NHS Trust
(SWL&StG) and strengthen links into trust governance arrangements. The
Partnership Committee looks at developments across the SLP but also has a wider
remit to oversee all Oxleas’ partnerships. That is particularly important as across the
South East sector there is a greater focus on collaboration. Since it has been
created, the Partnership Committee has met as Committees in Common with
partnership committees from SLaM and SWL&StG and as an Oxleas-only Board subcommittee twice. Three NEDs are involved in this committee – Jo Stimpson who
chairs the committee, AT and SDi. Governors from Oxleas have observed all four
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meetings.
MT advised that partnership working is becoming increasingly significant in the NHS
and the SLP is an exemplar nationally of how trusts can come together working in
the best interests of the local population with a clinically-led approach to identifying
population needs and better outcomes. The SLP is working to reduce the number of
Londoners needing CAMHS and forensic care and treatment being sent outside of
London. The aim is to improve the length of stay and quality of care, save money
and reinvest the savings into new services. The SLP for forensic services also
worked with a number of private and independent sector providers who play an
important role offering specialist care and additional capacity.
As we deliver new partnerships in areas such as complex care, local authority
engagement becomes increasingly important.
We are also developing partnership working with Lewisham and Greenwich NHS
Trust. Meetings are taking place every two months to support effective working
between the organisations particularly around emergency admissions. SJ is a NED
on both Oxleas and Lewisham and Greenwich NHS Trust Boards which has helped to
improve dialogues between the two trusts resulting in better patient care and staff
experience.
The trust has further successful partnerships in the form of BexleyCare and within
Bromley where we have a pilot starting in a Primary Care Network about better
primary care support for people with mental health problems. In Greenwich, there
is the Mental Health Alliance and also the Home First physical health care work we
are doing across Greenwich and Bexley which is an initiative to reduce length of stay
in hospital delivering more complex health care in people’s homes.
Oxleas proves that partnership matters to us through the way in which we deliver
services.
MT would like to speak to governors next year regarding what more we can do to
bring in our voluntary sector and other community partners as their voice needs to
be heard more in what we do.
The trust also wishes to undertake a different kind of partnership work in 2021 with
service users and carers involving service user and carer governors to have a
conversation about the service user and carer voice, recognising that a number of
governors are carers.
MT thanked SDi and others involved in the partnership discussions. MT looked
forward to involving governors as part of the trust’s partnership discussions going
forward.
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AT thanked MT and SDi, acknowledging the really positive developments.
South London Partnership mental health summit and South London Listens
engagement programme

Noted

AT welcomed PBr and RK who presented this item.
Citizens UK have been commissioned by the SLP to reach out and listen to
communities in South London in the area of mental health, and then to help them
build capacity in the boroughs Bexley, Bromley, Croydon, Greenwich, Lambeth,
Lewisham and Southwark – working with schools, faith and community groups to
support local people to stay well. The South London Listens campaign builds on the
mental health summit that was held in November 2020 by the SLP.
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The overarching aim for the partnership and the taskforce that has been set up with
local authorities and the South East London Integrated Care System is to prevent a
mental health crisis being triggered as a result of Covid-19.
Since June, the campaign has listened and talked to communities at listening events
and have identified six themes:
1. Social isolation, loneliness and community involvement
2. Helping people who are at risk of losing their jobs cope
3. Housing insecurity and environment
4. Supporting communities and groups who experience disadvantage
5. Supporting families, children and young people
6. Developing a long-term, joined-up approach to prevention
Putting people at the heart of this work
People are being asked to listen and can get involved as follows:
•
•
•

Sign up for an introductory session about community organising.
Connect with your community and invite people to participate in your house
meeting and/or have 1-to-1s.
Feedback via typeform.

The next stage will be working with communities to tackle specific issues we can
change together.
RD: To what extent are you engaged with the Chair and members of Local Authority
Overview and Scrutiny Committees? They may well be an important group for you
to contact and make aware of what is going on.
RK: We are having conversations with Council Leaders and Health and Wellbeing
Boards. We hope through round table discussions with Council Leaders to get more
stimulus with elected members. Your point is a very good one and we will reach out
to those groups. Elected councillors have a key role to play in engaging constituents
and this is a partnership approach.
SBr: We will send a pack of information to governors so that you can link in with
your communities.
PBr: This was launched on 10 November at the Summit. We need to conclude all
listening by the end of January. Therefore getting people to the training on 6 and 7
January 2021 is crucial.
RW: How will house meetings work within the Covid situation or is it all virtual?
PBr: A house meeting involves a small group of people and most people have
chosen to do this online. Some faith organisations are meeting in a Covid-safe
environment. Some people are meeting via phone. If governors attend the training
we will talk about the different ways to engage.
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AT thanked RK and PBr for joining the Council to raise awareness of, and encourage
engagement in the campaign.
Covid-19 remote consultations – patient experience feedback
AT welcomed NS who presented this item. NS will commence post as Director of
Therapies in early January 2021.

Noted

NS explained that the trust had been considering for a long time whether remote
working would give any advantages in delivering health care but human factors had
got in the way. Covid-19 had now forced the trust to move to using more
technology. It was important to get things right and we worked with service users
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via ResearchNet to inform and shape the questions for the patient survey. The
feedback concerned technological barriers and people’s health. Many issues related
to user experience, working with health professionals and the extra shame people
felt having to ask health professionals for help. These questions were shared with
the Patient Experience Team who modified them ready for use.
35,000 patients who had received contact since Covid began were surveyed
between 22 June and 17 August 2020. The trust received a 14% response rate (5054
responses).
The majority of responses related to telephone contacts (76%), 11% by video, 7% a
combination of both and 6% other (eg text messaging). There may now be a shift in
people’s confidence using video as people have become more accustomed to new
ways of contact as the pandemic continues to restrict face to face activities.
90% responded they were happy/somewhat happy using remote methods.
There was a preference for remote consultations when a service user had already
met the clinician; video consultations over telephone (but would accept a
combination); and a choice of remote appointments as treatment progresses and
follow-ups.
Future developments
• The implications of delivering virtual services highlighted a whole new area of
digital exclusion. A number of teams are making applications for trust funds and
the lending of iPads has been experimented for the duration of treatment with
the 3rd Sector helping to address digital exclusion.
• Anecdotal indications of some reduced DNAs. Attendance at groups is more
consistent, with people able to access wherever they are.
• Our expertise is improving: better at therapy online, virtual SUN group
successfully managed risk through developed protocol.
• New forms of service delivery may have a positive impact on recruitment crisis
in London.
SS: If people DNA on two appointments in normal circumstances people are
followed up.
NS: We do follow up people who DNA using text/phone calls. A lot of our processes
still stand and are working successfully.
CM: I work at Bridge Support and we also run the recovery college in Greenwich. We
are running everything online. The issue of digital poverty and lending a device for
use – it’s not just the device that holds people back, people don’t have contracts in
place on their phones for free unlimited broadband. It doesn’t replace face to face.
However, it’s a really good initiative and going forward with a mixed offer.
NS: There are a lot of similarities between our approaches.
LS: How does it work with video sessions? You can’t always pick up how a person is
feeling when you’re not in the same room.
NS: I agree it does not replace face to face. Pragmatically, it does give more
opportunities. It is down to the skill of the clinician to bridge with communication
and work together to try to resolve. This is not technological, it’s human practice
and the skills of our staff.
LS: It’s important to be flexible around staff rotas.
MT: This is a fantastic piece of work. We are invested in digital access to services.
Going forward, we will be offering a really good clinically appropriate digital service
as part of a whole therapeutic offering alongside an appropriate face to face offer.
SDi: DNAs do have a massive impact on us, we experience about a 10% rate. What
the virtual connection does allow us to do is give a bit more flexibility if someone
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does not connect, you can move onto another call or be more flexible with
appointment times.
NS: This helps with stepped care, helping anxious people to gradually come into
services. I am now working with people that I have never met physically and I am
seeing much better results than I expected. We need to tailor this to individual
cases but it gives us more flexibility.
RW: How do we remain in touch with prisoners? Is there a different way to offer
health in prisons without sending in staff unnecessarily?
MT: We have spoken to colleagues in West Yorkshire who run prison health services
and make use of digital technology to offer all kinds of appointments to prisoners.
The technology needs to be physically robust as well as safely offered. We met just
before the pandemic to talk about the potential around some of this technology. In
the prisons they are having to deal with very constrained environments and are
dealing with some intense emotional pressures and we need to think is there a
different way to offer access to different types of health services in prison without
us having to physically send in members of staff. It is an area for exploration and we
need to think about how we use digital there in an appropriate and safe way. I’d like
Oxleas to look into this a bit further. We have a great pilot about to start at the
Bracton Centre using virtual reality to offer motor mechanics training with First Step
Trust and we have just agreed with the SLP to do this. It is a really interesting way to
think of using these technologies for everyone under our care but it’s important to
have a mixed digital offering so that the right people get the right care at the right
time.
SS: Can this be repeated when Covid is not the reason for remote working in future?
NS: It would be really useful.
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AT thanked NS for his presentation and looked forward to him formally joining the
executive team in January.
Comprehensive inquiries

Noted

Mrs A – Panel: Chair JW, NED SDi, Governor JC
JW and SDi presented the background to this case and the panel’s findings.
Key learning
• Team to be reminded that there should be a discussion between the Older
Adult Mental Health Liaison Team and Older People’s Ward team where there
is a presence of signs of delirium.
• There should be consideration of early discussions as part of the admission
process about Do-Not-Attempt Resuscitation (DNAR-CPR) where successful
resuscitation may be unlikely. A trust Quality Improvement project will be
looking at this. This is in the context of advanced care planning.
• Team to be reminded of importance of informing relatives what to expect and
the processes required to be followed when they attend after an unexpected
death, including if their relative is on the floor and the reasons as to why.
Key themes and actions from Serious Incidents – January to June 2020
JW and LL presented this item which was requested at the last Council of Governors.
JW explained that the purpose of patient safety investigations is to learn from
incidents, not to apportion blame. A good root cause analysis investigation will
identify any underlying system and process issues that may have caused or
contributed to the incident. An Action Plan is developed to address any system or
process issues that need to be changed/improved to prevent similar incidents from
occurring.
The three main themes arising from actions following investigations of Level 4 and 5
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harm incidents are:
1.
2.
3.

Recording of risk and risk assessment
Care planning
Contacts with service users/patients

1.

Recording of risk and risk assessments
• Clear recording of risk on the Risk Assessment form in the RiO clinical
record
• Clear and thorough recording, particularly around S117 aftercare,
highlighting service user involvement
• Risk assessments to be reviewed, as a minimum, 6 monthly and, as
required when risk is identified
• The level of risk recorded in a risk assessment must be informed by most
recent patient presentation
How this is being addressed
• Community Mental Health teams are developing a robust induction process
for staff new to role of Care Co-ordinator, focusing on skills development –
this will be supported by a local rolling training programme covering risk
assessment
• Induction being piloted currently and training programme due to begin in
January 2021
• Local audits will be undertaken in teams
• DICES* training undertaken by team members
*Describe the risks; Identify all the possible options; Choose your preferred
option; Explain your choice; Share the decision with others.

2.

Care planning
• A falls risk assessment was completed, but no falls care plan
• All patients admitted must have comprehensive care plan, including crisis
planning
• Care plans to be current and recorded in the appropriate section of the
record
• Care plans should be contemporaneous and completed with the patient to
ensure they are individualised
How this is being addressed
• Falls care plans are now added to care plans and checked by
physiotherapist and charge nurse completing care plan audit
• Community mental health teams are developing a robust induction process
for staff new to role of Care Co-ordinator, which will include care planning
• Audits of personalised care plans undertaken for community mental health
teams
• Monthly review of care plans during staff supervision

3.

Contacts with service users/patients
• Team must be proactive in making contact with patients following missed
appointment
• A Post Discharge Assessment protocol must be developed and
implemented as part of the team Operational Policy
• Patients should be contacted on a frequent basis if they have recently been
discharged from an inpatient setting and patient contact must be recorded
clearly
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How this is being addressed
• Local audits are taking place
• Protocol is being developed
LL provided an update relating to some of the actions including systems for
monitoring contacts with patients, quality audits and review of practice within
supervision. Work is developing on post-discharge assessments to make sure these
are more consistent and comprehensive.
In summary, Patient Safety aims to prevent and reduce risks, errors and harm that
occur to patients during the provision of care. It is important that any Serious
Incident investigation identifies any lessons that need to be learned so that action
can be taken to prevent future harm to others. Action Plans are a key document
used to address any system or process issues and indicate areas that need to be
changed or improved as a result of a Patient Safety incident, ensuring a process of
continuous improvement.
CM: We work alongside the community mental health teams and are involved with
some improvements. DICES is about sharing with others – it would be good to know
this includes any support workers involved. The contacts dashboard – does that say
what type of contact? Too often a heavy emphasis on text/phone call – not enough
on face to face. . The root cause can be that caseloads are unsustainable. There is a
real need to make sure caseloads are manageable.
JW: Really important points. Some audits about face to face contacts, particularly
around CPA, do show they have been face to face as opposed to virtual. Some
contacts although recorded as attempted contacts may not have been successful.
I’m sure there’s more work that we can do on that. This has been looked at through
the Community Mental Health Forum and there have also been some developments
across the SLP in terms of workforce development for these teams and building
competencies and different roles. But it doesn’t take away from the fact that they
do have very large caseload sizes. This is a problem that is fairly common to many
trusts in terms of their community mental health caseloads.
CM: I do emphasise, but change needs to happen. Care co-ordination is a real skill,
it’s about having time to invest in and build relationships.
IO: Some of these things are being worked through at the Mental Health
Community Care Forum. We recognise that caseloads are high and we do have
some sickness and vacancies. You are right about the role of the Care Co-ordinator.
We are working on this and looking at caseload weighting – complexity of cases. I
met this morning with Associate Directors and it is one of the things we talked about
starting, particularly in Greenwich. Your comment regarding a meaningful contact,
ideally we would like to take on board contact by your team and other teams that
are supporting the patient. The CPA meeting is a real opportunity for everyone
involved in the person’s care to discuss what the issues are, what contributions they
can make and to ask the individual what they found helpful and how all of that input
has helped them going forward.
RW: Are risk assessments covering behaviours that lead to restraint and if there are
assessments, will that help create plans so that they can be supported to have
either supine or prone restraint used with them?
IO: Your point about restraint relates largely but not exclusively to our bedded
services. Staff are encouraged to complete the Broset tool three times a day. This
looks at a number of items which predict who might become aggressive or violent. If
this is used properly it is possible to pre-empt what might happen and to then have
the conversation with the individual. If the risk assessment indicates that someone
has a past history of aggression or requires restraint, staff should have a discussion
with the individual to talk through how it might help them if they got into that
position. What we are trying to do is pre-empt or prevent that from happening in
the first place. It has got to be a multidisciplinary team approach because where you
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find you’ve got enough activities going on in the ward, where the staff understand
the issues for the individual and are constantly talking to the individual, then the
chances of requiring a restraint are less. As you know, a reduction in physical
restraints in particular is one of our priorities as an organisation and we are
constantly working on this.
10

AT thanked JW and LL for presenting this item.
Quality Report – overview and highlights
IO and YG presented this item.

Agreed

YG advised that the Quality Report was a statutory requirement of NHS
England/Improvement. The report was signed off by PQAC in October and
approved by the Board. The report is published on the NHS Website.
IO advised that for external assurance, the trust would like governors to pick a local
quality indicator for external auditors to audit. It was essential the chosen indicator
is quantitative and auditable from RiO or a specific database. Last year governors
chose option 3; care planning, however this was never reviewed due to a change in
guidelines in response to Covid-19.
The following four options were available for the governors’ consideration. The
choices were as follows:
Patient Experience Domain - Objective 2 - Ensure we involve families, carers and
people important to our patients:
•
•

Option 1 – To ensure 80% of patients have their support network identified
and noted within their care record (MH & Forensic)
Option 2 – To ensure 50% of patients have their support network identified
and noted within their care record (Community health services)

Clinical Effectiveness Domain - Objective 3: Ensure we involve patients in planning
their care and they have a care plan that is personal to them
•

Option 3 – To ensure 95% of our patients will have a recorded care plan on
RiO (CPA)

Patient Safety Domain - Objective 4: Ensure we put the safety of our patients first
•

Option 4 – Restraint; Ensure 95% physical health monitoring is recorded in
the care records following rapid tranquilisation

Governors were asked to email Anne Marie Hudson with their preferred choice. The
trust would go with the most popular local quality indicator selected by governors.
LS: Restraint – I was at a conference on Monday about trauma informed care. Use of
restraint can reinforce trauma and bring it back. How much trauma informed care
do we use?
IO: We do use trauma informed care in inpatient units but not all of them. A high
proportion of inpatient wards use it and we want to cascade and share across the
rest of the wards. I chair our Acute Care Forum and it is one of the things we receive
feedback on. If it helps we can have a conversation and invite you to one of our
meetings to be part of it. It is something that our clinicians are definitely using.
Update following Council of Governors meeting
Post-meeting, the options were circulated to governors with the majority of
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respondents selecting Clinical Effectiveness Domain - Objective 3: Ensure we involve
patients in planning their care and they have a care plan that is personal to them Option 3 – To ensure 95% of our patients will have a recorded care plan on RiO
(CPA).
Quality Management Framework
This item was deferred.
Holding NEDs to account

Noted

Governor Board report
RD presented this item.
The Governor Board report showed the schedule of governor observers for the
Board and its sub-committees. The schedule for January to June 2021 was in
circulation for volunteer observers.
AT left the meeting for the following item.
Chair’s appraisal
SJ presented this item.
As reported at the previous meeting, NHS England/Improvement has introduced a
new framework for conducting annual appraisals for NHS provider chairs based on
the NHS Provider Chair Competency Domains.
We have updated our processes to reflect this new framework and SJ, Senior
Independent Director, undertook the appraisal process over the past two months
including a survey of governors. SJ thanked those governors who had replied. SJ had
spoken to partners, executive and NED colleagues and people outside the trust
regarding the Chair’s performance. A universally positive response had been
received. AT had been particularly impressive during the Covid pandemic.
For the future, the appraisal suggested AT and the trust taking an even more
prominent role in partnerships and developments in the South East London health
economy.
MT: AT has been fantastic to work with. Thanks to AT and all the Board and to SJ for
pulling the appraisal together.
SS: Having been a governor for 2 years with Oxleas, AT, like all the NEDs and
executives, has been very supportive and made me feel more confident in attending
meetings. I hope the new governors find AT as supportive as I have.
RD: We are extremely lucky to have AT. Governors in other trusts experience
tensions between them and the Chairman. We are critical friends but get on
extremely well as a group.
AT rejoined the meeting.
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RD: Thank you very much for all you do and the leadership you provide for the trust.
It is very much appreciated.
Oxleas NHS Foundation Trust Constitutional changes

Approved

SBr presented this item.
Three proposed changes to the Trust Constitution were considered at the Council of
Governors in September 2020. Governors agreed to two of the proposed changes:
1.

Adding an additional appointed governor to represent NHS South East
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2.

London Clinical Commissioning Group.
Update references to London Borough of Greenwich to Royal Borough of
Greenwich, and Bexley Council to London Borough of Bexley.

The third proposal had been re-drafted following feedback from Governors. This
proposal was agreed by the Board of Directors in November 2020.
The following amendment to the trust’s Constitution in relation to advertising
requirements was proposed to the Council of Governors:
11.24 The Council of Governors is to meet at least twice in each Financial Year.
Save in the case of emergencies or the need to conduct urgent business, the
Secretary shall give at least fourteen days written notice of the date and place of
every meeting of the Council of Governors to all Governors. Notice will also be
published via relevant social media channels, on the Foundation Trust’s website
and via community locations such as libraries.
LS: I’m happy with the proposal. I was concerned it was excluding some people.
14

The Council of Governors approved the proposed amendment.
Membership Committee update
RM-H presented this item.
The Membership Committee had met twice since the last Council of Governors.
Building service user/carer interest group membership
At both meetings, governors received an update from the two Membership
Committee working groups focusing on two of our service user/carer constituency
interest groups – Children and Forensic and Prison.
Annual Members’ Meeting
At the November Committee meeting, the virtual AMM held on 19 November 2020
was reviewed with particular emphasis on those joining the meeting live and postevent. Overall, over 400 people engaged with the AMM, 91 live and 323 post-event.
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Virtual communication
Governors considered how they may maintain communication with their members
going forward whilst face to face public engagement remains on hold. It was agreed
to develop an online Governors Review this year, look at social media and other
online opportunities and re-visit our membership materials.
Governors activity update
JM presented this item which was for information only.
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AT thanked JM and Anne Marie Hudson for all their work supporting the Council of
Governors.
Any other business
RM-H is undertaking a postgraduate degree at Kingston University in leadership and
management in health. RM-H would like to undertake a service evaluation with
governors involving an online questionnaire about leadership skills using the NHS
Leadership model to see whether as governors, they use any of these skills. An
email would be sent to all governors with the survey link. Participation is voluntary.
AT wished RM-H the best of luck with her studies.
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RW asked a question about growth and development in relation to the Chair’s
appraisal.
AT advised that the ICS, SLP and Lewisham and Greenwich NHS Trust are the areas
where he is going to focus on particularly in the next 12 months. I do not want to
lose focus on Oxleas but there is so much happening in the external world that
personally I feel I need to step up into that area and will be reporting back in due
course.
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AT thanked all governors for their work during the year. AT hoped that the Council
could meet in person next year. AT wished the governors the best Christmas that we
can have under the current circumstances.
Date of next meeting:
The next meeting is as follows:
To be held virtually on Thursday, 18 March 2021, 2.30-5pm.
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60th Council of Governors
18th March 2021
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Chief Executive update

Item from

Matthew Trainer, Chief Executive
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NHS Providers briefing – Mental Health Act White Paper
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Summary and Highlights
The report summarises developments at Oxleas since the last Council of Governors’ meeting
in December 2020. Areas covered include:
• Covid-19 response
• Building a Fairer Oxleas developments
• Service developments
• Proposed changes to legislation

Key Benefits:
To keep governors informed of developments.

Recommendation:
For the Council of Governors to note the report

Covid-19
During January and February, we experienced an increase of Covid infections in both staff
and patients and entered a period of national lockdown. The situation has been monitored
closely to ensure continuity of services and safe staffing levels. Demand on services has risen
and we are working hard to meet these demands and reduce waiting times. Covid infection
rates have fallen sharply in recent weeks, but we are now seeing increases in demand in
other services in a pattern similar to that which we saw last year after the first major
national lockdown. Our community services have remained busy throughout, with District
Nursing, diabetes and other community teams seeing high levels of referrals and activity.
The early part of the year was difficult and our focus on supporting staff well-being
continued including sending surprise gift boxes to all members of staff in early February.
These were warmly welcomed and a much-needed boost to morale. Discussion groups, wellbeing resources and support networks are all available to colleagues and we are also starting
to think to the post-lockdown future and ways of supporting the continued resilience of
colleagues when this initial crisis has passed.
Our staff vaccination programme began in mid-January. This has been based at Queen
Mary’s Hospital, Sidcup. We have given the first dose of the vaccination to more than 3,000
colleagues and other members of staff have accessed the vaccination centres provided by
other health providers. We are now setting up the clinics to deliver a second dose to
colleagues. We have also undertaken a vaccination programme for patients on our wards in
the relevant priority cohorts.
We have undertaken an extensive communications campaign to support vaccine uptake
including team briefing pack, screen savers, staff stories and debates, expert advice, social
and internal media. We have also supported the regional communication strategy for local
residents through social media activity.

Building a Fairer Oxleas
We are continuing to take forward our Building a Fairer Oxleas programme to tackle the
issues colleagues tell us are important and will make Oxleas a better place to work. The
issues colleagues want us to work on first relate to fairer recruitment and career progression
and improving cultural understanding. To take this forward, we have:
•

Rolled out training workshops with Cultural Intelligence and are producing a film

on microaggressions to encourage debate within the organisation and improve cultural
understanding;
• Discussed with the BAFO Action Plan Group ways to make recruitment fairer and
developing new guidance on recruiting to temporary posts;
• Launched a Building a Fairer Oxleas pulse survey for staff to provide feedback every few
months on how it feels to them in terms of discussing race and equality issues with their
manager and in their teams;
• Continued online wellbeing sessions for BAME staff. These provide a safe space to share
concerns or ask questions.
We are also looking at the results of our 2020 NHS Staff Survey and Workforce Race Equality
Standard data to guide us on priorities and strengthen our actions to reduce violence and
aggression against staff particularly those from ethnic minority backgrounds and reduce
inequalities in how our disciplinary processes impact colleagues.

Earlier this year, two staff network events were held. A celebration of LGBT+ History month
and the Disability Action Network held a dyslexia conference. We are also launching a new
Women’s Network at Oxleas in response to interest from staff.
Our Shadow Executive came into action in January and is already having an impact. It has
been created to bring fresh thinking to our senior decision-making and help colleagues from
across the organisation develop new skills. The current members of the Shadow Executive
come from across the organisation and are all reasonably new to Oxleas and the NHS. They
review papers going to Executive Team meetings and their perspective is then shared with
Executive colleagues as part of the discussion and decision-making. One idea from the
Shadow Executive is setting up Coffee Connect for staff. This is just being launched and aims
to help people connect with colleagues when many are feeling the isolation of lockdown
particularly if they are new to the organisation.

Service developments
Prison services
Our prison services are currently undertaking a considerable amount of activity to retain
current contracts to provide healthcare services to prisons or to win new ones. The services
we currently provide to Kent prisons are undergoing a competitive procurement process to
which we are responding.
We are also looking at opportunities to provide services in a wider range of settings. All new
developments are considered by our Executive and Board members to ensure that they
would support our current services and that we would be well placed to provide services in
the new locations and improve the healthcare offer. We have also taken steps to ensure we
have sufficient capacity to undertake these developments.

Acute mental health services
Oxleas services were featured in a Sky News report highlighting the impact of the pandemic
on mental health services and how we have responded.

A recording of the report is available at COVID-19: Mental health services under intense
pressure - YouTube
We are experiencing an increased level of demand on our acute mental health services and
are liaising closely with our local accident and emergency departments to support them and
reduce waiting times for people requiring mental health care. We are focusing on making
sure we make the best use of our inpatient beds and are developing greater support for our
patients in the community.

Executive Team developments
Lawrence Mack took up his role as Director for Forensic and Prison Services in February and
Azara Mukhtar has been appointed as our Director of Finance.

Proposed changes to legislation
Health and Care Bill White Paper
Building on Integrating care Next steps to building strong and effective integrated care
systems across England published by NHS England/NHS Improvement, the Department of
Health and Social Care published on 11 February 2021 a new White Paper setting out
legislative proposals for a Health and Care Bill. The proposals aim to:
•

promote working together to integrate care

•

reduce bureaucracy

•

improve accountability and enhance public confidence

•

support social care, public health and quality and safety.

The White Paper is available at Working together to improve health and social care for all GOV.UK (www.gov.uk) and it is planned that the legislative proposals outlined in the paper
will begin to be implemented in 2022.
Discussions will take place within Oxleas and with partners to talk through the implications
and prepare for the future.
Reform of Mental Health Act
The Department of Health and Social Care has announced plans for major reform of the
Mental Health Act. The Reforming the Mental Health Act White Paper was published on 13
January 2021 and consultation on it is open until 21 April 2021.
The changes are based on four principles that have been developed with people with lived
experience of the Mental Health Act. They are:
•

choice and autonomy – ensuring service users’ views and choices are respected

•

least restriction – ensuring the MHA’s powers are used in the least restrictive way

•

therapeutic benefit – ensuring patients are supported to get better, so they can be
discharged from the MHA

•

the person as an individual – ensuring patients are viewed and treated as individuals

We will be considering the implications of the proposals with colleagues. Lisa Moylan, our
Head of Mental Health Legislation is taking this forward through our Mental Health
Legislation Group.
A briefing on the proposals by NHS Providers is attached.

14 January 2021

Reforming the Mental Health Act White Paper
The government has published the Reforming the Mental Health Act White Paper, which sets
out proposed changes to the Mental Health Act 1983. The paper also sets out proposals and
ongoing work to reform policy and practice to support the implementation of a new Mental
Health Act. The proposals take forward the majority of the recommendations made by the
Independent Review of the Mental Health Act 1983.
This briefing summarises key points from the white paper, but we encourage providers to read
the document in full for a comprehensive overview. The government is now seeking views, until
21 April 2021, on the implementation and impact of the reforms. Feedback will inform the
drafting of the Bill to amend the Act, which will be brought forward when parliamentary time
allows. We will submit a consultation response based on member feedback – please contact
ella.fuller@nhsproviders.org to share your views. To guide professional practice, the code of
practice will later also be revised to align with the reformed legislation.

Key points
• The Reforming the Mental Health Act White Paper proposes a wide range of changes to improve
mental health services and people's experiences under the Mental Health Act (MHA). The changes
aim to make sure that:
• people are detained for shorter periods of time, and only detained when absolutely necessary
• the care and treatment of someone detained is focused on making them well
• people have more choice and autonomy about their treatment
• everyone is treated equally and fairly, and disparities in people’s experiences are tackled
• people with a learning disability and autistic people are treated better in law and there is
reduced reliance on specialist inpatient services for this group of people
• The white paper is split into three main parts: legislative reforms proposed to the MHA itself;
proposals and ongoing work to reform policy and practice to improve patient experience; and the
government’s response to the Independent Review of the Mental Health Act 1983.
• The paper confirms reforms will require additional funding and expansion of the workforce over
and above commitments made in the NHS long term plan (LTP) and the delivery of the proposals
will therefore be subject to future funding decisions.
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Context
An Independent Review of the Mental Health Act 1983 was published in December 2018, which set
out what needed to change in both law and practice in order to improve mental health services and
people's experiences under the MHA. The government has accepted, and will take forward, the
majority of the review’s recommendations for change. Some actions, based on the review’s
recommendations, have been taken already. For example, £400 million has been committed to
eradicate mental health dormitory provision and people detained under the MHA can nominate a
person of their choice to be involved in decisions about their care. The development of a Patient and
Carers Race Equality Framework is also underway.

Proposals for reform
New guiding principles
There are four new guiding principles that people working to provide care will need to consider while
carrying out their duties. They are:
• choice and autonomy – making sure people's views and choices are respected
• least restriction – making sure the Act's powers are used in the least restrictive way
• therapeutic benefit – making sure patients are supported to get better, so they can be discharged
from the Act as quickly as possible
• the person as an individual – making sure patients are viewed and treated as rounded individuals.

Summary of proposals
Detention criteria and challenging detention
Those taking the decision to detain someone will need to document the specific risk that justifies
detention and how detention will deliver therapeutic benefit. Decisions about when and whether to
discharge a patient should include an assessment about whether the hospital or an alternative
community setting provides the most therapeutic package of care.
The government will seek to introduce more checks on whether a patient’s detention continues to be
appropriate. The government will also increase access to the mental health tribunal by extending time
limits and opportunities to apply for discharge. Independent Mental Health Advocates (IMHAs) will be
given a new statutory power to apply to the tribunal to challenge the patient’s detention. When
considering applications for discharge, tribunals will be given the power to grant leave, transfer
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patients and to direct services in the community. The government is also considering increasing the
number of automatic referrals to the tribunal and removing the hospital manager hearing.

Choosing and refusing treatment
The government proposes introducing advance choice documents, making care and treatment plans
statutory, as well as introducing a new framework for patient consent and refusal of medical
treatment. Further changes proposed include: bringing forward the point at which the second opinion
appointed doctor reviews a patient's treatment; and the ability for patients to appeal treatment
decisions at the tribunal if evidence suggests wishes and preferences were inappropriately overruled.

Improving support for people detained
The government plans to replace the current ‘nearest relative’ role with a new statutory role, known
as the 'nominated person'. This person will have additional powers and rights, such as the right to be
consulted on transfers between hospitals and the power to apply for discharge on the patient’s
behalf. The government proposes expanded powers for IMHAs and invites views on how to improve
the role and whether this can be achieved by professionalising advocacy services.

Community treatment orders
The government wants to reform community treatment orders (CTOs), for example by strengthening
criteria and increasing evidence requirements, so that they are only used where there is strong
justification for doing so and where the CTO is considered to deliver a genuine therapeutic benefit to
the patient. The effects of these reforms would be monitored over an initial five-year period.

Interface with the Mental Capacity Act
The government is exploring the introduction of a simpler 'dividing line' between the MHA and the
Mental Capacity Act to make it clear which framework a clinician should use to detain a patient in
these circumstances. This proposal would mean decision makers would not use the MHA if a patient:
lacks the relevant mental capacity to consent to detention and treatment; and is not objecting to
detention or treatment. The paper also discusses provision for prior consent to be admitted as an
informal patient and improving the powers available to health professionals in A&Es so that
individuals in need of urgent mental health care stay on site pending a clinical assessment.
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Caring for patients in the Criminal Justice System
Some of the proposed reforms will not apply to patients in the criminal justice system, for example
the new criteria for detention and changes to the detention criteria for individuals with learning
disability and/or autism. The ‘nominated person’ will also have limited powers in this context, and
tribunal powers and automatic referrals to the tribunal will differ also for these patients compared to
civil patients.

People with a learning disability and autistic people
The government proposes to change the Act to be clearer that autism or a learning disability are not
considered to be ‘mental disorders’ for the purposes of most powers under the Act. The government
is also developing a duty on health and social care commissioners to collaborate to ensure provision
of community-based support and treatment for these individuals. This will be set out in the new MHA.

Children and young people
In addition to legislative changes, all of which will be available to children and young people, the
government proposes care and treatment plans are provided to all children and young people
receiving inpatient mental health care. The government wishes to fully consider any reforms
concerning consent and decision making as part of its review of the code of practice.

People from Black, Asian and minority ethnic backgrounds
The paper highlights a series of reforms underway to tackle the inequalities that exist across mental
health services and under the Act for people from Black, Asian and minority ethnic (BAME) communities.
These include the introduction of the Patient and Carers Race Equality Framework and the
development of culturally appropriate advocacy services. The government will legislate for culturally
competent advocacy services to be available to detained patients, subject to funding and learnings
from current pilot work.

Reforming policy and practice
This section describes how the government and the NHS will work, along with other partners, to bring
about an overall culture change within mental health services, so that people have a better
experience of care under the Act. It summarises a significant amount of ongoing work to reform
policy and practice that members will be aware of and engaged with. Below is a summary of further
key proposals put forward to reform policy and practice to support implementation of the new Act.
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Quality improvement programme
An implementation support plan will be developed in partnership with NHSE/I and HEE to create the
best ward cultures to improve patient experience. This will include a national quality improvement (QI)
programme led by NHSE/I, which will look specifically at care under the Act to enable and support
this system-wide drive for change.

Inpatient safety and risk
The government will work with arm's length bodies and stakeholders to consider how best to ensure
that the implementation of new patient safety interventions and programmes have positive
contributions to the therapeutic environment of mental health settings.

The physical ward environment
NHSE/I will review whether the guidance and data collection on mixed sex accommodation is
adequate for mental health settings, or otherwise needs to be revised, better communicated or
measured differently.

The role of the Care Quality Commission
The government supports extending the CQC’s monitoring role to consider the effectiveness of local
joint working in principle, but would like to explore this further. Under this proposal the CQC would
not be responsible for regulating or taking enforcement action against CCGs, local authorities or any
other partner organisation in exercising its powers under the Act. The government intends to explore
what, if any, changes in legislation might be needed to make sure the CQC can effectively discharge
an extended monitoring power cooperatively with system partners. Proposals for consultation will be
published at a later stage.

Care planning in the community
The government intends to explore how a new statutory care plan could work in practice and what
further information, guidance and support it can provide on care planning, as well as the practicalities
and implications placing care planning on a statutory footing would have on the workforce.

National guidance on section 117 aftercare
The government will update national guidance so that there is greater clarity on how budgets and
responsibilities should be shared to pay for aftercare provided under section 117 of the MHA. The
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government will also develop a clear statement in the new code of practice of the purpose and
content of section 117 aftercare.

Use of police custody
The government has committed to remove police stations as a designated place of safety by
2023/24. There is a recognition in the paper this may require new capital funding to be available to
provide the estate needed, including health-based places of safety. The government will establish a
national agreement between mental health services, social care and the police to ensure that people
detained under section 136 are safely and effectively transferred into health services in a timely way.

The mental health workforce
The government anticipates that the reforms will require further expansion of the workforce, over and
above that to be delivered through the LTP, to meet additional demands. In addition to setting out
ongoing work, the paper states the government will be working with NHSE/I, HEE, Skills for Care and
the Chief Social Worker’s office over the coming months to look at further national support
requirements, including on training on the changes to the Act, and supporting meaningful coproduction and the development of expert-by-experience leadership roles.

Data and digital
The government is working to establish how the Act’s pathway may be modernised in further ways,
following the developments during the pandemic period in 2020. The government aims to eventually
look to deliver a “digital first” approach to processes and procedures, governed by the Act.

Impact assessment
The government has estimated likely costs and benefits of implementing the proposed changes to
the Act. It would be grateful for any further data or evidence that might improve the methods used
and the resulting estimates, and in particular the effect the proposals would have on the following:
• the current workloads for clinical and non-clinical staff, Independent Mental Health Advocates,
Approved Mental Health Professionals, Mental Health Tribunals, second opinion appointed
doctors, and other relevant positions
• specific interest groups that have not currently been considered
• health outcomes
• individuals’ ability to return to work or any other daily activity
• the health and social care system and the justice system more broadly.

NHS Providers | Page 6

Next steps
The government is now seeking views, over a 14-week period until 21 April 2021, on the
implementation and impact of the reforms. We will submit a consultation response based on member
feedback – please contact ella.fuller@nhsproviders.org to share your views.
Feedback will inform the drafting of the Bill to amend the Act, which will be brought forward when
parliamentary time allows. The proposals set out in this white paper are also subject to future funding
decisions, including at the Spending Review 2021. To guide professional practice, the code of practice
will later also be revised to align with the reformed legislation.

NHS Providers view
We welcome the publication of the white paper. Reform of the Mental Health Act is more important
than ever as COVID-19 has accelerated mental health trends and intensified the challenges facing
services. We look forward to exploring the implications of the proposals with members, responding to
the consultation and supporting subsequent stages of the Act’s reform on their behalf.
Putting patients at the heart of how they access treatment is vital to high quality care. The CQC’s
latest assessment of the care provided to people detained under the Act during the pandemic period
highlighted how a wide range of services have empowered their patients and service users by
applying the principles of least restriction and focusing on care planning and co-production. We
welcome the government also highlighting in the paper that there are many examples of good
practice across the country which need to be shared.
We previously recommended the simplification of the legislation, along with changes that maintain
appropriate safeguards but enable greater individual rights and liberties, with service users having a
more active role in care planning with a recovery focus. We have also stressed the need for the
provision of appropriate post-discharge care and support.
However, reform of the Mental Health Act alone will not be enough to improve how and where good
quality mental health services are accessed. We welcome the government making it clear that new
legislation is only part of the story. The white paper helpfully highlights a significant amount of
ongoing work, and puts forward further proposals, to reform policy and practice to support
implementation of the new Mental Health Act. We need to address the underlying issues driving the
pressures on services and the rising severity and complexity of people’s needs. As we have said
previously, system and financial pressures on providers, combined with inconsistent investment in
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mental health services at local levels, are exacerbating bed capacity pressures and increasing the
likelihood that a person may reach crisis point necessitating use of the Act to admit.
We note the government confirms that reforms will require additional funding and expansion of the
workforce, over and above commitments made in the NHS long term plan, and the delivery of the
proposals set out in the white paper will therefore be subject to future funding decisions. We will work
with members to feed back any further data or evidence we think would assist the government’s
estimations in the current impact assessment. All the changes taken forward must be fully funded and
take account of the current operational and financial pressures facing providers.
The rapid expansion of services required to meet extra demand for mental health care and support
over the months and years ahead must be fully and promptly funded on a sustainable basis. The
expansion of community-based specialist mental health care capacity, and ensuring these services are
accessible to everyone, is key to reducing the need to detain under the Act and providing care in the
least restrictive setting. Adequate investment to maintain and build on the steps being taken to grow
the mental health workforce, and the sector receiving its fair share of capital funding, are both also
crucial. Alongside this, there must be increased support for public health and social care given the
crucial role these services play in providing people with the care and support they need before they
reach a crisis.
We welcome the government emphasising its commitment to working closely with national and local
health and care organisations to understand the impact of legislative reform on the system and to
develop a robust and achievable plan for implementation. It is right to recognise that other demands
placed on the system by wider transformation plans and the capacity of the health and care
workforce to deliver what is required need to be carefully taken into account as this work progresses.
Our press statement responding to the white paper’s publication can be accessed here.

Contact
For further information please contact Ella Fuller, policy advisor, ella.fuller@nhsproviders.org
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Summary and Highlights
Oxleas undertook a large-scale engagement exercise entitled ‘Our Next Step’, starting in
November 2019. The plan was to gather the views of staff, stakeholders, service users and
local communities about the direction of travel for Oxleas. More than a 1000 members of
staff and several hundred service users and stakeholders contributed rich and insightful
feedback.
The conclusion of this work was disrupted by the pandemic. Events planned for March and
April to conclude the work and build on the feedback received were not able to go ahead. It
also became clear that the pandemic could have an enduring effect on the nature of the
services we provide, our ways of working and both the local and the national landscape. It
was important that we take stock to understand more about this before agreeing our
priorities for the next few years.
The emerging strategy has been discussed at a number of Board meetings, Council of
Governor meetings, Executive meetings and Board strategy meetings over the last 8
months. The three big priorities were agreed through a detailed engagement process with
the Executive team, considering the outputs from the Our Next Step work and the surveys
on staff and service user experiences during the pandemic, and at subsequent meetings
with the Board and the Council of Governors. Detailed engagement with staff also
underpinned the work to build new values and behaviours for Oxleas, together with our
focus on ‘Building a Fairer Oxleas’.
The attached document sets out the high-level strategy narrative for 2021 – 2024. Once
finalised, it will be supplemented with a clear action plan and key performance indicators
for each of the priorities and the building blocks. These KPIs will be kept under regular
review at the Board.
The document will be built into a visually attractive document that contains input from our
service users and our Shadow Executive, as well as information about Quality Improvement
projects and photographs of our staff recognition awards and more. We will be developing
a short version for sharing with staff that will be supplemented by a short video or
animation.

Key Benefits:
The strategy will create a framework for Oxleas to achieve our vision of Improving Lives.

Recommendation:
For the Council of Governors’ approval.

OXLEAS STRATEGY 2021 – 2024
1. About Oxleas
Oxleas offers a wide range of NHS healthcare services to people living in South East London and to
people in prison. Our services include community health care such as district nursing and speech
and language therapy, care for people with learning disabilities and mental health care such as
psychiatry, nursing and therapies. Our multidisciplinary teams look after people of all ages and we
work in close partnership with other parts of the NHS, local councils and the voluntary sector and
through our new provider collaboratives.
Our 4,000 members of staff work in many different settings including hospitals, clinics, prisons,
children’s centres, schools and people’s homes. We manage hospital sites including Queen Mary’s
Hospital, Sidcup and Memorial Hospital in Woolwich as well as the Bracton Centre, our medium
secure unit for people with mental health needs. We are one of the largest providers of prison
health services providing healthcare to prisoners across Kent and South London. We are proud of
the care we provide and our people.

2. Our purpose
Our purpose is to improve lives by providing the best possible care to our patients and their
families.

3. Our values
Our Oxleas values are: We’re kind - We’re fair - We listen - We care
These new values have been developed through discussions with staff, patients and local people.

4. Our challenges and how we will respond
Our population is growing and people are living for longer. This means more people are living for
longer with physical and mental health problems that need the care, treatment and support of the
NHS. For some people, they need help at a time of crisis. When the crisis passes, they can get on
with their life without the NHS. For others, the support they need will be regular and may well be
life-long.
Oxleas’ services have become busier in recent years. Physical and mental health services are under
growing demand, for children, for working-age adults, and for older adults. The needs of these
groups are changing and services are working hard to keep pace.
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We have also seen pressures on our budgets over the last five years. Investments in the NHS, and in
Oxleas, have not kept pace with the increase in the cost of running our services – let alone funded
the extra demand. This pressure has shown itself in different ways and at different times on our
services, ranging from increases in waiting times and waiting list sizes, through to the need to use of
expensive non-NHS mental health beds when Oxleas capacity is full to try to get people the care
they need.
There are some aspects of our services we want to improve and we welcome the insights from the
Care Quality Commission inspections. While our overall rating is good, and some of our care is
outstanding, we need to pay close attention to quality and safety in our services to continue to
reduce the risk of people coming to avoidable harm.
Having listened in detail to the views of our staff, our patients, our carers and our partner
organisations, we have developed a strategy that we believe will make a big difference to our
patients and our staff.
We know that there are uncertainties ahead. The pandemic continues to dominate our lives and we
do not know how it will affect our lives in the longer term. We are witnessing a worrying
deterioration in local authority finances that will inevitably affect the services we provide together.
We know that the NHS White Paper – ‘Integration and Innovation: working together to improve
health and social care for all’ signals significant reorganisation across the NHS, but we do not know
what this will mean in practice and the impact on Oxleas.
We will rise to each of these challenges and many more. We have strong relationships with our
local partners built over a number of years - within the NHS, our local authorities, independent
providers and the voluntary care sector – and together we will navigate these changes successfully.
We will listen closely to the experiences of those who use our services and we will draw on their
insights to design solutions that work for the challenges we face. We will strive to be the best
employer we can be, so that we attract and retain committed and talented staff. And we will
always prioritise the delivery of flexible, responsive and well-led services that improve lives.

5. The wider context
National
What are the challenges in the UK currently?
•
•
•
•
•
•

Covid-19 pandemic and the impact on mental and physical health
Health inequalities arising from social factors
A growing and ageing population
Increased public debt and impact on economy
National difficulties in health workforce recruitment
Forthcoming structural reorganisation across the NHS
2

Local
Our local population
Growing and ageing
South East London has a highly diverse population of around 1.85 million. The population is growing
and is predicted to increase by 9.5%, exceeding 2 million, over the next ten years. The expected
growth in the older population far outstrips the overall population growth rate. This is likely to lead
to increasing demand for care across the system overall. Older prisoners are the fastest growing
group in the prison population.
Highly diverse
The proportion of our local population who are black, Asian and minority ethnic ranges from 19% in
Bromley to 41% in Greenwich. South-East London has a higher than average proportion of residents
that identify as LGBTQI+.
Significant levels of deprivation
One in five children lives in low-income homes. Greenwich is one of the 15% most deprived local
authority areas in the country. The other two boroughs (Bexley and Bromley) are significantly less
deprived, but have pockets of deprivation.

Our local health needs
Borough specific characteristics

Bexley
•
•
•

•
•
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Bexley's population is estimated to increase by 9%
between 2019 and 2030.
One in six people are over 65 and projections show
that Bexley has a population that is ageing.
Across Bexley the health profile of the population
differs. Bexley has a relatively younger, ethnically
diverse and deprived population towards the north.
22% of the population is black, Asian and minority
ethnic (BAME): this is expected to continue to rise.
Obesity is the single biggest challenge for Bexley.

Bromley
•

•

•

•

An ageing population, the proportion of people aged 65
and over is expected to increase gradually from 17% in
2017 to 18% by 2022 and 19% by 2027. The number of
children aged 0 4 is projected to decrease over the
same period.
19% of the population are from BAME backgrounds.
Children and young people make up the highest
proportion of the BAME population.
For the period 2013 to 2015 there was a 7.4 year
difference in life expectancy at birth between males
living in the most and least deprived areas of Bromley
and 5.9 years for females. In the last eleven years there
has been an increase in inequalities in life expectancy
within gender for females but a reduction for males.
The key causes of death in Bromley are cancer,
circulatory disease and respiratory disease.

Greenwich
•

•

•

•

Greenwich has a young and very diverse
population. Almost 25% are under 19 and
around 10% are over 65.
Greenwich has particular challenges
including high levels of deprivation,
inequalities and unemployment.
About 41% of the population are from
BAME backgrounds. The two biggest
minority ethnic groups are Black
Caribbean/African and South
Asian/Chinese.
Cancer, lung disease, dementia /
Alzheimer's and digestive diseases
(including alcohol related conditions)

Our local financial environment
As an Integrated Care System in South East London, our ambition is: “to deliver a clinically and
financially sustainable system for the future and address health inequalities in south east London”.
The Integrated Care System financial position for 2019/20 had a system underlying deficit of
£265m. The modelling forecasts that, by 2023/24, the affordability gap for the SEL system could be
£670m unless action is taken to improve long term financial sustainability.
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Our response as an Integrated Care System
As a system, we aim to:
•
•
•
•
•
•

Bring together stakeholders – including patients – to transform patient care, reduce health
inequalities and improve patient outcomes
Develop in-depth population health management capacity and capability
Design new models of care and major service changes to improve population health outcomes
Work closely with local government to join up health and care at the appropriate system tiers
Engage staff, citizens, voluntary sector, multi-professional leadership development and
partnership working in respect of integrated care and system working
Undertake system-wide quality improvement and sharing of best practice, involving all staff
groups across the system.

These elements shape and inform our Oxleas strategy and our response to the challenges we face.

5. Our journey so far
We have been developing this strategy while facing the most significant challenge our society has
experienced for a generation. Our staff, alongside colleagues from all parts of the health and social
care system, and supported by our local communities, have risen magnificently to the significant
challenges posed by Covid-19. We have adapted our services quickly and changed how we work to
continue to provide care for those most in need.
We have learned a great deal from this experience – in particular, about the inequalities in our
society and our organisation and how, together, we can implement change rapidly and successfully.
It has helped us to understand that we need to do more to tackle the inequalities in our service
provision. It has brought to the forefront the need to put kindness and fairness into action and
encouraged us to have important conversations about equality and wellbeing. This has resulted in
our ‘Building a Fairer Oxleas’ programme and shaped our work to support the wellbeing and
resilience of our staff. It has also helped us to develop our new values which have been
enthusiastically endorsed by our people. As we emerge from the pandemic, we want to think
about their outstanding contribution during this challenging period and to take time to recharge
and start looking to the future.
Despite the funding challenges, we have always managed our finances well at Oxleas. This has put
us in an excellent position to date to invest in services, infrastructure and our staff. The fantastic redevelopment of Queen Mary’s Hospital, Sidcup is a prime example of this and of effective
partnership working to benefit local people. Our work as part of the South London Partnership (SLP)
to improve specialist mental health services locally, and reduce the distance patients have to travel
for care, has been highly successful. The SLP is leading the country in creating ‘Provider
Collaboratives’ to take forward this work.
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6. Shaping our Oxleas strategy together
To develop our strategy, we undertook a comprehensive engagement process with our staff,
service users, carers and partner organisations. The ‘Our Next Step’ engagement programme began
in November 2019.
We gave individuals the opportunity to share their personal views of what Oxleas’ priorities should
be through surveys, events and webinars. During the second phase, which took place from January
2020 until the end of February 2020, these themes were discussed by teams across the
organisation. We heard from over 1,000 members of staff through these activities. We also
undertook a wide range of engagement activities with service user groups and individual service
users and carers to gather their feedback gathering views from more than 500 individuals and
groups.
Our Next Step engagement told us that:
•
•
•

Patients and carers wanted reduced waiting times, services closer to home and greater
involvement in their own care.
Staff highlighted the importance of staff wellbeing, workforce development and using
technology to improve care and patient/staff experience.
People placed importance on the demonstration of kindness and respect and wanted our values
to reflect this.

We want to take this forward working with our local partners as part of an integrated system that
improves the lives and health of local people by providing them with the support they need, when
they need it and where they need it. The principles of providing care without delay and close to
home are central to this joint approach.

7. Our three big priorities
In light of the feedback from our large-scale ‘Our Next Step’ engagement work and the experiences
through the pandemic, we have identified three big priorities for Oxleas for 2021 – 2024:
1. Achieving zero delays
2. Delivering great out-of-hospital care
3. Making Oxleas a great place to work
These will be underpinned by a number of building blocks which will be vital for delivering the
changes we want to see.
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Big priority one: Zero Delays
The lives of our patients improve when they receive the right care at the right time. When patients
experience unnecessary delays in receiving care, their health can deteriorate. It is not acceptable
that a person’s health should deteriorate because we cannot deliver care in a timely way. We are
determined to abolish any harm that patients may experience whilst waiting longer than necessary.
We want Oxleas to be known for delivering the right care at the right time with zero delays.
The amount of time a patient should expect to wait for a service should be well-defined and
understood by both patients and staff. It should be determined by the best evidence available
about the right time for care. Every patient should receive clear communication about the length of
time it should take for them to receive their care and this should improve patient experience and
outcomes. Any patient who waits longer than the agreed waiting time will be treated as a delay and
subject to a review.
To deliver these improvements, our services need to be designed in a way that drives efficiency and
we need to reduce the mismatch between demand and capacity. We need to minimise the number
of inappropriate referrals through better system-working. We need to reduce the number of
transfers between services and tackle over-zealous gatekeeping. We may need to think differently
about the models of care for some services. Where demand is greater than the capacity we have
funds for, we will have timely conversations with partners within the local health system to find
ways to resolve this.
Teams will review their service model to take account of the need to provide timely care. All teams
will have an agreed waiting time that will be monitored in team meetings. Delays will be
consistently measured across teams. We want staff to feel proud about delivering timely services.
We will track our progress by measuring the volume and length of the delays in our services. We
will track other measures to assess the impact on patient outcomes, staff experience and benefits
to the wider health system.

Big priority two: Great Out-of-Hospital Care
We want our out-of-hospital care to be the very best it can be. By providing people with the tools,
skills and services they need to manage their conditions in their own communities, we will improve
the quality of their lives and the lives of those who support them.
Communities who can access different and targeted models of care in their local areas will have less
need for admissions to inpatient services. Our inpatient services will be transformed into
therapeutic spaces for patients who are very unwell and they will be accessible in a timely way.
There is a clear case for change. We know that there is scope to improve the consistency of the care
we provide in our community services and this has been confirmed by the Care Quality
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Commission. The Royal College of Psychiatrists recommends occupancy for mental health inpatient
beds at 85%, but we are regularly reaching levels of 98 – 100% with an impact on the quality of care
we can provide. The pandemic has increased the pressures on our community services in Bexley
and Greenwich, demanding increased innovation and co-ordination.
We will achieve great out-of-hospital care by co-designing our services with those who use our
services and their loved ones. We are also keen to work in close partnership with local GPs, the
voluntary sector and our local providers.
We have two programmes of work already in train to deliver innovative and high-quality out-ofhospital care. Our ‘Home First’ programme is focused on enabling patients to access physical
healthcare in their own homes or an identified place – the right care, at the right place, at the right
time. Our Community Mental Health transformation work will deliver more targeted services and
improved alignment across the health-system. In line with national strategy, we will support our
service users to access new and integrated models of primary and community mental health care so
that they will have greater choice and control and be supported to live well in their communities.
Both of these will benefit from national transformation funding, but also from targeted
reinvestment. By becoming less reliant on bed-based services, we can reinvest into supporting a
new offer within the community which in turn will reduce our use of beds.
We want to design our teams and services to support a clear focus on the quality of care within our
different services. We want to connect further our mental and physical health services so that we
offer great physical care to our patients with mental health diagnoses, and vice versa – a vital part
of delivering the best care to our patients. We want to equip our staff with the tools, skills and
competencies to deliver the best quality of care and improve their joy at work.
We will measure our progress using quantitative metrics such as community caseloads, bed
occupancy, attendance at A&E, referrals from primary care etc. We will also use qualitative
measures such as service users and other stakeholder feedback and proxy measures such as the
number of complaints and incidents.

Big priority 3: Great Place to Work
We will only deliver outstanding care to our patients if we take the best possible care of our staff.
The quality of our care depends on our ability to attract, retain and develop high-calibre people.
There is fierce competition for NHS staff and we need to stand out as an employer of choice – both
within the NHS and for school leavers and within the wider community. We want our people to be
given opportunities to develop and thrive and to feel supported to give their best every day. We
want every person in Oxleas to be treated kindly, fairly and with care.
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The pandemic has put a considerable strain on all of our people. Frontline staff members have
continued to deliver care to some of the most vulnerable people in our society, despite real fears of
contracting Covid-19. People have grieved the tragic loss of patients and loved ones. Colleagues
across Oxleas have changed the way that they work quickly and graciously. People have kept
working when things have felt extremely challenging and relentless. They will need time and
support to reflect, recharge and rebuild as we emerge from the pandemic.
We listened to our staff who told us they wanted new values that spoke to the heart of Oxleas.
Their feedback directly shaped new values: We’re kind – We’re fair – We listen – We care. Our
new values, which are supported by a behaviours framework, will be embedded in all our people
processes e.g. our recruitment, progression, performance and talent management. This will support
our work to tackle bullying and poor behaviours.
The tragic events which led to the prominence of the Black Lives Matter movement prompted
colleagues to speak openly in 2020 about their personal experiences of poor treatment in Oxleas.
The pandemic also highlighted the disproportionate impact of Covid-19 on a range of different
groups. The ‘Building a Fairer Oxleas’ programme was launched to deliver tangible improvements.
Guided by staff feedback, the following initial priorities were selected- (a) building cultural
intelligence, and (b) improving the fairness of our recruitment and progression processes. In time,
the programme will evolve to tackle issues raised by other protected groups, e.g. LGBT+ staff,
disabled staff, staff with mental health issues and others.
We want our staff to feel that their voices are heard and they are empowered to drive
improvements. Our Quality Improvement programme equips our staff to identify areas for
improvement and design interventions that make a difference. Each directorate has a staff
assembly that is allocated funds to improve staff wellbeing, staff rest areas and more. Staff
networks are encouraged and supported by Executive Director champions. All staff members are
able to get their questions answered directly by the Chief Executive through the ‘Ask Matthew’
facility. We use webinars and film and are always looking for ways to communicate in a way that is
fresh and engaging. We want frontline staff to stay up-to-date in ways that suit them e.g. at nursing
stations and team briefings.
Oxleas launched a new Shadow Executive in 2021. This comprises 12 talented staff members from
a range of different professions, backgrounds and locations who were selected to bring fresh
thinking and challenge to our senior decision-making. They meet with the Chief Executive and
other Directors to feed-in their views on the papers going to our monthly Executive meetings.
We want all frontline staff members to have access to high-quality rest areas and interventions that
enhance well-being, e.g. through Schwartz rounds, counselling support and more. We are
designing a forward-thinking agile working offer for those who are able to work from home, so that
we can attract and retain talented staff and potentially tackle specific skill shortages.
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We will measure our progress through the engagement scores in the annual staff survey, our exit
and new joiner data, our turnover, our Workforce Race Equality and Workforce Disability Equality
results as well as our Building a Fairer Oxleas pulse surveys.

8. Our building blocks for change
Building Block One: Quality Management
Our ambition at Oxleas is to go from good to great in terms of the quality of our services, and then
to stay great. We want to embed an improvement approach which delivers sustained
improvements to the quality of care we provide, empowering staff to provide better and safer care.
We will deliver this by focusing on four components of our quality of care:
•
•
•
•

Quality planning – understanding the priorities for improvement and the design of
appropriate interventions
Quality control – maintaining quality and knowing when it slips away
Quality assurance – independently checking the quality
Quality improvement – delivering the improvement

There are three key enablers to this work – (1) Being clear about how this work contributes to our
overarching priorities as set out in this strategy, (2) Leadership that demonstrates the beliefs,
attitude, skills and behaviours that enable improvement (3) Co-design and co-production – a
culture of listening and action (discussed more below).
Our quality management framework brings all these components together. It provides the
methodology for developing and continually improving quality through the setting and monitoring
of annual quality priorities.
Effective implementation of a quality management framework will help us to build on our current
approach and deliver –
•
•
•
•
•
•

Robust quality control systems that provide one version of the truth about what is and what is
not working
Effective governance and management processes so all our improvement activities are aligned
A culture that empowers our staff
Opportunities to learn and value the mirror held up to us by our assurance processes
Honesty when something goes wrong
Improved scope to listen and respond to staff, patients and their families
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Building Block Two: Bolstering our service user, patient, carer involvement and coproduction
Our vision is for a “nothing about us without us” approach to the delivery of patient care. To
achieve this, we will create new resources and infrastructure to support involvement.
There is an increasing expectation of routine service-user, patient and carer involvement across the
NHS, but a number of issues can make involvement less likely, such as
•
•
•

Traditional professional training does not equip staff well for a partnership approach
towards care-planning and service design
Contacts often take place in a clinical-crisis context and this can make it harder for our staff
to see service users as a resource for partnership rather than a problem to be managed
Users and then families can sometimes feel intimidated or excluded by NHS structures

Our recent Care Quality Commission well-led review described Oxleas as having pockets of
outstanding involvement practice but with significant gaps which impeded the spreading of learning
and practice. The opportunity costs to all of not utilising involvement and partnership working are
considerable.
Delivering the improvements we want requires new resources and structures including:
•
•

•

A dedicated lead for involvement to increase the opportunities available and improve the
join-up between lived experience, volunteering, public membership and governor roles.
An “Involved” steering group comprising governors, Quality Improvement lead, Service
managers, leads for the Lived Experience Programme, volunteering, membership and family
and carer leads and key external partners. This group would support co-ordination and
facilitate ongoing two-way information sharing.
Introducing a clear matrix management for our lived experience practitioner workforce and
ensuring that the LXP workforce remains accessible and diverse. The LXP workforce will
report activity to, and be supported by, the therapies executive.

A number of indicators will help us to know that we are making progress. Patient experience data
will be more representative of stakeholder populations and will be constructed to inform service
design. We will hear more from ‘hard to reach’ groups – including those who are more deprived or
vulnerable. Quality improvement projects will be supported by relevant and prepared userpopulations and projects will benchmark well against national standards of co-production
involvement. Well-attended public forums will provide a mechanism for wider information-sharing
such as consultation on key issues and mental and physical health skills workshops. Engaged teams
will deliver improvements to care-plans in terms of co-production and opportunities for
involvement.
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Building Block Three: Creating a safety and learning culture
Patient safety is about maximising the things that go right for our patients and minimising the
things that go wrong. Making mistakes is human and we will reduce the potential for error by
learning and acting when things go wrong. Patient safety is everyone’s responsibility.
We want everyone in Oxleas to feel comfortable talking about safety problems and how to resolve
them without fear of blame or punishment. We will create team cultures where everyone feels
psychologically safe and knows that their concerns will be treated openly and with respect.
Our 2020 staff survey shows that we have more to do to achieve the culture we want. Our results
around patient safety have been static and match only the median scores for similar trusts.
Our future approach is shaped by the best practice set out in the National Patient Safety Strategy.
This highlights psychological safety, tackling blame, valuing diversity, having a compelling vision,
good leadership and teamwork, openness and support for learning, and kindness and civility as the
key ingredients for a safety and learning culture.
The foundations have been laid with our new values and our Quality Management Framework that
emphasises the need for continuous and systematic improvement. Our ‘just culture’ approach also
helps by balancing fairness and learning in a way that avoids blame. We will communicate a
compelling vision to staff around psychological safety and leadership. Our approach to safety and
learning recognises the vital importance of upholding our patients’ dignity and human rights.
We will improve our understanding of safety by drawing insights from multiple sources of patient
safety information. We plan to implement the Patient Safety Incident Management Framework to
support learning from serious incidents. This involves moving towards a proactive approach to
learning from incidents and away from reactive and hard-to-define thresholds for ‘Serious Incident’
investigations. Quality of investigation is the priority with the selection of incidents for investigation
based on the opportunity for learning and the need to cover a range of outcomes.
Our current safety priorities for mental health services are:
•
•
•
•

Reducing restrictive practice
Physical health care monitoring after
rapid tranquilisation
Reducing risks of self-harm and suicide
including ligatures
Reducing violence and aggression

•
•
•
•

Understanding of service user
individual risks
Physical health care in mental health
Improving sexual safety
Improving management of co-existing
mental health , alcohol and drugs

For physical health services, our safety priorities are:
•
•
•

Reducing falls
Reducing pressure ulcers
Reducing malnutrition

•
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Prevention, early identification and
management of physical deterioration
and sepsis

•

Antimicrobial
resistance
and
healthcare
associated
infections

•

(including Covid-19)
Safer use of medicines

And, in learning disability services, our priorities are:
•
•

Improving support to people with respiratory illness
Improving the identification of the deteriorating patient

We provide a range of healthcare in several prison settings and the safety priorities for these
services are:
•
•

Ligature risk assessment
Detection and management of deteriorating physical health

We will measure our progress in different ways to capture the voice of service users, families,
carers and staff. We will triangulate feedback from the staff survey and through the Improving Lives
assurance visits and Quality Improvement measures. We would expect improvements in the
recurrent themes that currently emerge from our serious incident investigations, such as
communication, information sharing, risk assessments and mitigation plans.

Building Block Four: Increasing our focus on service inequalities
Covid-19 highlighted a number of health inequalities, including those experienced by BAME people,
disabled people, LGBT+ people, people with learning disabilities and older people. It has also
demonstrated the extent to which people’s health is dependent on a range of social factors
including access to decent housing, employment, and education. We cannot fix these factors alone
but we can work to support our partners to deliver improvements (see Building Block 5 below) and
ensure that we do not entrench existing inequalities.
Our aim for ourselves as a provider is to make sure that people in our area get prompt access to
well-designed patient-centred care that is sensitive to the culture, religion, gender, sexual
orientation and other characteristics of those who use our services. We want the accessibility,
cultural appropriateness and fairness of our services to be assessed on a routine and
comprehensive basis.
To track the experience of different groups, we need to routinely record the ethnicity, religion or
sexual orientation of our services users. Without comprehensive data, we cannot know whether
certain groups are over or under-represented and we cannot know if they have a poorer experience
because of specific protected characteristics. Our aim is to ensure that we know the ethnicity,
disability status, sexual orientation and religion of at least 80% of the people who use our services.
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We review patient experience data by age, disability, ethnicity, gender and sexual orientation and
put in place actions to address poorer experience
The pandemic has accelerated changes to the way we deliver our services, including increasing the
use of telephone and video appointments. Equality Impact Assessments have helped us to identify
that while these approaches offer greater access for many patients, not everyone has access to the
necessary technology. There are also risks to be managed in terms of privacy, cultural barriers,
communications needs due to age or disability. In order to ensure that those receiving virtual
appointments get their needs met effectively, we have established a set of principles regarding the
frequency of face-to-face contacts.
We have made significant progress on the Accessible Information Standard (AIS) and are
increasingly capturing people’s communication and information needs on our patient electronic
record RiO, but potentially less so on other patient record systems. Our plans are for the Accessible
Information Standard to be fully embedded.
We want to use every opportunity to promote inclusion, whether that is in our physical
environment (estate), the way our services are delivered (accessibility and cultural understanding)
or the way services are promoted (multi-channel communications and segmented marketing).
We engage with our local communities to ensure we hear the voices of those who are seldom
heard and to build stronger relationships with protected groups.
We measure our progress by tracking:
•
•

•
•
•
•
•

Patient experience data, including to see whether we can eliminate any significant
differences between people due to ethnicity, age, disability, sexual orientation and gender
Compliance with the requirement to identify, record, flag, share and meet the
Communication and Information Needs of every patient / service user / carer due to
disability or language needs
Data on the increased use of British Sign Language, translated information, closed captions
on video calls etc.
More qualitative data from seldom heard from groups and communities and the use of this
in the shaping of service development
The percentage of patients for whom we hold full demographic data on RiO and other
record systems
The availability of detailed disability access information for all our main sites
Fulfilment rates for our interpreting provision

Building Block Five: Effective partnership working
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We have long understood that we will only deliver the best outcomes for our patients if we work
closely, collaboratively and creatively with our local healthcare providers, partners and local
communities. We take pride in the strong relations we have built with our partners over a number
of years. These have helped us to adapt extremely quickly and flexibly to meet the needs of our
patients during the uncertainties of the pandemic. The strength of these relationships also
provides an excellent platform for navigating the changing NHS landscape, at both a local and
national basis, over the coming months and years.
We play an active part in the leadership of ‘Our Healthier South East London’, one of the first 15
integrated care systems in England. In April 2020, South East London CCG became a single
organisation – putting us in a good position for progressing into the new arrangements. Our
integrated care system is likely to comprise both a statutory NHS body and a health and care
partnership. We are committed to ensuring that these new arrangements work effectively and
deliver benefits for our patients and our people.
Our commitment to effective partnership working is shown in a number of ways, including through
our formal partnership structures. We have regular partnership meetings with Lewisham and
Greenwich NHS Trust. These have helped us to identify and develop innovative new solutions to
shared problems and build on the excellent collaborative working that already exists. We also are
members of local place-based or borough-based partnership groups in each of our three boroughs
and we are involved in the development of borough-based alliance structures.
We are founding members of the South London Partnership, with South West London and St
George’s NHS Trust and South London and Maudsley NHS Foundation Trust. This partnership has
achieved significant benefits for the quality of our patient care by working at scale e.g. reducing
dramatically the distance that children have to travel to access specialist mental health services.
The South London Partnership represents a third of the new Provider Collaboratives established
nationally.
Oxleas is also committed to working in partnership across the range of our services and with people
who use our services, with their carers and loved ones, with local community groups and others, as
described above.

Building Block Six: Reducing violence, aggression and abuse against our staff
There is sometimes a perception that facing violence, aggression and abuse is a part of the day job
in a mental health and community trust. We want to make it clear that no-one should have to
come to work to be the target of this kind of behaviour. Oxleas does not tolerate violence or abuse
against its staff and it takes a strong stand against any racist, homophobic or other discriminatory
actions and behaviours.
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We have a package of interventions in place to reduce the incidence of violence, aggression and
abuse against our staff. There are a range Quality Improvement initiatives to reduce violence and
learning from successful initiatives is disseminated to other teams. Our ‘body worn cameras’ pilot
has been welcomed by both service users and staff and can help to diffuse tensions. Personal
alarms have also been issued to staff.
We are working closely with the Metropolitan Police to ensure that attacks against our NHS staff
are approached with the same rigour as attacks against the police. We are establishing a six-weekly
steering group with the Metropolitan Police to track progress and share learning and best-practice.
We have a clear process in place to ensure that staff members are given full support after incidents
and to gather feedback and lessons learned for the future. We continue to promote the ‘It’s Not
OK’ initiative in our wards and our teams.
We will track our progress through the staff survey data that assesses the incidence of violence and
discrimination, through the number of incidents and through the feedback from the questions
about the support received from managers and teams.

Building Block Seven: Increasing Digital and Remote Service delivery
Digital technology opens up the opportunity for our patients to take an increasingly active role in
their health and care. We want our patients to be able to access care in different ways and are
working with staff and service users to design and develop this.
Digital services create opportunities for carers and other key members of our service users support
networks to join appointments or access patient’s digital records with their permission. Digital
appointments will increasingly mean that clinicians can offer appointments from different locations
at different times to better suit our patients’ needs.
We are creating a new digital personal health record – Oxcare which will enable clinicians to share
information such as care plans, letters and leaflets together with recommended digital self-help
tools that can play a pivotal role in supporting people between appointments.
We recognise that not all our service users or carers will have the skills or equipment they need to
engage with us in this way so we will review regularly to ensure that technology does not become a
barrier to accessing our services.
We have made excellent progress in introducing digital tools to improve our clinical processes and
pathways, digitising many administrative tasks. The pandemic has accelerated the roll-out of our
remote service delivery offer with many patients receiving consultations and treatment via video or
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telephone, as well as carers joining therapy and inpatient ward rounds remotely, using video
conferencing tools.
Our extensive patient experience survey of 35000+ service users between March and July 2020
demonstrated the viability of including virtual technology in our patient offer. We have discovered
that virtual contacts are acceptable and may be more convenient to a significant proportion of our
users, particularly as treatment progresses. We now need to standardise our offer and ensure that
we establish digital pathways across all appropriate services to complement our existing face to
face offering. We will start this work in Spring 2021 and will focus initially on Bromley Mental
Health services.
Offering services digitally will provide more attractive flexible working opportunities for our staff
and may allow us to think more creatively about the location of our workforce. As the needs of our
patients and workforce change, we will also need to consider how we use our space differently in
the future.
We already have some great examples of the innovative use of technology by clinicians within our
services but to achieve our ambitions we recognise that all staff will need both the skills and
confidence to use technology to provide ‘people-first, digitally enabled’ care.
To support our clinicians, we will produce clinical guidance on ‘Staying Connected’ which will be a
trust wide document supporting clinicians in the use of digital appointment platforms for different
appointment types and interventions. This will be developed over the next few months and will
draw on best practice within Oxleas and the SLP but also within the wider international community.
During 2021 we will also establish our digital ambassador programme which will provide support
for staff to become confident in digital technologies and processes. We will be developing this
programme with our SLP partners.
It is essential that we ensure that all staff have the right equipment to deliver care in different
ways. We have already published our draft ‘Digital Personas’ for all Oxleas staff. This will
standardise the digital equipment for all roles within the trust. We are aiming to ensure that all
staff members have the right equipment for their ‘persona’ during 2021 which will enable them to
have the same user experience as in the office when working remotely.
We will also focus on how we can enable our service users to use technology to take a more active
role in their health and will support them in doing so, particularly if they are vulnerable or unsure
about using technology. This will be a key activity as we roll-out Oxcare over the next couple of
years.
We will track our progress by monitoring:
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•
•
•
•

Usage of our digital pathways and the different types of clinical contact provided by our
services
Feedback from our patients on their experience of our remote services through additional
surveys of our patients, carers and staff
Patient outcomes to ensure parity across the different pathways
Any reduction in our travel-spend and need for office space as more team and clinical
meetings are held digitally and people work remotely.

Building Block Eight: Making best use of resources
Finances
To achieve our ambitions, we need the right financial resources to deliver sustainable change.
Before the pandemic, the underlying financial deficit for South East London was £265m. Oxleas
accounted for £13.5m of this deficit as we entered 2020/21. A revised financial regime was
introduced for the pandemic but we will soon revert to a position where we need to deliver
challenging cost improvement plans.
We will be operating with revenue and capital control totals set for the South East London
integrated care system (ICS). This will require negotiation across all our ICS partners and a more
system-wide approach. A key focus for Oxleas will be to ensure that mental health and community
health services achieve parity with acute health funding.
Key investments into our mental health provision will come from Mental Health Investment
Standard monies. This will address the experience of our mental health patients right across our
care pathways. The pandemic has sadly extended our waiting times and we will be bidding for a
share of the national £500m mental health waiting list fund to address these issues in 2021/22 and
support our work to deliver ‘Zero Delays’. The trust will continue to bid for new work e.g. in prisons,
and we will extend our Provider Collaborative opportunities with our SLP partners. Any new bids
will be expected to make a minimum of 13% contribution to our existing overheads and to
contribute to our future Cost Improvement plans.
The key strands of cost improvement and transformation work will be:•
New ways of working – taking advantage of new opportunities to build fit-for-purpose
infrastructure, including both IT and estates investment, that enables us to release estate we do
not need in two to five years’ time.
•
Mental Health Transformation – including crisis, beds and community mental health
services resulting in increased productivity and sustainably fewer occupied bed days. Investment
will be required to make these new pathways and ways of working sustainable. This is a key part of
our work to deliver ‘Great Out-of-Hospital care’.
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Community Physical Health Transformation - this would include our intermediate inpatient
units as well as our community offering including work with our primary care colleagues and
inreach into our local acute trusts. This would require investment in our community offering as
part of both the Home First model and Diabetic community model.
•

•
Workforce – including increased focus on targeted recruitment and retention strategies, to
reduce our reliance on temporary staffing, as well as better managing our rosters.
We have maintained very healthy cash balances to date and have been able to deliver breakeven or
surplus positions to date, but this has involved relying on one-off (non-recurrent) measures rather
than sustained efficiencies. We need to focus on delivering sustainable cost improvement plans
over the course of the next three years in order to ensure that both our revenue and planned
capital investment programmes can be afforded.
We have identified a five year capital programme, covering both IT and Estates and Facilities, which
will require £62.1m to March 2024.

Environmental sustainability
Oxleas is committed to environmental sustainability. This is the responsibility to conserve natural
resources and protect global ecosystems to support health and wellbeing, now and in the future.
We take this responsibility seriously and will consider the impact of our decisions in this context.
We will work to meet the sustainability targets set out in the 2020/21 NHS Operational Planning
and Contracting Guidance. We have been working successfully to reduce our estate-produced
carbon emissions for a number of years and we are working with experts to compile a Carbon
Reduction Roadmap. This roadmap will ensure that we develop the depth and breadth of approach
needed to support the achievement of the ambitious NHS long-term target of zero carbon
emissions by 2040. This will require a committed effort across Oxleas and we will harness the
expertise and appetite already existing within our workforce to drive change. As well as considering
technological solutions, we need to encourage, support and incentivise widespread changes in
behaviour to support our goals.
The reinvigoration of the Trust Sustainability Group is the first step, and this diverse group will
oversee a series of specific task groups and monitor progress. Our initial focus will be on reducing
waste and increasing our recycling of waste; reducing the use of fossil fuels in running our buildings
and considering changes to the way we operate to minimise the environmental impact.

For more information about Oxleas NHS Foundation Trust
If you need help in a crisis, you can access information here: http://ow.ly/WApTf
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Follow us on twitter @OxleasNHS
www.oxleas.nhs.uk
We are keen that people who use our services tell us about their experiences, good or bad, to
enable us to learn: please access the ‘What you think’ site here: http://oxleas.nhs.uk/yourviews/comments/
If you are a member of staff and you have a question or a comment, please use the ‘Ask Matthew’
function on the Ox intranet page.
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Summary and Highlights
We reported to the Council of Governors in December that we had received a disappointing
inspection report from the Care Quality Commission when they visited our Older Adult
wards to look at ligature risks. This inspection resulted in the Care Quality Commission
issuing us with a warning notice for not meeting regulation 12 in relation to ligature
management on the Older adult wards.
We have taken immediate action in response through our Ligature Management Group led
by Christine Kapopo, Associate Director of Nursing.
1. Background
Oxleas was issued a warning notice and must do actions for not meeting regulation 12; safe
care and treatment with regards to ligature management on the older adult wards. This
means that:
· The trust must ensure that staff regularly review and update their environmental ligature
risk assessments, at least annually and after a serious incident has occurred.
· The trust must ensure that all ligature points on the environmental ligature risk
assessments are appropriately assessed.
· The trust must ensure that all environmental ligature assessments record adequate
mitigation to reduce the risk of ligature anchor points, especially whilst waiting for ligature
reduction works to be completed
· The trust must ensure that the local induction of new and temporary staff includes the
ligature risks on the ward and how they are managed.
2. Progress on action plan
The CQC action plan aims to deliver a more efficient structure and a sustainable and

inclusive process to identify and mitigate ligature risk.
A ligature management group was re-established in November 2020 to oversee ligature risk
management in the trust and more immediately the delivery of the CQC action plan. Terms
of Reference for the group have been revised to expand membership to include colleagues
from the Quality Team and from the prisons. The group is now chaired by the Associate
Director of Nursing.
We have appointed a Ligature Risk Management Nurse (band 8a)to support with clinical
risk minimisation especially where there are residual potential ligature anchor points.
Our ligature assessment tool and process has been reviewed resulting in a more efficient
process and better collaboration between key stakeholders. Feedback has been consistently
good, citing that the tool and new process are user friendly and ward managers are better
engaged with the process.
To sustain the good work, the Ligature Management Group is reviewing the Ligature Policy
with greater input from clinicians. Ligature awareness training is being developed and the
first three sessions will be delivered via webinar at the end of March 2021.
All new staff will access awareness training as part of their induction to the organisation and
specific guided floor walk on their arrival to a service.

Reducing restrictive practice - restraint reduction
Reducing the use of restraint is one of our patient safety priorities and our progress in this
area is overseen by our Performance and Quality Assurance Board Sub-committee.
Restraint is an act carried out with the purpose of restricting an individual’s movement,
liberty and/or freedom to act independently. This may or may not involve the use of force.
Restraint does not require the use of physical force, or resistance by the person being
restrained, and may include indirect acts. (Equality and Human Rights Commission 2019).
Oxleas training provider teaches clinical staff to avoid the use of restraint and our
reducing physical restraint strategy aims to reduce restraint. The strategy includes
prioritising a focus on therapeutic environments and promoting skills in de-escalation. Our
strategy had a target of reducing restraints by 10% and rapid tranquilisation by 20% in
2010/21 and 30% in 2021/22.
The strategy implementation work plan is led by the Reducing Restrictive Practice group
chaired by the Associate Director Nursing. It last met on 11/03/2021. Its membership
includes matrons, practice development nurses and professional leads.
During 2019/20, our restraint data shows that 37% has been prone and 51% supine. 10%
prone to supine (initially held in prone position but then changed to supine) and 2% supine

to prone (initially held in supine but then changed to prone. This is typically as a result of
kicking, punching, spitting or biting).
Our target of reducing restraints by 10% and rapid tranquilisation 2020/21. The baseline has
been agreed to be an average of the Quarter 1 data, average for Total Restraint is 50 and
the average for Prone Restraint is 7. In the last 3 months there were a total of 66 incidents
of restraint recorded for January 2021. Of the 66 incidents, 4 were recorded as “Physical
restraint – Prone. This target has not been met and can be attributed to the acuity of
patients admitted to the wards and Covid 19 related restrictions such as smoking & visiting
There is requirement that all services aim to eliminate prone restraint. The trust is
determined to employ potential alternatives to the use of prone restraint. Other
organisations have reported success in reducing prone restraint with the introduction of
safety pods. At Oxleas, Goddington Ward are piloting the use of a safety pod after which we
will introduce safety pods to all mental health wards.
We are focusing through the London Safety in Mental Health Wards programme on cultural
and behavioural change and quality improvement using the See, Think, Act Framework and
Human Factors on Goddington, Avery, Millbrook Wards. Our Quality Improvement project
on reducing violence and aggression – Tests of change includes preventive strategies,
including de-escalation, ‘positive behaviour support', and use of the Broset Tool. Our work is
further supported by body worn cameras being in place on all the acute mental health
wards since July 2020 following a successful pilot since September 2019.
Key Benefits:
Improving patient safety and experience through better ligature risk management and
reducing use of restraint.
Recommendation:

To note the report
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Summary and Highlights
A quality management framework (QMF) is a flexible way to define our approach to quality.
The QMF will mean we need to place equal importance
to all four quality components:
• Quality planning (Qp) – understand the priorities
for improvement and design appropriate
interventions
• Quality control (Qc) – maintain quality and know
when it slips away
• Quality assurance (Qa) – independently check
the quality and lastly
• Quality improvement (Qi) - deliver the improvement
Each of the quality components are inter-dependent of each other. In addition to these four
quality components there are three key enablers:
•
•
•

Clear vision and purpose – aligning our work with the organisation’s priorities and
having a shared purpose
Enabling leadership – beliefs, attitudes, skills and behaviours that enable
improvement
Co-design and Co-production – a culture of listening and acting

These are all crucial in embedding a continuous improvement learning system that is
understood and supported at every level of the organisation.
The presentation provides an overview of the QMF, why this is being introduced now and
how it will be embedded. Research and collaboration/codesign with internal colleagues and
external organisations such as NHS Improvement, ELFT, Central London Community
Healthcare NHS Trust, Nottingham University Hospital NHS Trust and Healthcare
Improvement Scotland has been conducted to aid the development of this model. The Draft
Quality management framework has been presented to PQAC and Qii committee in
September, Board development day in October and approved by Board in November 2020.

Key Benefits:
This will enable us to embed an improvement methodology which delivers sustained
improvements in the quality, safety and experience of care we provide - empowering staff
to provide better and safer care. It will cultivate and promote the cultures and behaviours
that are seen in other high performing organisations.
Recommendation:
To note the presentation and support the implementation of the quality management
framework
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Summary and Highlights
The National Audit Office has recently revised the ‘Code of Audit Practice’ which defines the
scope of audit work carried out in the public sector. The new Code was laid before
Parliament in 2020 and will therefore apply to all audits from 2020-21 onwards. Due to this
additional audit time will be required across the sector which has resulted in an additional
cost for organisations. These and other adjusted areas include:
1. New Standards and Developments – Additional emphasis on ISA (UK) 540 Estimates
and Related Disclosures and ISA (UK) 570 Going Concern (£700)
2. Revised approach to Value for Money (VFM) – A new set of criteria covering
financial sustainability, governance and improvements in economy, efficiency and
effectiveness (£10,000)
3. Covid-19 external audit procedures – Cost removed as no longer relevant to
financial year (£-7,000)
4. Group Accounts – Removal of group accounts consolidation due to immateriality
(£-1,500)
Grant Thornton UK LLP have requested to increase the 2020-21 audit fee by
£2,200 + VAT (from £59,350 to £61,550). They are currently seeking to maintain the cost of
the Quality Accounts and Charitable Funds Accounts and have proposed to keep the same
fee (£61,550) for both 2021-22 and 2022-23 audits.
Key Benefits:
Statutory requirement to have audited accounts for the Trust that meet the requisite
standards
Recommendation:
The Council of Governors is being asked to note and agree the update on 2020/21 Grant
Thornton UK LLP external audit fees.

Commercial in confidence

Azara Mukhtar
Director of Finance
Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartford
Kent
DA2 7WG

Grant Thornton UK LLP
110 Bishopsgate
London
EC2N 4AY
T +44 (0)207 383 5100

5 January 2021

Dear Azara
Audit Fees
I am writing to initiate the discussion in relation to the 2020/21 audit fee for and set out my request for an
amendment to the 2020/21 audit fee following our fee variation letter for 2019/20 dated 27 February
2020. Given that we are now in our third year of the contract, meaning consideration will need to be
given to whether you wish to extend for the plus two years option, I have covered the fee position in
respect of those two years also to ensure you are fully informed for the length of the contract.
The fee was increased in the prior year as a result of three key areas driving increased audit time across
the sector:
-

a general raising of the quality bar

-

FRC feedback that auditors need to improve the quality of audit challenge on Property, Plant
and Equipment (PPE) valuations across the sector

-

Responding to new accounting standards and local requirements, for example the introduction
of IFRS16

Per our fee variation letter, dated 27 February 2020, we agreed a fee for 2019/20 and 2020/21 of
£52,350 plus VAT for the financial statements audit and confirmed our intention to seek to maintain the
cost of the quality accounts review and charitable fund independent examination as per our current
contract price.
Since then we have been informed that the Trust will no longer be consolidating the charitable fund and
Oxleas Prison Services Ltd in the accounts for 2020/21.
We have reviewed our contract and confirmed that this did not include inflation of 3% for the term of the
contract and as such have had consideration for this in our fee proposal for the 2 year extension of the
contract, this had previously been included in the letter dated 27 th February 2020/21.
Finally, as we made you aware in the prior year fee variation letter, the National Audit Office has
consulted on revisions to the Code of Audit Practice. This defines the scope of audit work in the public
sector. The most significant change is in relation to the Value for Money arrangements.
The new Code was laid before Parliament in April 2020 and will apply from audits of local bodies’ 202021 financial statements onwards.
More details have now emerged of what is expected of auditors, and therefore we have been able to
assess the cost impact of this as shared in our letter dated 17 November 2020. We expect this to equate
to £10,000 and this has been reflected in our fee proposal below.

Chartered Accountants. Grant Thornton UK LLP is a limited liability partnership registered in England and Wales: No.OC307742.
Registered office: 30 Finsbury Square, London EC2A 1AG. A list of members is available from our registered office. Grant Thornton
UK LLP is authorised and regulated by the Financial Conduct Authority. Grant Thornton UK LLP is a member firm of Grant Thornton
International Ltd (GTIL). GTIL and the member firms are not a worldwide partnership. Services are delivered by the member firms.
GTIL and its member firms are not agents of, and do not obligate, one another and are not liable for one another’s acts or omissions.
Please see grantthornton.co.uk for further details.

grantthornton.co.uk

Commercial in confidence

Shown below are the 2019/20 and 2020/21 fees for comparison purposes:

Area

2019/20

2020/21

Original Contract Fee – Financial 47,500
Statements

47,500

Raising the Quality Bar

2,200

2,200

PPE

1,850

1,850

New Standards and
Developments (1)

800

1,500

Removal of Group Accounts

-

(£1,500)

Impact of Covid-19 on Audit
Procedures

7,000

-

Fee for Revised Value for Money Code

10,000

Sub Total

59,350

61,550

Quality Report (2)

1,000

8,000

Charitable Fund

4,000

4,000

Total

64,350

73,550

(1) For 2019/20 this was for the work in relation to IFRS16 on Leases, although deferred some
review of disclosures was required. For 2020/21 this is to cover the costs of the changes to the
following Accounting Standards which will be applicable for the 2020-21 Financial Year: ISA
(UK) 540 – Auditing Accounting Estimates and Related Disclosures, and ISA (UK) 570 – Going
Concern
(2) This proposal is on the basis that the audit requirements in respect of the Quality Report return
to what they were prior to 2019-20, when the requirement for external assurance was removed
following the onset of the Covid-19 Pandemic. Should these requirements change or be
removed completely then we will provide an update to Management and the Audit Committee
on the potential fee implications. We do note some initial work has already taken place to
review the Governor selected local indicator for appropriateness.
This would give a fee for the statutory accounts audit for 2020/21 of £61,550 plus VAT. Again, we would
seek to maintain the cost of the quality accounts review and charitable fund independent examination as
per our current contract price.
For the two years extension, given we would not include inflation, we would suggest fees for 2021/22
and 2022/23 would be consistent, not withstanding any further developments in the sector.
I hope this is helpful and allows you to make an informed decision. Should you wish to discuss this
further, please do not hesitate to contact me.
Yours sincerely

Sarah Ironmonger
Director
For and on behalf of Grant Thornton UK LLP

Grant Thornton UK LLP.

2

60th Council of Governors
18th March 2021
Agenda item

Holding NEDs to account

Item from

Richard Diment, Lead Governor

Attachments

Front Sheet only

Item
Enclosure

9
7

Summary and Highlights
Governor Board report
Since the December Council of Governors’ meeting, scheduled governor observers at the
Board and Board sub-committee meetings are listed below.
Board
January – Sue Sauter, Sue Hardy
March – Ray Warburton, Sue Sauter, Lesley Smith, Steve Pleasants
Business Committee
January – Steven Turner, Margaret Adedeji, Lesley Smith
February – Margaret Adedeji, Rebekah Marks-Hubbard
March – scheduled to be Ray Warburton, Kara Lee, Rebekah Marks-Hubbard
Infrastructure Committee
February – Sue Sauter, Sue Hardy, Les Clark
Audit & Risk Assurance Committee
January - Ray Warburton, Sue Sauter, Steven Turner
March – scheduled to be Sue Sauter, Lesley Smith, Stacy Washington
Workforce Committee
January – Simon Hiller, Kara Lee, Janice Algar
March – scheduled to be Simon Hiller, Margaret Cunningham, Lesley Smith
Performance and Quality Assurance Committee
January – Ray Warburton, Les Clark, Lesley Smith
February – Kara Lee, Les Clark
March – scheduled to be Sue Hardy, Les Clark, Rebekah Marks-Hubbard
Quality Improvement and Innovation Committee
January – Simon Hiller, Sue Hardy, Margaret Cunningham
March – scheduled to be Simon Hiller, Janice Algar, Les Clark

Partnership Committee
January – Lesley Smith
February – Ray Warburton, Steven Turner, Lesley Smith
March – Yvonne Bear, Ray Warburton, Steven Turner
Key Benefits:
Governors are able to observe non executive directors carrying out their roles chairing
board committees and share feedback as part of the appraisal process.
Recommendation:
The Council of Governors are asked to note.
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Summary and Highlights
The Membership Committee has met twice since the last Council of Governors - on 14
January and 4 March 2021.
At both meetings, governors received an update on building service user/carer interest
group membership. Progressing membership within the Forensic and Prison interest group
has been delayed due to Covid priorities.
In February, Simon Hiller, Service User/Carer Governor: Children and Jo Mant, Head of
Stakeholder Engagement met, with the support of Partnership Governor, Carl Krauhaus
from Charlton Athletic Community Trust (CACT), two young people from Charlton Athletic’s
Kicks Programme to discuss how the trust can work with CACT to develop young people’s
membership for the trust. The group is planning to meet again this month.
In March, Simon Hiller and Jo Mant met with colleagues from Organisational Development
to explore what opportunities are available/planned for the future which may be of interest
to young people. These will be promoted alongside membership when available.
Committee members continue to discuss how virtual member communications can be
increased including having informal online ‘wellbeing’ themed sessions for members and
the promotion of the Oxleas’ films available on social media. To move this forward,
Governors wish to set up a sub-group of the Committee to focus on member
communications – electronic, website, social media and postal.
A virtual Council of Governors’ Review was launched in March, comprising some elements
from the 2020 AMM, Recognition Awards and a short film featuring governors reflecting on
their experiences as governors during the last year.
Key Benefits:
This activity aims to increase engagement with our membership.

Recommendation:

The Council of Governors is asked to note the report
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Agenda item

Lead Governor & Governor elections

Item from

Sally Bryden, Associate Director of Corporate Affairs & Trust
Secretary

Attachments

Lead Governor role

Summary and Highlights
Having completed his final term of office, our Lead Governor, Richard Diment will step down
at our Annual Members’ Meeting (AMM) later this year. We therefore need to elect a new
Lead Governor in the Summer to replace Richard when he steps down.
We have a significant number of governors (20 in total) who will need to re-stand in this
year's Summer elections having completed their current term of office. These are:
Public Governors (7 in total)
•
•
•
•
•
•
•

Sue Hardy (Bexley)
Joseph Hopkins (Bexley)
Sue Sauter (Bexley)
Margaret Cunningham (Bromley)
Liz Moss (Bromley)
Steven Turner (Greenwich)
Ray Warburton (Rest of England)

Service User/Carer Governors (7 in total)
•
•
•
•
•
•
•

Tina Strack (Bexley Adult)
Steve Pleasants (Bromley Adult)
Ruvimbo Mutyambizi (Bromley Adult)
Marc Goblot (Greenwich Adult)
Claire Wheeler (Greenwich Adult)
Raja Rajendran (Learning Disability)
Frances Murray (Carers)

In addition, Lesley Smith, Service User/Carer Governor representing Bexley Adult Services
will step down at the AMM having completed three terms of office.

Staff Governors (6 in total)
•
•
•
•
•

Janice Algar (Bexley Adult)
Margaret Adedeji (Bromley Adult)
Rebekah Marks-Hubbard (Greenwich Adult)
Sharon Rodrigues (Adult Learning Disability Services)
Suraj Persand (Forensic and Prison Services)

In addition, a staff governor vacancy will arise in Children’s Services with the transfer of
Health Visiting services to another provider at the end of March 2021.
Election process – Governor elections
We are planning to run the main governor elections from May-July 2021.
Election process – Lead Governor election

Due to above, the Lead Governor election will be run straight after the results of the
main governor elections are announced in July 2021. In order to stand for election as Lead

Governor, a candidate should have the support of one other governor willing to sponsor
their nomination.
Any new governors elected to the Council in the 2021 elections will be excluded from
standing as Lead Governor as they would not have officially joined the Council at this point.
We will be managing the Lead Governor election process internally this year.
The role description is attached. For further information or an informal discussion regarding
the Lead Governor role, please contact Sally Bryden or Richard Diment.
Key Benefits:
Regular elections keep the Council of Governors refreshed and reduce the number of
vacancies on the council.

Recommendation:

Governors are asked to note the elections plans

Lead Governor role
How is the lead governor appointed?
The lead governor is chosen by the Council of Governors.

What does the lead governor do?
Our lead governor
•
•
•
•
•
•
•
•
•
•

can raise issues directly with the trust’s chair and chief executive
meets with the trust’s chair to discuss governor matters and items for discussion at
the Council of Governors
acts as a point of contact and liaison for the chair and senior independent director
acts as a coordinator of governor responses to consultations
chairs the informal Council of Governors meetings which precede each Council of
Governors
Sits on statutory committees such as the Nominations Committee and Membership
Committee
participates in the Governors Standards Committee
works with the senior independent non-executive director or chair regarding the
annual performance appraisals of the chair and non-executive directors
gives an address to the annual members’ meeting on behalf of the governors
is involved in the training and induction of new governors

In addition, the lead governor is the point of contact for NHS Improvement and can liaise
with them on behalf of the governors, in circumstances where it would be inappropriate
for NHS Improvement to contact the chair, or vice versa. However, such contact would only
happen, for example, should NHS Improvement wish to understand the view of the
governors about the capability of the chair, or be investigating some aspect of an
appointment process or decision which may not have complied with the trusts’ constitution.
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Agenda item

Review of Governors’ training and guidance

Item from

Sally Bryden, Director of Corporate Affairs & Trust Secretary

Attachments

Governor development programme 2021

Summary and Highlights
We are committed to providing our governors with the support and training they need to
carry out their role. Over the last year, we have provided a range of opportunities which
have been taken up by governors. These include:
•
•
•
•
•
•
•
•

all 7 governors undertook a two-session induction programme on joining the council
3 governors attended NHS provider GovernWell courses
11 service visits/corporate sessions were held during 2020 (with a total of 52
attendees over the 11 dates)
1 governor undertook an in-house training course relating to a particular committee
11 governors attended informal meetings to meet members of the Executive team
and trust secretariat
6 governors joined virtual NHS Providers governor workshops
4 governors joined the virtual NHS Providers Governor Focus 3-day event
Provided governors with support when moving to virtual meeting platforms

We have put together a similar programme of development opportunities for next year and
would welcome suggestions from governors of any additions they feel would be helpful.
Key Benefits:
To support governors with the skills and knowledge they need to undertake their roles
effectively.
Recommendation:

To approve the development programme for 2021 and suggest any potential additions

2021 Governor Development programme

Widening horizons

September

Internal

27 September, 3.30-4.30pm
Bromley Adult Services

Informal coffee mornings/afternoon tea

October

Opportunities for governors to meet regularly
on an informal basis, with an invited Executive
guest.

Observing the Board and its sub-committees
Opportunities to observe the Board and its
sub-committees in action as part of your role
of observing NEDs as part of holding them to
account for the performance of the Board.

Directorate/Service visits

13 October, 9-10am
Bexley Care Services
Date to be confirmed
Forensic & Prison Services
November
2 November, 9.30-10.30am
Adult Learning Disability Services

February

Information sessions

22 February, 11.30am-12.30pm
Greenwich Adult Services
March

21 January, 10-11,30am
Informatics - how we are using technology to
improve the patient and staff experience and
improve efficiency

22 March, 3.30-4.30pm
Bromley Adult Services

5 March 2021, 2-3.30pm
Service user involvement @ Oxleas

April

19 April 2021, 2-3pm
Mainstream Volunteering @ Oxleas

14 April, 9-10am
Bexley Care Services
22 April 2021, 9-10am
Children & Young People’s Services
May
19 May, 10-11am
Adult Learning Disability Services
July
6 July, 9.30-10.30am
Greenwich Adult Services
14 July, 3-4pm
Children & Young People’s Services

23 April 2021, 2-3.30pm
Lived Experience Practitioner Programme
To be confirmed
Service User Volunteering @ Oxleas
23 June, 9.30-10.30am
Carers update
10 November, 9.30-10.30am
Carers update

External
NHS Providers - GovernWell
Opportunities to attend Governor
conferences/networking events.

2021 Governor Development programme

Personal development
Internal opportunities
28 Jan, 9.30-10.30
NHS Finance – Steve Dilworth/Azara Mukhtar
Further workshops on subjects can be set up
on request

External opportunities (course fee paid
by Oxleas)

Videos
Oxleas video libraries – catch up on meetings
of the Board and Council of Governors,
Oxwide broadcasts, find out more about our
services, conditions and how to manage them.
•
•

YouTube
Vimeo

NHS South East London Clinical
Commissioning Group
•

YouTube

NHS Providers - GovernWell
•
•

Core Skills (for new governors)
Membership engagement
(for Membership Committee Chair)

External opportunities (free courses)
The King’s Fund
•

The NHS explained: how the health
system in England really works (online
course). Click here to find out more

NHS England – Get Involved
Click here to find more information

Resources
Reading
Oxleas NHS Foundation Trust
Governor intranet
NHS Providers
Governor policy briefings and articles
The King’s Fund
Integrated Care Systems explained: making
sense of systems, places and neighbourhoods

March 2021

