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1. Introduction and context

The Good Governance Institute (GGI) was appointed by Oxford Health NHS Foundation Trust (Oxford/the trust)
to deliver a quality governance review. The fieldwork took place between September and early December 2022
and coincided with the trust facing a major IT problem cause by a cyberattack on a third-party provider. Whilst
this had a major impact on the trust and its working over the summer, colleagues worked closely with us during
this review and we are conscious of the additional pressure this placed on them. Nevertheless, it showed the
trust in a good light and our findings were unaffected by it.

This review focuses on quality matters in the trust and has been undertaken to provide an independent view of
areas of best practice and improvement. In line with this, below is a summary of findings and recommendations
based on a review of the quality systems both at board level and within the trust and on six of the CQC'’s Key
Lines of Enquiry (KLOEs) related to quality issues. Detailed analysis of findings is included in section 4 of this
report.

The trust has a clearly stated ambition to become ‘outstanding’ in CQC terms. It is a well-rehearsed axiom

that the gap between good and great and by analogy between good and outstanding is larger than might be
thought. Our overall view of the trust is that it is in a good place, is well run and is thoughtful and practical about
developing itself. Its clinical values are of a high standard and its work on quality improvement is embraced

by many of its staff and the infrastructure in place is largely the right one. We believe the board needs more
confidence in itself and to demonstrate that it is controlling its work and the strategic direction of the trust.
Creating a compelling narrative would mark a transition from a board with a number of new executive and
non-executive members learning about one another to a collegiate group working cogently and coherently on
a shared, strategic agenda. Taken together, the watchword that encompasses much of what we have observed
and are recommending is ‘focus’.

Our review followed a well-established methodology based on the triangulation of evidence from a variety

of sources. We used the extensive experience of our review team to assess the relevance and significance of
the observations we made and data we collected. The team included an expert clinician, who led the work on
quality issues.

We gathered information in the following ways:

. observation of key meetings (board of directors in public and private session, board assurance
committees, council of governors)
o document review (based on agendas of meetings for the board and its committees held during the

2021-22 calendar year)

interviews with board members, the lead governor, and other internal stakeholders

one focus groups with three associate director clinicians

one focus group with a small group of governors

one interview with a non-executive director (NED) of the Buckinghamshire, Oxfordshire and Berkshire
Integrated Care System

. a short survey of clinical staff.

GGl's review team comprised: Professor Andrew Corbett-Nolan (Chief Executive), Peter Allanson (Principal
Consultant), Joanna Watson (Senior Consultant), Jonathan Warren (Associate of GGI), Lucie Le Faou (Consultant)
and Leonore Lavorel (Analyst).

The review is limited to the documentation provided to GGI during the period described and the information
shared by those we interviewed or observed at meetings. Most people selected for interview were able to make
themselves available. However, we were disappointed not to have been able to arrange more focus groups or
hold a more detailed discussion with local system leaders. Ten colleagues responded to the survey we put out
and were supportive of the trust and its leadership. There were a handful of less positive responses which were
not backed up by any commentary. However regrettable their absence we remain confident that our findings
reflect the current state of play.

The review team would like to thank everyone who gave their time to be interviewed, as well as those who
provided us with project support and documentation, in particular the director of corporate affairs and her team.



2. Summary of findings and recommendations

We suggest that the trust would benefit from ‘crisping up’ its approach to increase effectiveness and assurance,

especially in the following areas:

quality issues

focus and coordination
papers and data

the value committees add
committees.

This is likely to be achieved by continuing to build a more cohesive approach between NEDs and executives,
recognising that this is a relatively new board. In their turn, committee agendas should be driven by strategic
risks from the BAF, and it is essential that the tendency to create evermore executive groups/committees to

address specific issues stops.

Quality management system

Summary of findings: The trust is currently developing its quality management system and has all the
building blocks for it to become an exemplar quality organisation. It has a committed,
experienced, and knowledgeable executive team that has the delivery of a high-quality
service at its heart. All the components of a high-functioning quality management
system are in place and are facing the right direction. However, to further develop this
we would make the following recommendation:

Recommendations: 1 That the trust develops a quality strategy that defines its ambitions around all
aspects of the QMS including the enablers. This should include:

a. the committee structure to support the ambitions under each of the
components of the QMS
b. the data flows to allow an understanding of what is going well (or not)
and to ensure that the right data is at the right level (team/directorate/
QAC/board), and it is of a manageable and usable amount
& that the ambition around the enablers (leadership behaviours,
coproduction, and equity) are identified and agreed across the trust
board and sufficient resource identified to achieve the ambition
d. the emerging quality assurance programme continues to refine and
develop its approach particularly around the development
of heat maps and peer review; these have real potential but need to
be developed and implemented ion a structured purposeful way that
ensures fidelity to any chosen methodology
e. the extent that the board and the trust want to utilise improvement
science to solve some of its most intractable problems.
Leadership
Summary of findings: The board is made up of an impressive roster of executive and non-executive
colleagues. It has had a period of coming together and is now ready to seize the
agenda and make sure that the board devotes its time and energies into important
matters. The next steps are well within its grasp to achieve.
Recommendations: 2. As the board matures, we recommend that it asserts its right to own its own

agenda, including its role and position in the changing NHS. To do this it
should set out its own narrative of what it values and prioritises. It can
then rebalance its agendas so that it spends the majority of its time on strategy
and looking forward while maintaining adequate control of performance
assurance.

3. The executive team should consider what it means to be a director of a unitary
board and review how to contribute beyond their own portfolio.



Vision and strategy

Summary of findings:

Recommendations:

Culture

Summary of findings:

Recommendations:

Governance

Summary of findings:

Recommendations:

The trust has clearly articulated its vision, values and strategy. The strategy has been
subject to ongoing development. Areas for development are around the socialisation
of the strategy and board reporting so as to link the strategic objectives through to
day-to-day trust improvement.

The ICS is still developing its strategy, which the trust will need to align to. The
development of the ICS provides opportunities for the trust to step forward and
increase its impact through partnership working.

4 To ensure that the trust’s strategy is as effective as it can be the trust should:

a. engage with staff and other partners to socialise the strategy so that
there is widespread understanding of the trust's vision, values
and strategic objectives

b. revisit the reporting of performance in delivering the strategic
objectives, and in demonstrating how these objectives link to
improvement in the trust at a day-to-day operational level.

5 The trust board should spend time reflecting on its role in the ICS, and how it
can maximise its impact so as to deliver the benefits of partnership working.

Overall there is a positive culture in the trust, with an evolving culture of openness and
transparency. While the board is diverse in a number of ways, we heard concerns that
there is insufficient focus on equality, diversity and inclusion; action is being taken but
this needs to be formalised, along with reporting and monitoring of patient and staff
experience.

6 The reporting and monitoring to the board of the different initiatives being
driven forward needs to be developed and formalised. This includes
actions taken in relation to culture, EDI, insight from staff and
service user experience.

Ensuring that each committee and meeting adds value and represents good use of
time is important. There are some basic additional steps the trust can take to improve
— focusing on strategy and the board assurance framework will make a material
difference.

7 Meeting improvements:

° review agenda structures to give a more strategic focus to part of each
committee meeting with the focus driven through the board assurance
framework risks ascribed to each committee; it should then form the backbone
of the work of the committees

. ensure a standardised cover sheet for is completed for all papers, which
should be crisply written and only as long as they need to be to fulfil their brief

J committee chairs should report to the board using the 3As method — alert,
assure, advise

. there should be a short role specification for the senior independent director.

8 Three non-executive directors should sit on each board committee. The role of

the audit committee should be reconfirmed, and its membership
should be revised to be fully independent.



Management of risks, issues and performance

Summary of findings: We have noted how seriously risk is taken. The BAF does not have sufficient
prominence in the work of the board and its committees and will need to be revised
when the strategy is further amended. At operational level the risk register features in
discussions, but we have noted a tendency to create committees in response to issues.

Recommendations: 9 Any new group should be required to pass the nine questions test before
being set up and then should be reviewed at months 1 and 3.

Learning, continuous improvement and innovation

Summary of findings: While research and innovation is a focus within the trust there is more to be done to
make is part of the golden thread that makes it all embracing and a part of the quality
agenda.

Recommendations: 10 By making research and innovation a strategic priority the board should signal

its support and enthusiasm for this topic.
11 It should also ensure that as much airtime is given to spreading news about

activities and achievements, either on its own account or as a part of
Oxford Academic Health Partners and other research bodies.



3. Findings and recommendations

Quality management
Introduction

The reliable delivery of high-quality care requires organisations to have a consistent and coordinated approach
to managing quality that is applied from team through to board level. This is described as a quality management
system (Healthcare Improve Scotland 2022). Any effective approach to improving and maintaining quality in a
healthcare setting must also recognise the vital role played by interactions between people, not least the impact
of leadership behaviours and organisational cultures. It is also important understand the impact of co-production
in understanding the different perspectives on what enables high quality of care. This includes service users,
carers, and direct care staff.

The concept of a quality management system (QMS) is shown pictorially below.
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Quality planning

Oxford Health is currently rated as ‘good’ by the Care Quality Commission and has an explicit aim to become an

outstanding trust, both in terms of the quality of care it provides its service users and patients but also in terms of
the CQC rating.

The trust’s vision is outstanding care by an outstanding team, complemented by the values of being caring, safe
and excellent. Flowing from the vision and values are four strategic objectives:

Deliver the best possible care and outcomes (quality)

Be a great place to work (people)

Make the best use of our resources and protect the environment (sustainability)
Become a leader in healthcare research and education (research & education)

N

Under each objective is a number of aims and measures aimed at delivering that strategic objective. These are
presented as part of the integrated performance report alongside several other objectives (national standards,
benchmarks etc.).
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The discipline of quality planning is essential to building a high-functioning quality management system (QMS).
It helps the organisation sets goals and priorities allowing the organisation structures and process to support this
(Shah 2020).

The current QMS at OHFT has developed in the absence of an easily accessible quality strategy which outlines
the aims of each component of the QMS (including the enabling functions) and the structures and data flows to
support it. Under the strategic goals a number of proxy quality indicators have been developed. It is, however,
unclear why these have been chosen.

The quality strategy should include all domains of the quality management system, identify what the ambitions
are under each of the specified areas and what is needed to monitor progress against the agreed activities. The
absence of a structured approach to quality planning has led to the IPR being over-inclusive and using data on
a just-in-case basis — it often runs to more than 120 pages (including supplementary data) and uses a mixed
methodology of data presentation that at times is confusing. For some of the agreed measures data collection
is sporadic and incomplete, for example 48-hour follow-up, and it is unclear why some measures report on data
for some directorates and not others, for example clinical supervision rates are not reported from the learning
disability services or pharmacy services but are from the other services. There are also examples of trends being
identified using just two data points.

Some of the committees that support the QMS have vast agendas which risk the committee becoming
overwhelmed with content. For example, the quality and clinical governance subcommittee in October had
21 papers including three directorate presentations. Unsurprisingly it ran overtime, and the agenda had to be
rationalised during the committee. This makes it difficult to ensure that key information is not missed or given
insufficient time. This in turn has led to the position where new, additional committees are being established
to take some of the strain. This has included the recently constituted clinical effectiveness committee and an
associated clinical audit group.

The quality strategy should be clear about the role and function of each of the committees that make up the
QMS and about the scope and limits of its functions to enable each one to give sufficient attention to the
matters that are important.

Enablers

Any effective approach to quality management must also recognise the vital element of leadership behaviours
and organisational cultures (including embracing coproduction and equity issues). It is hard to see a planned
purposeful approach to these issues. For example, the development of a ‘just culture’ is reported on in the

IPR under strategic objective 1 (number of staff trained), however under strategic objective 2 the priority

plan of ‘upskilling line managers to lead teams and increase engagement’ is described. It is unclear what the
relationship is between the two and which one is the priority. The trust needs to be clear about the culture it
wants to develop and the leadership behaviours it wants to support this. There is a similar absence of a clear
understanding of the equity challenges faced by the population served by the trust or the trust’s ambition
around coproduction. While both have significant activity surrounding them, more could be achieved by a
focused, coordinated approach.

Quality control (or quality maintenance)

This covers the processes that are in place to monitor performance in real time and then the action taken
when results do not match the agreed performance standards. Ideally, quality control processes are owned by
those directly providing the service. For the trust this would include a number of measures to meet the quality
objectives that are built from team level to board level. They should be sensitive enough to identify areas
where improvement needs to happen and should drive the quality improvement programme. To avoid over-
centralisation, it is key that they are built from team to board rather than the other way round.

The board currently relies on the data provided to it as part of the IPR and associated documents. As noted
above these are voluminous and present data in a variety of different methods (SPC charts, RAG rating,
benchmarking etc.). It is difficult to identify key trends and to triangulate one data set with another, for example
some demand data is presented in the form of benchmarking in section 4a and 4b then further data in
presented in section 6 under patient activity and demand — areas of concern. Several trusts have built data sets
using the CQC domains and identifying key proxy measures for each of the CQC domains. These have been
identified by each team and then built up via directorate, QAC and ultimately board level. This allows for team-
level ownership of data and overt permission is given to teams to act on and make changes as required at that
team level.



Quality improvement

Quality improvement can be defined as “the discipline that concerns itself with improving the level of
performance of a process” (Juran). Complexity thinking highlights that processes are not just about what we

do (technical processes), they are also about the interactions between the people involved (social processes).
However, critical to both technical and social process improvement is a focus on cycles of experimentation which
are informed by ongoing reflection using both quantitative and qualitative data (Healthcare Improve Scotland
2022). The quality improvement programme is hard to see at board level but is increasingly apparent as you
‘open the bonnet’ of the organisation and some impressive work is being done at the directorate level.

The strategy of the improvement team has been to develop improvement hubs and improvement specialists

at directorate level. This seems to be bearing fruit, with teams able to work on what matters to them and use
improvement science to achieve this. The trust now needs to decide how it wants to develop its improvement
capacity. Historically the approach was for a small number of highly skilled practitioners to be trained at master’s
level, but more recently this has changed to a more stratified approach to training — we would support this
approach.

Some trusts use improvement science to tackle even the most intractable problems they are facing, including
national targets, financial targets as well as what matters to individual teams and directorates. Others have
used a more traditional management approach to meet targets and limited the use of improvement science to
working on other ‘softer’ issues. Once the board has made this decision, the quality strategy can develop the
plan to support the training and skills required to achieve the aim. It is not an easy option to use improvement
science in every facet of the organisation, and it takes time and often some support from an external body

to achieve this. It is noteworthy that a number of the executive directors have worked in organisations that
have had ambitions to utilise improvement science throughout the entire organisation so are well placed to
understand the requirements to achieve this.

Quality assurance

This is the discipline that ‘checks’ whether the other aspects of the QMS are working, including:

1. quality planning - are we working on the right things and have we given sufficient resource to achieve
our aims

2. quality control - are we measuring the right things at the right time

3. quality improvement - are we improving the areas that are not working as we want them

4 cultural issues — are our leaders encouraging/allowing teams to improve and work on what matters
most to our staff and patients

a. are we involving patients, carers and direct care staff in identifying what we need to work on

b. are we paying sufficient attention to equity issues.

The trust is currently developing some impressive assurance processes to support the traditional approach

of audit. These include ward/team-based heat maps — these try to utilise proxy measures of available data to
understand the functioning of each team. These are early in their development but have real potential. Currently
(and understandably) they have been built using available data — a different approach would be to ask each
team to identify how it would measure whether it is being successful and build data collection processes around
that. This would allow much greater ownership at a team level.

The second area under development is a peer review system. A few organisations have developed this into an
accreditation programme, although this does take considerable time and resource (Surrey and Borders NHS
Foundation Trust, Salford Royal, ELFT). What is clear is that for a peer review programme to be successful it takes
a structured approach and the utilisation of users, carers or ‘outside eyes’ to support the peer visits. Several peer
review systems have withered due to a lack of a structured, organised resourced approach, or have failed to
recognise warning signs of teams struggling due to the lack of ‘fresh eyes’.

Summary and recommendations

The trust is currently developing its quality management system and has all the building blocks for it to
become an exemplar quality organisation. It has a committed, experienced, and knowledgeable executive
team that have the delivery of a high-quality service at heart. All the components of a high-functioning quality
management system are in place and are facing the right direction, however, to further develop this we would
make the following recommendations.

11
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1 That the trust develops a quality strategy that defines its ambitions around all aspects of the QMS
including the enablers. This should include:

a. the committee structure to support the ambitions under each of the components of the QMS
b. the data flows to allow an understanding of what is going well (or not) and to ensure that the
right data is at the right level (team/directorate/QAC/board), and it is of a manageable
and usable amount

G that the ambition around the enablers (leadership behaviours, coproduction, and equity) are
identified and agreed across the trust board and sufficient resource identified to achieve the
ambition

d. the emerging quality assurance programme continues to refine and develop its approach

particularly around the development of heat maps and peer review; these have real potential
but need to be developed and implemented in a structured purposeful way that
ensures fidelity to any chosen methodology

e. the extent that the board and the trust want to utilise improvement science to solve some of its
most intractable problems.

Leadership
Characteristics of good organisations

* Leaders have the experience, capacity, and integrity to ensure that the strategy can be delivered and risks to
performance addressed.

* The leadership is knowledgeable about issues and priorities for the quality and sustainability of services,
understands what the challenges are and takes action to address them.

e Compassionate, inclusive and effective leadership is sustained through a leadership strategy and
development programme and effective selection, development, deployment and support processes and
succession planning.

* Leaders at every level are visible and approachable.

Following the arrival of a newly appointed but experienced chief executive in 2020, five executive directors have
been appointed including most recently a new CFO, COO and chief people officer. The CEO has a medical
background and clear ideas about delivering care and running the trust. Unsurprisingly, the executive team have
spent time learning to work together.

Equally unsurprising is a tendency for executives to focus on matters within their portfolio and we found relatively
little sense of shared problems and solutions. This also seems to inhibit executive directors feeling able to
behave as unitary board members with thought processes aimed at the organisation as a whole. That is not to
say they do not share these, but we heard relatively little discussion across colleague portfolios.

Although the non-executive team had been stable for some time five NEDs have been appointed since January
2021, which adds to the sense that the board is at a forming stage. The board as a whole is in the midst of an
externally facilitated development programme. Our view is that it is now ready to demonstrate real leadership
of the trust by owning the developing strategy, developing its board assurance framework so that the risks to
achieving its strategy play a much more prominent role in the work of the board’s committees. Rebalancing
agendas so that at least 60% of the board's time is devoted to looking forward, rather than dealing with
operational issues over which its influence is limited, would enable it to exert appropriate control over the trust
and its direction and development.

The board is made up of an impressive roster of executive and non-executive directors. Achieving this ambition
should be well within its grasp.

The board works well with its governors, who have access both to the private board meetings, which is

unusual, and to board committees. In each case they have observer status. This helps them to discharge their
responsibilities of holding NEDs to account for the performance of the board and also to represent the interests
of the membership and the public at large.

The pandemic has reduced the visibility of the board within the trust and also frustrated some of the work of the
council of governors. The board is now back in harness in being around the trust, but governors do not seem to
have resumed all their activities and there are a number who are all but inactive. Some development work with
governors is called for, especially to help them to get to grips with the changing world brought about by the
ICSs in which the trust is involved.



Recommendations

2 As the board matures, we recommend that it asserts its right to own its own agenda including its role
and position in the changing NHS. To do this it should set out its own narrative of what it values
and prioritises. It can then rebalance its agendas so that it spends the majority of its time on strategy
and looking forward while maintaining adequate control of performance assurance.

3 The executive team should consider what it means to be a director of a unitary board and review how to
contribute beyond their own portfolio.

Vision and strategy
Characteristics of good organisations

* There is a clear statement of vision and values, driven by quality and sustainability. It has been translated into
a robust and realistic strategy and well-defined objectives that are achievable and relevant.

e The strategy is aligned to local plans in the wider health and social care economy and services are planned
to meet the needs of the relevant population.

*  Staff in all areas know, understand and support the vision, values and strategic goals and how their role
helps in achieving them.

* The vision, values and strategy have been developed through a structured planning process in collaboration
with people who use the service, staff and external partners.

*  Progress against the delivery of the strategy and local plans is monitored and reviewed, and there is
evidence of this. Quantifiable and measurable outcomes support strategic objectives, which are cascaded
throughout the organisation. The challenges to achieving the strategy, including relevant local health
economy factors, are understood and an action plan is in place.

Vision, values and strategy

The trust has clearly articulated its vision, values, and strategy for 2021-2026, including four strategic themes.
The importance of teaching and research being at the core of the trust was apparent during our work, and is
seen as key to achieving its overall aspiration of being an outstanding trust. The strategy has been subject to
ongoing development, firstly after the CEO joined the trust, and secondly as the recently appointed director of
strategy and partnerships has taken it forward. The board has spent time during 2022 in working to ensure that
the trust’s vision can co-exist with the resolution of difficult problems, as the trust recognises that not all services
are up to the desired standard.

The four strategic themes are considered to be helpful as they can be used in all decision-making. The
objectives are monitored via a data set that is part of the integrated performance report (IPR), which is included
on the agenda for the board and is discussed further below.

The strategy is well-understood by board members. However, while a wide range of stakeholders, including
staff and governors, have been consulted during the course of developing the strategy, and the trust is seeking
to develop a culture where teamwork is paramount, the concensus was that the strategy is not well-understood
across the whole organisation and that further socialisation of the strategy is required.

We heard concerns that there is insufficient time spent at board discussing the strategy and issues relating to it,
and also views that there is too much focus on operational pressures. In our view strategy is the responsibility of
the board, and it would help the board to have clear connections from the strategy through to the day-to-day
operation of the trust. For example, the focus on research could be made more specific, linking through to trust
plans for the models of care, and providing a framework to support investment decisions. Similarly, the strategic
objectives around quality and financial sustainability are both addressed by a reduction in the use of agency staff.

Alignment with the ICS

The ICS provides huge opportunities for the trust to work with the other organisations involved and thus have
greater impact than it can have on its own. The trust has significant strengths which make it distinctive in what
it can offer, including its strong research strand and in particular the biomedical research centre. There are
opportunities to work with others to make a real difference to service users while also helping other parts of the
health and social care system, for example by providing services that will reduce hospital admissions.

13
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To achieve these benefits the trust needs to fundamentally shift its thinking in how it sees itself. It needs to define
population health in collaboration with others, and align its strategy with that of the ICS, as that is developed. It
is often the acute providers who are seen to dominate, so the trust needs to make sure it speaks up for its service
users and demonstrates the wider benefits of mental healthcare and community health services, backed up by
high-quality data. While there is collective responsibility with the other system partners in this, the trust can step
forward to make sure it happens. The contributions made so far by the chief executive and the strategy director
in particular have been acknowledged by the ICS and we have noted a willingness from others to play their part.

Monitoring progress

The integrated performance report (IPR) contains a huge amount of data, making it difficult to navigate. There
are 32 OKRs (objectives and key results) relating to delivery of the strategy; these are RAG rated to report
progress, which is discussed further in KLoE 5 below. The metrics used by the trust need to be prioritised, so that
there is real clarity as to how successfully the trust is achieving its strategic objectives. We heard from individual
directors of plans to address this, but the timelines and responsibilities are not clear.

Recommendations
4 To ensure that the trust's strategy is as effective as it can be the trust should:
a. engage with staff and other partners to socialise the strategy so that there is widespread
understanding of the trust’s vision, values and strategic objectives
b. revisit the reporting of performance in delivering the strategic objectives, and in demonstrating

how these objectives link to improvement in the trust at a day-to-day operational level.

5 The trust board should spend time reflecting on its role in the ICS, and how it can maximise its impact
so as to deliver the benefits of partnership working.

Culture
Characteristics of good organisations

* Leaders at every level live the vision and embody shared values, prioritise high quality, sustainable and
compassionate care, and promote equality and diversity. They encourage pride and positivity in the
organisation and focus attention on the needs and experiences of people who use services. Behaviour and
performance inconsistent with the vision and values are acted on regardless of seniority.

e Candour, openness, honesty, transparency and challenges to poor practice are the norm. The leadership
actively promotes staff empowerment to drive improvement, and raising concerns is encouraged and
valued. Staff actively raise concerns and those who do (including external whistle-blowers) are supported.
Concerns are investigated sensitively and confidentially, and lessons are shared and acted on. When
something goes wrong, people receive a sincere and timely apology and are told about any actions being
taken to prevent the same happening again.

*  There are processes for providing all staff at every level with the development they need, including high-
quality appraisal and career development conversations.

* Leaders model and encourage compassionate, inclusive and supportive relationships among staff so that
they feel respected, valued and supported. There are processes to support staff and promote their positive
wellbeing.

e Equality and diversity are actively promoted, and the causes of any workforce inequality are identified, and
action taken to address these. Staff, including those with protected characteristics under the Equality Act,
feel they are treated equitably.

* There is a culture of collective responsibility between staff and teams, where conflicts are resolved quickly
and constructively and responsibly is shared.

Culture

There is overall a positive culture in the trust, with patient care and clinical excellence, aligned to the latest
research, at the centre. This is a large, diverse and dispersed trust and so inevitably there are sub-cultures and
microclimates. A culture of openness and transparency is evolving and developing under the leadership of the
CEO, with the intention of uniting staff across service lines and geography. The trust has lacked identity in the
past and so this is not yet fully embedded. There is a desire to move towards a learning culture.



The CNO has been promoting a restorative just culture, and staff talked about how this is being used in safety
huddles for incident reporting, and the benefits are now being seen with people more confident about talking
about mistakes.

Equality, diversity and inclusion

We heard concerns that equality, diversity and inclusion (EDI) is not talked about enough at all levels, and that
the trust’s approach needs to be developed further. There are initiatives in place, such as reverse mentoring for
board members, which are raising the profile of EDI issues. The board itself is now much more diverse in a range
of ways, which sends a clear message both internally and externally, and gives a strong starting point. The CPO
recognises that a more sophisticated approach is needed towards EDI and is taking action.

Raising concerns

There is a reporting culture developing in the trust, although it is not consistent across the trust. Reporting can
sometimes be about escalating problems, rather than staff feeling they have the permission to solve problems
themselves, and that they are a key part of the solution in improving the trust and the quality of its services. The
trust has invested in freedom to speak up (FTSU) guardians and raised their profile. There is a positive attitude
towards identifying concerns that are not being reported, which is being addressed through additional staff
surveys, deep dives, exit interviews and the like.

We heard from senior managers about how they look at evidence from complaints, incidents etc, looking for
trends but within a no-blame culture. Since the BBC Panorama programme on the Edenfield Centre there has
been more discussion around the trust’s systems and processes, encouraging questioning and reporting while
supporting colleagues.

Learning from patient/service user experience
We saw and heard awareness of the importance of learning from service users and carers. There is a patient story
at board, and board members carry out service visits where they are keen to hear insights from service users.

Overall it was recognised that there needs to be more focus on listening to staff and service users, and that there
is a need for trust targets that are reported on with relevant data.

Recommendation

6 The reporting and monitoring to the board of the different initiatives which are being driven forward
need to be developed and formalised. This includes actions taken in relation to culture, EDI,
insight from staff and service user experience.

Governance
Characteristics of good organisations

*  Structures, processes, and systems of accountability, including the governance and management of
partnerships, joint working arrangements and shared services, are clearly set out, understood and effective.

e The board and other levels of governance in the organisation function effectively and interact with each
other appropriately.

e Staff are clear on their roles and accountabilities.

The section above, dealing with quality issues discretely, picks up a number of issues that this key line of enquiry
covers. In particular, the interactions of the different levels of quality governance up to board level are discussed
earlier in the report.

The trust has a number of committees to support the board, undertake some more detailed examination of
issues and provide the board with assurance on a range of topics. The roster of committees is typical of most
trusts and serves the board well. All take account of the need to support quality and safety and a number of
discussions that we heard support that view.
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Meeting chairmen are clearly conscientious in their preparation and discharge of the meetings. However, in line
with comments above about the way the board uses its time, there needs to be more balance within committee
agendas so that time is spent on matters other than assurance. Using the risks assigned from the BAF as a
guideline to meeting planning would help, and these should be considered upfront and seen as driving the
agenda rather than being fitted in to a short discussion at the end if there is time. Beginning with strategic

items sets a more appropriate tone for a meeting than a relentless focus on past performance, though the
impact on patients of operational delivery should not be ignored or underestimated. Making sure that items for
information or to note are not discussed is a useful way of freeing up time. The board, either in its own right or
as represented by its committees, may be expected by regulators to know about issues and so members should
read material provided. There is no obligation to discuss everything.

The emphasis boards feel obliged to give to assurance matters highlights a difficulty for them. The length of
time it takes for data to be turned into something that can become part of a performance report is never less
than six weeks. So while the board can rely on the position six weeks ago it probably needs to know what is
troubling the senior team in real time, especially if there is something the board can contribute. We therefore
encourage the discussion of performance to include a current update, either through the chief executive’s
report to the board or through a ‘hot topics’ paper from members of the senior executive with a matter needing
discussion and decision.

By and large the materials provided work reasonably. There is always an argument for crisper and sharper papers
that are only as long as they need to be. What is often missing is the standardised cover sheet that makes

clear what the committee/board is being asked to do, what the provenance — and therefore the authority — of
the paper is in terms of where else it has been discussed, which executive director is the sponsor, and a short
summary. A trust cover sheet exists and should sit on all papers that the board and its committees deal with and
is good practice for other meetings in the trust. Neither the board nor its committees should feel obliged to
discuss papers to note or papers for information unless they raise concerns. Directors are nevertheless expected
to have read these.

In common with other trusts, OHFT seems to be data rich and information poor. That said, colleagues feel

that the position is improving. Nevertheless we observed some confusion in terms of whether RAG rating or
statistical process control methodology is deployed. SPC is used in many trusts and works well for showing
trends and highlighting issues. RAG rating is a blunter instrument. It can be more effective for the board and its
committees to focus on green ratings rather than red ratings. In this way, they can watch and seek confirmation
that these are genuine whereas red ratings reflect what has happened and are likely to have an executive owner
responsible for their resolution. Provided everyone understands how SPC works this is probably the more reliable
indicator and should be introduced consistently.

We noted inconsistency in the way issues and concerns are reported to the board. This matters particularly if
something needs to be escalated and given further consideration. Making use of the 3As technique, where the
chair of the meeting describes the outputs in terms of matters for advice, assurance or action with the sharpest
focus on the third A, consistently allows for read-across between committees and should identify overlaps and
omissions. There is a reporting template included at appendix B.

All our observations have shown us engaged directors asking good questions that elicit information that helps
to give assurance. Chairs could have summarised discussions and conclusions so that it was clear what had been
achieved. Papers being clearer about what was being requested would support this but from time to time the
question ‘so what?' filtered through a number of meetings.

While the newly constituted people and leadership committee is still finding its feet, its ambition to work from a
more strategic, people plan-based agenda is the right one. A revised board assurance framework would help to
deliver this.

We think it would be helpful to set the membership of committees at three non-executive directors plus the
relevant executive subject experts. The current option of two or three NEDs can lead to quoracy issues and puts
extra pressure on the meeting chair to offer views too early in the discussion. In the case of the audit committee
we think it is important to clarify its role and appoint members as appropriate. Currently some but not all
committee chairs sit on it, which does not feel right, and our recommendation is for it to be made up of wholly
independent NEDs able to discharge the main responsibilities of overseeing financial reporting process, audit
process, systems of internal controls, including the risk system in place and compliance with law and regulations.

Finally, the board has a senior independent director in place but no description of their role and responsibility. It
would be helpful to set these out in a role description especially for resolving issues within the board.



Recommendations
7 Meeting improvements:
a. review agenda structures to give a more strategic focus to part of each committee meeting

with the focus driven through the board assurance framework risks ascribed to each committee;
it should then form the backbone of the work of the committees
b. ensure a standardised cover sheet is completed for all papers, which should be crisply written
and only as long as they need to fulfil their brief
committee chairs should report to the board using the 3As method — alert, assure, advise
there should be a short role specification for the senior independent director
e. three non-executive directors should sit on each committee and once its role is reconfirmed,
the membership of the audit committee should be revised to be fully independent.

oo

8 Three non-executive directors should sit on each board committee. The role of the audit committee
should be reconfirmed, and its membership should be revised to be fully independent.

Management of risks, issues & performance
Characteristics of good organisations

* There is an effective and comprehensive process to identify, understand, monitor and address current and
future risks.

* Financial pressures are managed so that they do not compromises the quality of care. Service developments
and efficiency changes are developed and assessed with input from clinicians so that their impact on the
quality of care is understood.

The organisation has the processes to manage current and future performance.
Performance issues are escalated to the appropriate committees and the board through clear structures and
processes.

* Clinical and internal audit processes function well and have a positive impact on quality governance, with
clear evidence of action to resolve.

We saw that risk as a subject was discussed in most of the meetings we observed. The board clearly understands
the most serious risk facing the trust — workforce — and the dozen or so additional largest risks. This is at an
operational level though it is arguable that workforce risks could have a massive impact on the trust’s strategic
ambitions. The risk register was described to us as ‘Hotel California’ — easy to get on but impossible to get off!
Having recognised that fallibility, matters are improving. It may perhaps point towards the need for the board
and the trust to understand the organisation’s risk appetite more fully. This would also address a concern that
was hinted at that the quality of risk identification is not consistent — for example, should the board have heard
about district nursing pressures earlier than it did? Getting this right marks the difference between risk being
seen as part of the absorbed culture of the trust rather than an administrative duty.

When it comes to the board assurance framework, it is clear that there is some rigour applied to keeping it up to
date with its management delegated to the audit committee, which in its turn looks to the relevant committee
for assurance about management and mitigation. As we have said elsewhere, the gap in this process is the

lack of full embrace from the committees for them to use BAF risks — the risks that could prevent the trust from
achieving its strategic goals — to set out their agendas.

We note that the audit committee has suggested the need to align strategic and business planning with
performance management and finance. We agree.

We also noted that the audit committee discusses clinical audit in conjunction with the quality committee. Their
roles are different, but it was good to note the move away from mandated auditing to improvement reviews.
The next step is to ensure that the changes are having a positive impact.

Finally, related to the work on quality, we noted the tendency, common across the NHS, for trusts to create
committee after committee to solve problems as they arise. This is without thinking whether a permanent
standing committee is the right answer. We strongly advise OHFT to resist this temptation and to consider what
purpose any new group would fulfil and what value it would add. We suggest there are nine questions to answer
before a new group or committee is set up:
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1. What is the purpose of the group?

2. Why is it needed now?

3. What are the group’s objectives?

4. Is it a time-limited activity?

5. Can another group or committee cover this task? If not, why not?

6. What will be the terms of reference in terms of: chair, attendance, who will it report to?
7. Who will report into the group?

8. What is the timeline for the group?

9. What resources will it require?

The new group should be reviewed after one and three months and to make sure it meets the objectives and
then closed down when the task is complete. Committee creation should not become another Hotel California!

Recommendation

9. Any new group should be required to pass the nine questions test before being set up and then should
be reviewed at months 1 and 3.

Learning, continuous improvement and innovation
Characteristics of good organisations

* There is a strong focus on continuous learning and improvement at all levels of the organisation, including
through appropriate use of external accreditation and participation in research.
There is knowledge of improvement methods and the skills to use them at all levels of the organisation.
The service makes effective use of internal and external reviews, and learming is shared effectively and used
to make improvements.

e Staff are encouraged to use information and regularly take time out to review individual and team
objectives, processes and performance. This is used to make improvements.

* There are organisational systems to support improvements and innovation work, including staff objectives,
rewards, data systems and ways of sharing improvement work.

The word Oxford conjures up a picture of academic excellence and a thirst for learning, development and
innovation. Simply being located in this city implies a richness of opportunity and change that demands
fulfilment. The board has its share of academic interest, the trust has close ties to the great University of Oxford
and is a partner member of Oxford Academic Health Partners, one of only eight Academic Science Centres in
the UK. It was notable that hardly any mention was made of the AHSC or the trust's involvement in it. Drawing
together physical and mental health is hugely challenging and important. Showing how it fits into the trust's
academic and research ambitions and the vital contribution mental health plays in its activities would send a
strong signal. There is a complex alphabet soup of research bodies but recognising the importance of this,
especially as part of the golden thread intertwined with the quality agenda, will be worth the effort.

Research is an important and proud part of the organisation’s DNA — the investment in brain clinics, the
Biomedical Research Centre’s work on dementia research, and the capital investment into the Warneford Centre
all support this ambition. The trust recognises the immense benefit and positive impact on service users of
translational research.

However, there is a but. How widespread is the translation of research into practice across the trust? How does
the trust make sure that research and innovation is everyone’s business?

Firstly, we suggest that the board is much more vocal about its belief in the strategic importance of research to
the delivery of its aims, encouraging the development of a real learning culture. It sets a good example with
work it has invested into its own development. This review is different to those we often undertake and there is

a programme of development for the board as a whole, for the executive team and the offer of coaching and
mentoring. Adding to this a regular flow of news of supporting researchers to talk about what they are doing
inside the organisation and on wider platform will help to change the culture and develop mindsets. Alliances
such as the work in suicide prevention with Toronto University will also play their part. The stated ambition should
be to make research and innovation everybody’s business and not just for those whose particular expertise it
happens to be.



The other important aspect of this is education, development and training within the trust. It is clear that the trust
has recognised it needs to do more in this sphere. With a history of providing masters and doctorate support

to a small number of more senior staff, a change of policy to focus on more junior pay bands is now making

an impact. Work should continue to improve the performance around appraisals, and we noted that training
matrices are being revised and the need to build the culture has been recognised.

Learning from incidents is an important part of becoming a learning organisation — encouraging an openness
to change and development so that there is no concern about raising issues, particularly as they apply to safety
and quality. Incident reports are made to the board and there is clearly a willingness for these to be dealt with
systematically and impartially, without blame. The introduction and adoption of the new PSIR framework has
reframed the approach to investigation so that there are fewer but those that are conducted are deeper and
aimed at finding the learning. It will take time to adjust to this approach and ensuring everyone resists the
temptation to ask for more detail will help the adjustment from the older, more granular approach.

This is a rich and heady mix that strategically needs further development and melding together.

Recommendations

10. By making research and innovation a strategic priority the board should signal its support and
enthusiasm for this topic.

11. It should also ensure that as much airtime is given to spreading news about activities and achievements

either on its own account or as a part of Oxford Academic Health Partners and other research bodies.
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4. Conclusion

This report describes a trust with opportunity. Success is not a foregone conclusion but building as good a
quality system as possible fit to stand comparison with the best is possible. The board will want to consider how
best to achieve this and to commission from the owners of the system work to meet its ambition. The first action
should be a pause to step back, look at what is currently in place and compare it to the best. There are some
key decisions to be taken so hastening slowly should be the order of the day. Much of this is about focus and
concentrating on important priorities, most of which are within the gift of the board to choose and develop.

Much of the remainder of our report is designed to enable the board and its committees to work more
effectively. Finding time to concentrate on what boards should be best at - facing the future — would be time
well invested. We have made some suggestions both within the text and, for the most significant, specific
recommendations.

The NHS landscape has changed this year and trusts are still adjusting to the new normal. Some have seen the
changes as reducing the impact and influence of foundation trusts. Surely the point is not what sort of trust you
are in constitutional changes but how good and effective you are for your service users, carers and staff. We have
seen an organisation that continues to earn its ‘good’ badge and with the ambition and possibility of improving
further. We wish OHFT well and would welcome the opportunity to accompany it on the next stages of its
journey.



Appendix A: Methodology and summary of work carried out
Methodology

Interviews

The following is a list of individuals interviewed as part of this review.

Name Role

David Walker Chairman

Sir Philip Rutnam Non-executive director

Chris Hurst Non-executive director

Lucy Weston Non-executive director

Mohinder (Mindy) Sawhney Non-executive director

Geraldine Cumberbatch Non-executive director

Professor Kia Nobre Non-executive director

Professor Sir Rick Trainor Non-executive director

Andrea Young Non-executive director

Dr Nick Broughton Chief executive

Kerry Rogers Company secretary

Marie Crofts Chief nurse officer

Dr Karl Marlowe Chief medical officer

Heather Smith Chief finance officer

Charmaine De Souza Chief people officer

Amélie Bages Director strategy & partnerships

Dr Ben Riley Executive managing director community, primary & dental care
Grant Macdonald Executive managing director mental health, learning disabilities & autism
Martyn Ward Executive director digital & transformation
Jane Kershaw Head of quality governance

Angie Fletcher Quality team

Focus groups
In addition, the following focus groups were held!:

09 November  Focus group for governors
24 November  Focus group for clinical / service directors

Meeting observations
The following is a list of meetings observed during the review:

15 September  Quality Committee

15 September  Joint Audit and Quality Committee

20 September  Finance and Investment Committee

21 September  Annual Members' Meeting & Annual General Meeting
28 September  Board Meeting in Public

28 September  Board Meeting in Private

12 October Mental Health & Law Committee

13 October People, Leadership & Culture Committee

19 October Board private workshop on Strategy

25 October Clinical Effectiveness Decision Group

27 October Monthly Quality & Clinical Governance sub-committee
03 October Weekly review meeting

14 November  Weekly Executive Meeting

09 November  Board meeting and seminar

23 November  Council of Governors



22

Appendix B: Staff survey

In addition to interviews and focus groups, the following survey was circulated amongst clinical staff.

The trust has asked the Good Governance Institute to review the trust’s quality governance arrangements,
looking particularly at how issues are identified and dealt with including how they are escalated up to and
including the board of directors. Hearing the views of staff is an important part of checking that the messages
GGl is receiving are the right ones so we are inviting you to take part in a brief survey. There are 12 statements.
We are asking you to indicate the extent to which you agree or disagree with them. You are welcome to add
comments but this is optional. The results of the survey will not identify any individual participant and will be
used to inform the conclusions GGl is reaching. Please complete the below survey.

Please tick your job role (if this is left blank, the survey cannot be validated):

Manager - Directly reporting to board member

Manager - Middle/junior management (Band 6 and below, or equivalent)
Doctor - Consultant/clinical director

Doctor - Doctor - specialty doctor (SAS)/non-training medic e.g. clinical fellow
Doctor - Doctor in training, including SpR

Nurse - Band 5

Nurse - Band 6 or 7

Nurse - Band 8 of above

Healthcare Assistant

Allied Health Professional

Biomedical Scientist

Pharmacist

General details
a. How long have you worked at the trust?
More than five years

Between two and five years
Less than two years

b. Is your work...

o Full-time

° Part-time

o Agency or contract staff
Questionnaire

For all questions, please tick or cross the relevant box and add any comments you wish to make in the additional
comments box

1. l understand the trust’s values and priorities

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:



2. | believe the way our services are organised works well for patients

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
3. lunderstand my role and accountability in relation to quality governance

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
4.1 am confident that | have the training and support | need to perform my role effectively

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
5. ' know how to escalate risks and concerns and feel empowered to deal with risks

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
6. Risk are regularly reported, fed back, discussed and mitigated

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
7. I know how to report a patient safety incident, concern or near miss

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
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8. | receive feedback after | report incidents or concerns

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
9. I am confident that we run a safe service for patients

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:
10. I know who to go to in order to address any concerns that | have around the quality and safety of patient care

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:

11. We have an open and learning culture that enables us to talk freely about and learn from patient safety
concerns, incidents and near-misses

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:

12. 1 am aware of the programmes in place to improve the quality of our services and | am involved in this
improvement work

Strongly disagree
Disagree

No opinion
Agree

Strongly agree

Comments:

Thank you for completing this survey.



Appendix C: 3As reporting template

Report date:

[Insert name] meeting
Key issues report

(This report should be a maximum of 2 sides of A4 paper)

Report of: [Insert name]

Date of last Membership numbers: [State the number of members in attendance]

meeting: Quoracy met = [For example: 100% attendance including the chair and deputy chair]

1 Agenda The [committee/group name] continues to meet [add in meeting frequency]. The
[committee/group name] considered an agenda which is attached [attach agenda when
sending]

2a| Alert The [committee/group name] wish to alert members of the [add in name of group that your
meeting reports to under the governance structure] that:

[Provide details of the key 3 or 4 matters you wish the committee or group that you report
to under the governance structure to be alerted to and which have been discussed in your
meeting].

2b| Assurance The [committee/group name] wish to assure members of the [add in name of group that
your meeting reports to under the governance structure] that:

[Provide details of the key 3 or 4 matters you wish the committee or group that you report
to under the governance structure to be assured of and which have been discussed in your
meeting.]

2c| Advise The [committee/group name] wish to advise members of the [add in name of group that
your meeting reports to under the governance structure] that:

[Provide details of the key 3 or 4 matters you wish the committee or group that you report
to under the governance structure to be advised of and which have been discussed in your
meeting.]

2d| Review [Provide a brief update on any risk that needs to be escalated, for example if a risk is

of risks showing mitigating actions that are outside the agreed timescale or that meet a certain
risk score that require their escalation in line with the trust’s risk management policy].

2e| Sharing of [Provide a details of key points of learning that should be shared across the trust. This may be

learning taken from the sections above, or additional information)

3 | Actions to be [Provide any additional actions not referenced above that you would like the committee/group

considered by | that you report, to consider or undertake on your behalf.]
the [add in
name of
group to
which your
meeting
reports]
q Report compiled by:
[Name of Chair and officer who compiled the report]
Minutes available from:
[Name of officer from where the minutes of the meeting may be obtained]
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