Quality
Report

Kent Surrey and Sussex Academic Health Science Network Awards
Winners of the Patient Safety Award

Quality Account Highlights 2015/16
What we did well in 2015/16

What we can do better

The Trust was ranked above average for
staff engagement, demonstrating the
commitment of our staff and their
participation in our Trust

We achieved a return rate of 59% in the
National Staff Survey, the second
highest of the Mental Health and
Learning Disability Trusts and close to
the highest score of 60%, but we are
disappointed that we did not achieve
our ambition of a 66% return rate
Our patient survey results suggest we
could do more to involve people in
planning their care

We were delighted to open our new state
of the art hospital in October 2015,
offering a high quality experience for
people who use our services, their carers
and our staff
We are pleased to report that 88% of
people who answered our Your Views
Matter survey would recommend our
services to their friends and family

The number of people who use our
services who were offered a physical
health check improved but is still well
below the benchmark that we have set
ourselves
Whilst demonstrating their support for
the organisation, the National Staff
Survey showed that 76% of staff
worked extra hours

Our compliance with staff completing
statutory and mandatory training was
already high and continued to improve,
evidencing our commitment to safe and
effective services
56% of staff agree or strongly agree that
they would recommend our Trust as a
place to work, supporting our position,
reported in the Health Service Journal, as
one of the top Trusts in which to work

Our Quality House provides a
framework for assurance that we
are monitoring our improvements

We scored below the 2015 National
Average for Mental Health Trusts in
reporting errors, near misses or
incidents. We scored 88%, the
national average for Mental Health
Trusts was 91%

Our Visions and Values
underpin all that we do
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Part One: Statement on Quality from
the Chief Executive
We were delighted to celebrate our tenth Birthday as an organisation and our seventh
year as an NHS Foundation Trust this year. Our review of the last ten years has highlighted
the progress we have achieved together with people who use our services, carers and
families, staff, partners and commissioners. Over this time I am particularly proud of the
improvements in the quality of the services we provide for people.
In 2015/16 key highlights of our achievements include:
 The opening of our new state of the art hospital at Farnham Road Hospital
 Building on the success of our Safe Haven in Aldershot with partners in supporting
people in crisis to open Safe Havens in each borough across Surrey
 Launching our first Recovery College delivered in partnership, including peer
mentors, providing a range of educational courses and resources for people
 Mobilising our new service for children and young people, Mindsight Surrey CAMHS,
to launch on 1 April 2016
 Working in partnership to provide integrated services for older people with complex
needs
 Being selected with partners as only one of two Internet of Things, national
Innovation Test Beds to support people and their families to live well with dementia
In 2015/16 our Quality House has again provided the framework for our continuous quality
improvement set out in our Quality Improvement Plan:
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These priorities form part of our Key Performance Indictors (KPIs) Dashboard used by our
Board and Council to track our performance throughout the year. In 2015/16 we are
delighted to have achieved GOOD ratings for six of our KPIs and OUTSTANDING for three.
Notably we are delighted that:
 91% of people have told us through our Your Views Matters survey that they would
recommend our services to their friends and family
 92% of our staff are fully up to date with their statutory training and 88% with their
mandatory training – only just missing out on achieving our Outstanding targets (of
95% and 90% respectively)
 We have over-achieved on our financial plan to deliver a small surplus and secure a
Continuity of Services Risk Rating of 4 to provide a sound financial basis in support
of our services
However our performance REQUIRES IMPROVEMENT to meet the standards we have set
for ourselves in the following areas as only:
 61% of people who use our services told us through Your Views Matters that they
were involved in their care planning; our target is 85%+
 59% of our staff told us what they thought about working for us through the
national staff survey; whilst this placed us as the second best performing of Trusts
like ours our ambition is to achieve 80%+
One of our particular challenges over the last year has been our implementation of a new
clinical information system, SystmOne to replace our previous RiO system. Whilst we
achieved our autumn cut over deadline, our move to the new system has meant our staff
have had to work harder than we intended to make the new system work well. Our staff
have been fantastic and worked hard with us to develop new ways of working and system
solutions to help. However this has meant that we have not been able to report on all
areas of our work and performance at year end eg 4/16 of our Key Performance Indicators.
The dedicated work of our staff means that many of the key issues have now been
resolved and the focus of our iCARE programme in 2016/17 will be realising the potential
of SystmOne to enable us to support people who use our services and carers better.
During the year we completed our delivery of the actions for our healthcare services
following the CQC’s inspection of our services in July 2014 (as part of their pilot) from
which we received no enforcement notices. However the social care services new regime
inspections undertaken in 2015/16 have flagged a number of concerns for us for some of
our homes for people with learning disabilities.
We were deeply disappointed to have let down the people living in our Ashmount service
and to be issued with a Warning Notice (s29a) in August 2015. We took immediate action,
including supporting services with a Circle of Support, commissioning a strategic review of
our social care homes, and are making quick and positive progress to restore this service to
a satisfactory standard. The CQC undertook a follow up inspection on 30 March 2016 and
have confirmed that the warning notice has been lifted and has now been allocated a
rating of Requires Improvement.
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Our health services were re-inspected by the CQC week commencing 29 February 2016.
CQC commended us on how well we enabled their inspection and we await their formal
feedback on how they have rated our services in 2016/17.
We invited PwC back to review our progress on developing further our governance
processes following their Independent Well Led Review of us last year. We were delighted
that PwC have commented positively on our progress and improved our rating to GREEN 9
(previously 4) and AMBER-GREEN 1 (previously 6).
We want to do our best for people every time. To do this we strive to take every
opportunity to learn from others and from when things go wrong. We have invested in our
focus on learning from serious incidents over several years and were delighted to see our
Clinical Risk and Safety team’s work recognised as Winners of the Kent Surrey Sussex
Academic Health Sciences Network’s Patient Safety Award 2015. The Department of
Health has commended our Trust for ‘outstanding levels of openness and transparency’
following a new Government drive to improve patient safety. Surrey and Borders
Partnership was one of 18 NHS trusts, out of a total of 230, to receive the commendation
in the Department of Health’s new ‘Learning from Mistakes League’.
Our research and development team won the national Health Service Journal’s coveted
Clinical Research Impact Award. The award recognises an organisation’s dedication to
furthering clinical research as well as ensuring that any advances made are quickly passed
on to those people who could benefit. It was presented at an awards ceremony in
November.
Our new Safe Haven Cafe for people in mental health crisis has been honoured at the 2015
Positive Practice in Mental Health Awards. The café, based at the Wellbeing Centre in
Aldershot, won the category for Improving Care for People Experiencing Mental Health
Crisis. It was also highly commended in the Partnership Working category.
Our Board has also reviewed our processes for the scrutiny, investigation and reporting of
people’s deaths in the light of learning from the events at Southern Health (Mazars report
Dec 2015) and initial feedback through our CQC inspection. As a result we have made a
number of changes to make sure we can learn any lessons which may help us to prevent
people’s deaths in the future including introducing a weekly review of all people’s deaths
by our Co-Medical Director and Director of Risk and Safety (Deputy Director of Nursing)
and pledging to investigate the deaths of all people with a learning disability.
Our staff are key to our success in everything we do. We were pleased therefore that their
feedback to us through the National Staff Survey 2015 placed us in the better than average
of all Trusts in our sector in 23/32 Key Findings.
Going forward in 2016/17 our focus will continue to be on harnessing the talents and
passions of our staff, people who use our services, carers and families and partners to
achieve our best for the people we serve.
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We are aiming to make a step change in the following priorities in 2016/17:
 Carers’ satisfaction
 People’s involvement
 One person one plan
 Accessible information
 Our Safe CARE outcomes
I am proud of our staff and the work they do. We recognise their expertise and
professionalism contributes entirely to the quality of our services experienced by people
and their families.
I am satisfied that the information in the document is accurate, recognising there are some
delays in our ability to report more recently some indicators and noting that remedial
action is underway to address this known issue as identified by the external audit
undertaken in year.
Signed

Fiona Edwards
Chief Executive
Date: 26 May 2016

6

Part Two: Priorities for Improvement
and Statements of Assurance from
the Board
The Trust’s quality improvement priorities for 2015/16 are outlined below. We identified
these quality improvement priorities by consulting our Trust Board, Executive Board and
Council of Governors. Our Governors include members of the public, people who use our
services, carers, and staff. We have also taken into account previous performance
monitoring, our equality objectives, our Your Views Matter experience surveys, and results
from previous national surveys and by mandated indicators.

2.1 Priorities for Improvement
The following is an outline of our progress for each of our clinical quality priorities under
the dimensions of quality, experience, effectiveness and safety, as illustrated by our
Quality House. We report on our progress to our Trust Board, Executive Board and Council
of Governors and we publish our performance on our website.
Experience
Clinical Quality Priority 1
To retain or improve the
percentage of people,
reported through Your
Views Matter, who would
recommend our services to
friends and family

Progress at year end
The real time response experience tracker provides an end to end solution
for capturing, analysing and reporting peoples’ experience. The system
gathers questionnaire-based feedback through an integrated approach.
People who use our services are able to give us meaningful feedback on
important aspects of their experience. Reporting of data is in real time. The
aggregated data informs quality improvement measures and enables us to
respond locally and quickly to feedback.
The percentage of people who said they would recommend our services to
friends and family members increased from 80% in Quarter 1 to 91% in
Quarter 4 and our performance was rated as outstanding at year-end. We
are grateful for the feedback from people who use our services as it is vital
in evaluating and improving current services, identifying good practice that
we can replicate, and in service development. Over 3,400 people answered
the Friends and Family Test question in 2015/16.
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Evidence
Percentage of people who would recommend our services to friends and family
100%
50%

82%

79%

79%

82%

80%

82%

88%

91%

0%
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16

Inadequate <55%

Requires improvement >=55%

Good >=70%

Outstanding >=85%

Source: Your Views Matter Surveys / Meridian

Clinical Quality Priority 2
To retain or improve the
percentage of family carers
who reported through Your
Views Matter, that they
would recommend our
services to friends and
family

Progress at year end
The contribution of carers is significant in many people’s care and support
and it is estimated that there are 7 million carers in the UK. Understanding
and improving their experience is essential. The real time experience
trackers programme has also been designed to give people who are carers a
method to feedback their experience of our services.
In keeping with our organisation’s drive to meaningfully involve carers our
survey includes a series of questions about the carers’ assessment. This is
not only to establish the number of assessments being completed but also
to understand how effective they are and if there are any variations across
our Trust. Over 75% of carers taking part in the survey throughout the year
said they would recommend our services to friends and family members and
our performance was rated as good at year-end. This reflects our work with
carers around the Triangle of Care, which has received national recognition.

Evidence
Percentage of carers who would recommend our services to friends and family
100%
50%

67%

81%

79%

78%

62%

82%

77%

76%

0%
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16

Inadequate <55%

Requires improvement >=55%

Good >=70%

Outstanding >=85%

Source: Your Views Matter Surveys / Meridian
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Clinical Quality Priority 3
Improve the Trust’s performance
within the National Staff Survey
with particular focus on the
percentage of staff that would
recommend the Trust as a service
to friends or family who need
care, and as a place to work, and
to achieve a return rate in the
top 3 of Mental Health and
Learning Disability Trusts

Progress at year end
We achieved a return rate of 59% in the 2015 National Staff Survey,
the second highest of the Mental Health and Learning Disability
Trusts and close to the highest score of 60%, but we are disappointed
that we did not achieve our ambition of a 66% return rate.
The Friends and Family Test question in the Staff Survey measures
the extent to which staff think care of people who use services is the
Trust’s top priority, would recommend their Trust to others as a
place to work, and would be happy with the standard of care
provided by the Trust if a friend or relative needed treatment. We
achieved a score of 3.66 in 2015, just above the national average for
Mental Health and Learning Disabilities Trusts. Our score was on an
upward trajectory between 2012 and 2014 but was unchanged in
2015 compared with the previous year. We will explore with our staff
why that might have occurred.

Evidence
SABP response rate for the 2015 NHS Staff Survey
100%
80%
60%
40%
20%

42%

50%

62%

54%

59%

2011/12

2012/13

2013/14

2014/15

2015/16

0%

3.70

Inadequate <40%

Requires improvement >=40%

Good >=66%

Outstanding >=80%

Staff recommendation of the Trust as a place to work or receive treatment
3.66
3.66

3.60
3.50

3.54

3.54

3.63

3.57

3.55

3.46

3.40
3.30
2012

2013

2014

SABP

National

Source: NHS Staff Survey 2015
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2015

Effectiveness
Clinical Quality Priority 4
To retain or improve the
percentage of people,
reported through Your
Views Matter, who said
they were involved in
planning their care

Progress at year end
The National Community Survey for Mental Health Services identified this
quality indicator as an area needing more focus. We have monitored our
progress throughout the year by asking people who take part in our Your
Views Matter community and inpatient surveys if they were involved in
planning their care.
Our performance improved over the year, with 61% of people saying they
were involved in planning their care at Quarter 4, but further improvement
is needed. Our ambition was to achieve at least 66%.
We will be paying further attention to this, including the language we are
using, as this reported level of satisfaction is at variance with the
percentage of people who would recommend the Trust to their friends and
family.

Evidence
% of people who said they were involved in planning their care
100%
80%
60%
40%

68%

63%

20%

51%

56%

54%

65%

65%

61%

0%
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16

Inadequate <50%

Requires improvement >=50%

Good >=66%

Outstanding >=85%

Source: Your Views Matter Surveys / Meridian
The figures shown for Quarters 1, 2 and 3 are higher than we reported in April 2016. This is because our
auditors recommended that we should exclude from the analysis people who completed a Your Views
Matter survey but did not answer the question about involvement in care planning.
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Clinical Quality Priority 5
To retain or improve the
percentage of people who
use our services having a
copy of their care plan

Progress at year end
The National Community Survey for Mental Health Services identified this
quality indicator as an area needing more focus. It is a fundamental
requirement that care plans or statements of care are in place for
everyone who requires one and that this is recorded.
In April 2015 to September 2015, 90% of people using our services had
been given a copy of their care plan and our performance was rated as
‘outstanding’. This includes people on the Care Programme Approach and
those on Statement of Care.
We are very pleased with our sustained performance in this area as people
need clear goals to help aid their recovery, ensuring there is joint
understanding and support.
We are currently unable to use SystmOne data to report our performance
for this indicator for Quarter 3 and Quarter 4. However, the Your Views
Matter surveys ask people whether they have received a copy of their care
plan and these results indicate that in March 2016:


81% of people using our adult and older adult inpatient services had
received a copy of their care plan, compared with:



59% of people using our adult community services



67% of people using our children and young people’s community
services

Evidence

86%

86%

86%

88%

88%

88%

90%

90%

90%

91%

90%

90%

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Outstanding >=90%

Source: Trust Information Management system
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Mar-16

86%
Sep-14

Good >=80%

Feb-16

84%
Aug-14

Requires improvement >=70%

Jan-16

84%
Jul-14

Inadequate <70%

Dec-15

81%
Jun-14

Nov-15

77%
May-14
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73%
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80%
70%
60%
50%
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0%

Apr-14

Percentage of people given a copy of their care plan

Clinical Quality Priority 6
People who are receiving
services will have a physical
health check within 3
months of assessment

Progress at year end
Research shows that physical health is a key determinant on people’s
mental health and so it is essential that people are cared for holistically.
This is a critical component of our clinical strategy and we are taking
positive steps to increase the number of physical health care checks and
health action plans offered.
The Trust introduced this quality indicator in 2015/16. Provisional results
indicate that 51% of people who had their initial assessment in June had a
physical health check recorded within three months of their assessment.
This is an improvement compared with people who had their initial
assessment in April or May but requires improvement. Our ambition is to
attain 60%. This remains an area of growing attention within our services
and we need to ensure that all physical health checks are being recorded.
We are currently unable to use SystmOne data to report our performance
for this indicator for Quarter 3 and Quarter 4. However, our service teams
have examined a sample of records (approximately 300 cases in March
2016) and found that 67% of people in the sample had received a physical
health check within three months of their initial assessment. This would be
rated as ‘good’ under the criteria for this indicator.

Evidence
Percentage of people having a physical health check within 3 months
of assessment
100%
80%
60%

51%

42%

20%

43%

40%

0%
Apr-15 May-15 Jun-15

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16

Month of initial assessment
Inadequate <40%

Requires improvement >=40%

Good >=60%

Outstanding >=80%

Source: Trust Information Management system
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Clinical Quality Priority 7

Progress at year end

Each division to evaluate their targeted plans from previous years, to improve access to services for
people who are currently significantly under-represented and share learning across divisions
As part of our equality objectives each service Division has produced a targeted equality plan to improve
access to services for people who are significantly under-represented, building on the previous two years’
plans. Our main goals are to improve the cultural competency of staff, to increase engagement from
under-represented groups by establishing forums, and to ensure there are named members of staff who
are responsible for supporting the implementation of the plans. Our achievements are summarised below.
Each Division has arranged to share their end-of-year progress and learning from their targeted equality
plans at a Service Improvement Programme meeting in May 2016.
Improving access to IAPT services for people with learning disabilities
Our Improving Access to Psychological Therapies (IAPT) and People with Learning Disabilities Services
continued to work together to improve access by people with learning disabilities to IAPT services. This
year we ran a two-hour training course for IAPT staff on working with people with learning disabilities and
adapting Cognitive Behavioural Therapy. The session was video-recorded and has now been used to train
new starters and also our IAPT service at Barnet. We jointly ran a 10 week group for people with learning
disabilities in the East of Surrey. We ran a pilot of a three-session group intervention for young adults with
learning disabilities / difficulties at Guildford College. We have continued to use the IAPT and learning
disabilities reference group to make progress on reasonable adjustments eg use of easy read materials,
flagging and screening. The Action Learning Set programme with the Foundation for People with Learning
Disabilities has concluded, and material from our joint work has been published in the new Positive
Practice Guide for IAPT and People with Learning Disabilities.
Improving links with Gypsy/Roma/Traveller children and young people by the Primary Mental Health
Service
Our Primary Mental Health Service has made links with representatives from the Gypsy/Roma/Traveller
(GRT) community and with professionals from other health services to discuss the development of a series
of workshops/health hubs as the community has one of the poorest health outcomes of any Black and
Minority Ethnic community.
The service delivered two workshops/discussion meetings with the community to promote the
importance of positive mental health. The workshops took place in Epsom and Chertsey. The Chertsey
health hub workshop was delivered alongside Richmond Fellowship, Brighter Futures and Substance
Misuse services.
We have also delivered two three-hour cultural competency training sessions about the GRT Community
to staff in CAMHS. The training was delivered in conjunction with representatives from the GRT
Community. Future plans include working alongside Brighter Futures and representatives from the GRT
Community to deliver a series of health hubs throughout the county. The health hubs will focus on
promoting all aspects of health including mental health. Discussions are also in place to develop a named
worker from the primary mental health team to link with schools to support emotional wellbeing and
positive mental health for GRT children and young people.
Improving access to Older People’s Mental Health Services for members of the Ghurkha/Nepali
Community in north east Hampshire
The service has successfully identified a key staff member to liaise with colleagues from Hampshire County
Council and to attend meetings. This continues to be part of a broader project to increase access to
mental health services by the Ghurkha/Nepali community. The meetings have previously been attended
by representatives from the local community, local social services, Surrey and Borders and voluntary
sector and highlighted specific difficulties of accessing services from the community and practitioner
perspectives. As practitioners from other directorates within the Trust are also involved the older person’s
link will liaise with these colleagues to share practice and discuss a shared approach.
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Language has been identified as a significant barrier to the Nepali community accessing Trust services.
There are a number of dialects, which we are not always aware of prior to appointments. Therefore at
times interpreters are not able to support the interaction because they do not speak the same dialect.
Some of the people who have attended our memory clinics and been prescribed medication do not return
for follow-up appointments. The language issues above may contribute to this. In addition, some people
leave the country (returning to Nepal) for long periods and do not maintain appointments on return. A
further factor affecting engagement is cultural beliefs about mental health/dementia and the use of
medication. Elders in the Nepali community, from whom people using our services seek advice, might
suggest alternative ways of managing/understanding difficulties that prevents further engagement.
We will continue with this level of engagement, and are currently awaiting the production of an
information leaflet, with a special emphasis on the accuracy and detail of the translation.
Involving people who use our inpatient services and their carers in service delivery and development
This action has progressed well throughout the year, with good evidence of involving people who use
services and their carers in inpatient services in particular. The recent CQC inspection highlighted this as a
positive for the service and feedback received from people who use services and relatives was that they
felt positively engaged when developing their care plans.
All services display You Said We Did posters in public areas and these are referred to in community and
carer meetings. Additionally, feedback on Your Views Matter remains very positive.
All wards have identified lead staff for involvement of people using services as listed above. These roles
will be included in individual staff member’s annual appraisal objectives, so that they are formalised and
support required to implement these roles is identified and provided.
All wards have benchmarked services against the Triangle of Care and are actively working towards
improving the standards that have not been achieved to date. Compliance and achievement against this
standard are reported monthly at the Divisional Quality Assurance Group and shared as part of our
divisional reporting processes.
Improving the cultural competence of CAMHS staff
Certain groups of children, young people and families, as well as looked-after children and young people,
may face barriers in being able to access mental health services, and possible additional issues affecting
their sense of identity. For example NICE public health guidance recognises that children and young
people from black, minority ethnic and multiple heritage backgrounds, and unaccompanied asylumseekers, may face racism and isolation that can affect their ability to develop resilience and self-esteem.
In 2014/15 we developed cultural competency training and delivered the training through all of our
CAMHS Community Teams and Primary Mental Health Teams. In 2015/16 we continued to embed this
learning within our CAMHS teams. We also developed a local induction pack based on the training and on
current best evidence, and we incorporated cultural competency awareness into the local induction
programme for new starters.
Our CAMHS teams shared what they had learned from the cultural competency plan with our Adult
Mental Health, Older People Mental Health and Learning Disabilities Divisions by presenting at those
Divisions’ Quality Assurance Group meetings.
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Safety
Clinical Quality Priority 8a
Achieve an outstanding level of
compliance of staff being up to
date with their statutory training

Progress at year end
To ensure the delivery of high quality safe services our staff must
provide competent, safe and sustainable services to people who
use our services and their carers and families. It is therefore
essential that all our staff are adequately trained and up to date
with their training.
The target set for compliance with statutory training for 2015/16
was 95%. Excluding staff where training was not applicable,
compliance ranged from 83% in Quarter 2 to 92% in Quarter 4. All
topics have compliance of over 90%, rated as good, with one topic
exceeding 98% and rated as outstanding.
Over the year we have improved our use of monthly compliance
reporting data. Reporting to Directors and service managers has
increased; teams achieving high or low levels of compliance are
identified and trends for topics highlighted and acted on.

Evidence
Percentage of staff up-to-date with statutory training
100%
80%
60%
40%

66%

74%

72%

84%

78%

83%

88%

92%

20%
0%
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16

Inadequate <80%

Requires improvement >=80%

Good >=90%

Outstanding >=95%

Source: Electronic Staff Record (ESR)

Clinical Quality Priority 8b
Achieve an outstanding level
of compliance of staff being
up to date with their
mandatory training

Progress at year end
To ensure the delivery of high quality safe services our staff must provide
competent, safe and sustainable services to people who use services and
their carers and families. It is therefore essential that all staff are
adequately trained and up to date with their training. Mandatory training
requirements depend on the individual roles of staff and are designed to
ensure safe and up to date practice.
We increased the target for mandatory training from 80% in 2014/5 to
90% for 2015/16. Excluding staff where training was not applicable,
compliance ranged from 79% in Quarter 1 to 88% in Quarter 4, with our
performance at year-end rated as good.
Over the year a significant amount of work has been done to ensure that
the correct competency requirements are identified for staff.
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We have also improved the use of monthly compliance reporting data.
Reporting to Directors and service managers has increased; teams
achieving high or low levels of compliance are identified and trends for
topics highlighted and acted on. The range of e-learning options has
increased and the Trust continues to provide a wide range of courses.
Evidence
Percentage of staff up-to-date with their mandatory training
100%
80%
60%
40%

62%

83%

80%

71%

69%

79%

88%

84%

20%
0%
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16

Inadequate <75%

Requires improvement >=75%

Good >=80%

Outstanding >=90%

Source: Electronic Staff Record (ESR)

Clinical Quality Priority 9
Reduce the number of
serious incidents reported
where severe or extreme
harm resulted, from the
2012/13 total of 70

Progress at year end
A total of 62 serious incidents resulting in severe or extreme harm were
reported during 2015/16. This is more than the total of 49 incidents
reported last year but below the 2012/13 benchmark of 70 incidents.

Evidence
Cumulative total of reported serious incidents that resulted in severe or
extreme harm
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Source: Strategic Executive Information System (STEIS)
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Clinical Quality Priority 10
Demonstrate an increased
willingness by staff to
report experiences of
discriminatory abuse – with
a 20% increase from
2013/14 in the number of
incidents reported by staff
citing discrimination

Progress at year end
As part of our Equality Objectives we introduced the Respect programme to
find new ways of addressing discriminatory abuse staff experience whilst
caring for people who use services.
Our staff reported a total of 71 incidents involving discriminatory abuse
during 2015/16. This is less than the total of 83 incidents reported last year,
but an increase of 51% compared with the 2013/14 baseline.
We have continued to find ways of supporting staff who experience abuse
and we have started to work closer with the police in this area.

Evidence
Cumulative total of reported incidents involving discriminatory abuse against staff
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Source: Datix Risk Management Tool
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Q4
Trajectory

Duty of Candour
Like all other NHS Trusts, we are required to comply with the Duty of Candour. This means
we must be open and transparent with people who use our services, and other relevant
people, about their care and treatment, including when it goes wrong. We need to provide
them with reasonable support, truthful information and a written apology.
Being open and honest and discussing safety incidents promptly, fully and compassionately
can help people who use our services, their families and our staff to cope better with the
after effects of an incident. We use the National Reporting and Learning System (NRLS)
Being Open framework to ensure that we communicate effectively with people who have
been affected when things go wrong. The framework includes best practice guidance on
how to create an open and honest environment, which is reflected in our incident
management policy.
We have three key steps in place to ensure we comply with the Duty of Candour:
Step 1
As soon as reasonably possible after becoming aware that a serious incident has occurred
staff must, in liaison with their manager:
 Notify the relevant person (ie the person or family affected) that the incident has
occurred and
 Provide reasonable support to the person in relation to the incident
Step 2
The notification of the incident must be followed by a written letter given or sent to the
relevant person containing details of enquiries to be undertaken, the results of any further
enquiries into the incident and apology
Step 3
Keep a copy of all correspondence with the person on SystmOne/progress notes
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Patient Safety Improvement Plan
Our
programme is our improvement hub coordinating quality initiatives
under three key work-streams: suicide prevention; physical health; and Safe Wards and
services. Using improvement methodologies such as the Plan-Do-Study-Act cycle and
Safety Cross this programme includes learning and implementing changes from the Safe
Wards trial, our falls prevention work, our focus on people Absent Without Leave (AWOL),
our smoke free plans, our physical health improvement and Monitoring Early Warning
Signs (MEWS) programme and our suicide prevention programme.
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NHS Staff Survey Results for the Workforce Race Equality Standard
The scores presented below are the un-weighted question level scores for question Q17b
and un-weighted scores for NHS Staff Survey 2015 key findings, split between White and
Black and Minority Ethnic (BME) staff, as required for the Workforce Race Equality
Standard.

KF26

KF21

Percentage of staff experiencing harassment,
bullying or abuse from staff in last 12 months
Percentage of staff believing that the
organisation provides equal opportunities for
career progression or promotion

Our Trust

Average
(median) for
Mental Health

White

16%

21%

BME

24%

23%

White

91%

88%

BME

84%

75%

Care Quality Commission
The table below illustrates Care Quality Commission ratings for our social care inspections.
Service

Ashmount
Courthill
House
Derby
House
Hillcroft
Kingscroft

New Inspection Reports
Date of
Overall
Is the
Is the
Is the
Is the
Is the
inspection
rating
service safe?
service
service
service
service welleffective?
caring?
responsive?
led?
Requires
Requires
Good
Requires
Requires
Requires
30.03.16
Improvement Improvement Improvement
draft rating Improvement Improvement
Requires
Requires
Requires
Requires
Requires
Requires
06.01.16
Improvement Improvement Improvement Improvement Improvement Improvement
Requires
Requires
Requires
Requires
Requires
Requires
01.12.15
Improvement Improvement Improvement Improvement Improvement Improvement
Good
Good
Good
Good
Good
Requires
15.01.16
Improvement
Good
Good
Good
Good
Good
Good
29.02.16
Requires
Requires
Improvement Improvement
Good
Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Requires
Improvement
Good

Jasmine
House
Larkfield

16.03.16

Oakwood

26.02.16

Requires
Improvement

Redstone
House

Requires
Requires
Requires
Requires
Requires
Requires
Improvement Improvement Improvement Improvement Improvement Improvement

Rosewood

19.05.15
10.09.15
16.12.15

Shielings

24.02.16

19.01.16

Good

Requires
Improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good
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Individual service specific action plans are being progressed in response to the CQC
findings. Each individual action area has its own time scales. Our social care services have
an overarching Circle of Support to share and embed learning and good practice across all
residential care services. To assist in embedding these behavioural and practice changes in
our staff teams we have commenced observational visits to ensure they are caring, safe
and effective, well-led and responsive. Peer review processes with Surrey County Council
are being implemented and our tool to complete our monthly quality audit has been
revised substantially and is now being implemented.
In March 2016 we had a full CQC inspection of our Health Services. We have not yet
received the findings from this. However, following the recent 2016 inspection an
assurance plan has been developed covering the initial issues raised by the CQC. All issues
were logged on a new CQC tracker and are being reviewed regularly. Once we receive the
full reports from the inspection we will undertake a full accuracy check and add all actions
to an assurance checker to be implemented and monitored. Prior to the inspection, all our
services have undertaken our Foundation Standards self-assessment which includes the
CQC’s five key questions and areas of compliance. All areas requiring further development
are being addressed through our action planning processes.
Clinical Quality Priorities
The following outlines our clinical quality priorities for the year 2016/17. These indicators
have been developed by the Board and Council of Governors building on our learning
through the year by talking with people who use our services, carers, commissioners, our
clinical leaders, staff and other stakeholders and regulators. They have also been identified
through our existing performance monitoring results, our equality objectives, our Your
Views Matter experience surveys, together with results from previous national surveys and
by mandated indicators.
Our progress against these indicators will be reported to our Trust Board and Council of
Governors throughout the year by the Director of Quality and Deputy Chief Executive
(Director of Nursing). These targets are core to our Annual Plan and as such will form part
of our quarterly performance reporting to the regulator Monitor on our delivery. These
indicators will form our quality (key performance indicators) report for 2016/17. Our
progress on delivering these will be reported publicly throughout the year. At the end of
the year we will publish this progress in our Quality Account 2016/17.
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Experience
To be the best for the experiences of people who use our services, their carers and family and staff
1. For people who use services – satisfaction
2016/17
To retain the percentage of people, reported through Your Views Matter, who are satisfied
with the services they received
2. For families / carers – satisfaction
2016/17
To retain the percentage of carers, reported through Your Views Matter, who are satisfied with
the services they received
3. For carers – assessments
2016/17
To ensure that at least 60% of people identified as carers have had, or have been offered, a
carers' assessment

Effectiveness
For people to have outstanding care plans that they were involved in writing and that they have a
recognised and accessible copy
4. People led outcomes
2016/17
To improve the percentage of people, reported through Your Views Matter, who said they
were involved in planning their care
5. One person one plan
2016/17
To establish a baseline of the numbers of people who are supported by more than one team
from different divisions and who have one [care] plan
6. Physical health
2016/17
People who are receiving services will have a physical health check within 3 months of
assessment
7. Equality
2016/17
Each Division and corporate service has a targeted plan to improve information to ensure that
it is in formats that are accessible for people who use services

Safety
To provide the safest care, treatment and support for people
8. Safe CARE
2016/17
Through the Safe CARE programme reduce the number of suspected suicides, AWOLs, A&E
attendances due to severe self-harm, and face down restraints
9. Reduction of severe harm incidents
2016/17
To increase the numbers of incidents reported and reduce the number of patient safety
incidents resulting in severe harm or death from the number in 2012/13
10. Reduction of abuse of staff
2016/17
To reduce the number of incidents of abuse (including discriminatory abuse) experienced by
staff in the workplace

National Staff Survey
11. Response rate
2016/17
To have a response rate of 80% to the national staff survey
12. Staff satisfaction / engagement
2016/17
To improve our staff satisfaction / engagement rating
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2.2 Statements of Assurance from the Board
Review of Services
During 2015/16 Surrey and Borders Partnership NHS Foundation Trust provided 133
relevant health services.
For those services the Trust subcontracts to other organisations, we monitor quality
requirements through the Quality Assurance Reports that are submitted to the Quality
Committee.
Surrey and Borders Partnership NHS Foundation Trust has reviewed all the data available
to them on the quality of care in 82 self-assessments and 32 peer reviews of these relevant
health services through our Foundation Standards review process.
The income generated by the relevant health services reviewed in 2015/16 represents
100% of the total income generated from the provision of relevant health services by
Surrey and Borders Partnership NHS Foundation Trust for 2015/16.
Participation in Clinical Audits
During 2015/16 three national clinical audits and six national confidential enquiries
covered relevant health services that Surrey and Borders Partnership NHS Foundation
Trust provides.
During that period Surrey and Borders Partnership NHS Foundation Trust participated in
100% of the national clinical audits and 100% of the national confidential enquiries which it
was eligible to participate in.
The national clinical audits and national confidential enquiries that Surrey and Borders
Partnership NHS Foundation Trust was eligible to participate in during 2015/16 are as
follows:
 Prescribing Observatory audits for Mental Health
 Communicating with GPs
 Mental health indicator 4a
 National confidential inquiries into suicide and homicide for people with severe and
enduring mental illness
The national clinical audits and national confidential enquiries that Surrey and Borders
Partnership NHS Foundation Trust participated in 2015/16 are listed below alongside the
number of cases submitted to each audit or enquiry as a percentage of the number of
registered cases required by the terms of that audit or enquiry.
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Number of cases
submitted

% of registered
cases

80

100%

13

100%

58

100%

Communicating with GPs

100

100%

Mental Health Indicator 4a

100

100%

National confidential inquiries into suicide and homicide for
people with severe and enduring mental illness

24

100%

National Clinical Audits
Prescribing Observatory for Mental Health
-

QIP 13b: Prescribing for ADHD in children, adolescents
and adults

Prescribing Observatory for Mental Health
-

QIP 14b: Prescribing for substance misuse: alcohol
detoxification

Prescribing Observatory for Mental Health
-

QIP 15a: Prescribing sodium valproate for people with
bipolar disorder

The report of one national clinical audit was reviewed by the provider in 2015/16 and we
intend to take the following actions to improve the quality of healthcare provided:
All clinical audits carried out within the Trust have recommendations, which are
implemented through detailed action plans. These will be monitored through various
governance committees and locally to ensure the Trust delivers quality services.
The reports of nine local clinical audits were reviewed by the provider in 2015/16 and we
intend to take the following actions to improve the quality of healthcare provided:
Recommendations have been borne out of the results of the audits, which are
implemented through detailed action plans, further recommendations and re-audit. These
are monitored through various governance committees and individual services to ensure
the Trust delivers quality services.
We were involved with the following studies under the NCISH programme in 2015/16:
 The Core inquiry into suicide and homicide by people with mental illness
 SUD – Sudden death in psychiatric inpatient and the relationship with psychotropic
drugs
 Homicide by patients with schizophrenia
 Inpatient suicide whilst under non-routine observation
 National investigation into suicide in children and young people
 Suicide and homicide in patients with personality disorder
Participation in Clinical Research
A total of 1,193 people receiving relevant health services provided or sub contracted by
Surrey and Borders Partnership NHS Foundation Trust in 2015/16 were recruited during
that period to participate in research approved by a Research Ethics Committee. This figure
includes 24 people recruited to studies under the NCISH programme.

The Research and Development Office promotes and encourages a wide range of research
projects with practical, hands-on support and involvement from our Clinical Studies
Officers and positive cooperation from all our services across the Trust. Positive and
meaningful involvement in research from people using our services, their carers and the
public has increased over 2015/16, showing real transformative benefits for services.
Use of the Commissioning for Quality & Innovation (CQUIN) Payment Framework 2015/16
A proportion of Surrey and Borders Partnership NHS Foundation Trust’s income in 2015/16
was conditional on achieving quality improvement and innovation goals agreed between
Surrey and Borders Partnership NHS Foundation Trust (and any person or body they
entered into a contract, agreement or arrangement with for the provision of NHS services)
through the CQUIN.
The table below identifies the Trusts CQUINs for 2015/16.
Goal No.
CQUIN 1 National
CQUIN 2 National
CQUIN 3 Local
CQUIN 4 Local
CAMHS CQUIN 1 Local
CAMHS CQUIN 2 Local
CAMHS CQUIN 3 Local
CAMHS CQUIN 4 Local
CAMHS CQUIN 5 National
i-Access CQUIN 1

i-Access CQUIN 2
i-Access CQUIN 3
i-Access CQUIN 4

Goal Name
Communicating with GPs
Cardio metabolic patient assessments
One person one plan
Identifying and reducing the incidents of suicide
Wider access to CAMHS
Improved access and uptake of CAMHS services by Gypsy, Roma, Traveller
communities
Reduction in tertiary referrals for medication management
Looked after children
Hospital Psychiatric Liaison Services
Coordinate and contribute to a programme of workshop/skill
sharing/training and/or annual conference delivered in part by existing
Surrey providers of substance misuse treatment and external specialists
where appropriate
Development of pre and soft exit from treatment episode
Engagement with treatment resistant alcohol users
Growth of alcohol users in treatment (rolling 12 month total)

The monetary total for the amount of income in 2015/16 conditional upon achieving
quality improvement and innovation goals is £ 2,365,016 against a target of £ 1,604,464.
Registration with Care Quality Commission
Surrey and Borders Partnership NHS Foundation Trust is required to register with the Care
Quality Commission and its current registration status is registered without conditions.
The Care Quality Commission has issued one social care enforcement action against Surrey
and Borders Partnership NHS Foundation Trust during 2015/16. This service was reinspected on 30th March and the special measure lifted.
Surrey and Borders Partnership NHS Foundation Trust has not participated in any special
reviews or investigations by the Care Quality Commission during the reporting period.

Quality of Data
Surrey and Borders Partnership NHS Foundation Trust submitted records during 2015/16
to the Secondary Uses Service for inclusion in the Hospital Episode Statistics which are
included in the latest published data. The percentage of records in the latest published
data:
 Which included the patient’s valid NHS Number was: 99.66% for admitted patient
care and 99.9% for outpatient care
 Which included the patient’s valid General Practitioner Registration Code was:
100% for admitted patient care and 100% for outpatient care
Surrey and Borders Partnership NHS Foundation Trust’s Information Governance Toolkit
Assessment Report overall score for 2015/16 is:
Score
88%

Grade
Green

Surrey and Borders Partnership NHS Foundation Trust was not subject to the Payment by
Results clinical coding audit during the reporting period by the Audit Commission.

2.3 Reporting Against Core Indicators
1. The percentage of patients on Care Programme Approach who were followed up
within 7 days after discharge from psychiatric in-patient care during the reporting
period

SABP
National
Lowest National
Highest National

SABP
National
Lowest National
Highest National

SABP
National
Lowest National
Highest National

Qu.1
99.5%
97.4%
94.2%
100.0%

2013-2014
Qu. 2
97.7%
97.5%
90.7%
100.0%

Qu.3
97.3%
96.7%
77.2%
100.0%

Qu. 4
93.3%
97.4%
93.3%
100.0%

Qu.1
98.6%
97.0%
93.0%
100.0%

2014-2015
Qu. 2
99.6%
97.3%
91.5%
100.0%

Qu.3
97.5%
97.3%
90.0%
100.0%

Qu. 4
97.2%
97.5%
93.1%
100.0%

Qu. 1
97.0%
97.0%
88.9%
100.0%

2015-2016
Qu. 2
96.3%
96.8%
83.4%
100.0%

Qu. 3
96.3%
96.9%
50.0%
100.0%

Qu. 4*
DNA
DNA
DNA
DNA

* We were unable to submit Quarter 4 data to NHS England due to the implementation of our new clinical
record system and data warehouse.

The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
Our procedural guidance instructs staff how to record information accurately. The data is
based on reports that have been tested to ensure they accurately reflect information
recorded by service teams.
Our Data Quality Leads and their manager investigate and sign off any breaches. The
results are sense checked by the Quality Assurance and Reporting team before they are
submitted to Monitor and NHS England.
The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to maintain and improve this high percentage, and so the quality of its services: daily
conference calls across teams to help prepare for discharge and to ensure community
services are available to follow up with individuals; and weekly team meetings within
community services to discuss all cases and ensure follow up.

2. The percentage of admissions to acute wards for which the Crisis Resolution Home
Treatment Team acted as a gatekeeper during the reporting period

SABP
National
Lowest National
Highest National

SABP
National
Lowest National
Highest National

Qu.1
98.0%
97.7%
74.5%
100.0%

2013-2014
Qu. 2
97.2%
98.7%
94.9%
100.0%

Qu.3
97.8%
98.6%
94.9%
100.0%

Qu. 4
98.5%
98.2%
87.9%
100.0%

Qu.1
97.2%
98.0%
81.8%
100.0%

2014-2015
Qu. 2
96.7%
98.5%
93.6%
100.0%

Qu.3
97.4%
97.9%
73.0%
100.0%

Qu. 4
97.7%
98.1%
59.5%
100.0%

2015-2016
Qu. 1
Qu. 2
Qu. 3
Qu. 4*
SABP
97.0%
96.9%
96.9%
DNA
DNA
National
96.3%
97.0%
97.4%
DNA
Lowest National
18.3%
48.5%
61.9%
DNA
Highest National
100.0%
100.0%
100.0%
* We were unable to submit Quarter 4 data to NHS England due to the implementation of our new clinical
record system and data warehouse.

The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
Our procedural guidance instructs staff how to record information accurately. The data is
based on reports that have been tested to ensure they accurately reflect information
recorded by service teams.
Our Data Quality Leads validate each record on the report. The results are sense checked
by the Quality Assurance and Reporting team before they are submitted to Monitor and
NHS England.
The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to maintain and improve this high percentage, and so the quality of its services: staff are
fully aware of the protocols in place to ensure all admissions go through the Home
Treatment Team who act as gatekeepers to our acute wards.

3. Readmissions within 28 days of discharge
During the period April - September 2015, no-one was readmitted as an emergency within
28 days of being discharged from our inpatient services. The chart below relates to people
aged 16 and over. No-one aged under 16 was admitted to our inpatient services during the
period shown.
Emergency readmissions within 28 days
20%

10%
3.0%
1.0%

1.5%

1.2%

0.7%

1.5%

0%

1.1%

0.1%

0.0%

0.0%

Source: Trust Information Management System (TIM)
Note: We are currently unable to report Quarter 3 and Quarter 4 data due to the implementation of our
new clinical record system and data warehouse.

The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
Our staff follow procedural instructions on recording admission and discharge dates on our
electronic clinical records system. The Trust Information Management system reports are
tested and checked by our Information Management Team.
The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to improve this percentage, and so the quality of its services:
Discharge planning now commences earlier during people’s stay to help them prepare
better for discharge; and crisis and contingency plans are put in place for all individuals
prior to discharge.

4. Patient experience of community mental health services indicator score with regard to
patients’ experience of contact with a health or social care worker during the
reporting period
The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
NHS Surveys designed the CQC Community Mental Health Survey and collated the results.
Service teams encourage people using services to complete experience and satisfaction
surveys.
Health and Social Care
workers 2013
Did this person listen carefully
to you?
Did this person take your views
into account?
Did you have trust and
confidence in this person?
Did this person treat you with
respect and dignity
Were you given enough time to
discuss your condition and
treatment?

SABP score
8.7

Lowest
national score
8.2

Highest
national score
9.2

Surveys
completed
265

8.4

7.9

8.9

259

8.0

7.5

8.7

266

9.2

8.6

9.5

268

8.0

7.4

8.8

262

Health and Social Care
workers 2014
Section score
Did this person listen carefully
to you?
Were you given enough time to
discuss your needs and
treatment?
Did the person or people you
saw understand how your
mental health needs affect
other areas of your life?

SABP score

Highest
national score
8.4
8.9

Surveys
completed

7.5
8.0

Lowest
national score
7.3
7.7

7.4

7.2

8.4

270

7.1

6.5

8.1

259

Health and Social Care
workers 2015
Section score
Did this person listen carefully
to you?
Were you given enough time to
discuss your needs and
treatment?
Did the person or people you
saw understand how your
mental health needs affect
other areas of your life?

SABP score

Highest
national score
8.2
8.7

Surveys
completed

7.6
8.2

Lowest
national score
6.8
7.6

7.4

6.8

8.0

259

7.0

6.0

7.8

254

269

267

The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to improve this percentage, and so the quality of its services:
We have built on the 2012 action plan which focuses on the key areas for development.
This includes the implementation of the Your Views Matter surveys. This system provides
people using services with a continuous opportunity to feedback their experiences and
allows us to respond in a timely and efficient way. This improves the experience for people
using services and in turn the results of the national survey.
Note: In 2013 there was a sampling error and as a result the 2013 data cannot be compared to previous
years. In 2014 the survey was extensively changed and so there are variations in the questions asked for
this section of the survey.

5. The number and rate of patient safety incidents reported within the Trust during the
reporting period, and the number and percentage of such patient safety incidents that
resulted in severe harm or death
Surrey and Borders Partnership NHS Foundation Trust submits data to the National
Reporting and Learning System (NRLS) on a monthly basis for all incidents that occur and
are recorded on Datix relating to people who use our services. This data is collected by the
NRLS who release data overviews twice a year for each NHS Trust in relation to occurrence
of incidents per 1,000 bed days and also compares submitted data to other Trusts
throughout the country.
Over previous years we have featured in the lower end of the NRLS national comparison of
incidents reported per 1,000 bed days. The incident data exported to the NRLS from 2011 September 2015 (the latest NRLS data, released in April 2016) can be seen below. We are
now in line with median national reporting by Mental Health Trusts.

April 2011 Sep 2011
Oct 2011 March 2012
April 2012 Sep 2012
Oct 2012 March 2013
April 2013 Sep 2013
Oct 2013 March 2014
April 2014 Sep 2014
Oct 2014 March 2015
April 2015 Sep 2015

Number of
incidents reported
by SABP
per 1,000 bed days
3.06

Average number of
Lowest number of
Highest number of
incidents reported
incidents reported
incidents reported
per 1,000 bed days:
per 1,000 bed days:
per 1,000 bed days:
Mental Health Trusts Mental Health Trusts Mental Health Trusts
24.31
0.00
86.22

5.32

23.47

0.00

86.89

8.06

25.56

0.00

70.29

10.64

26.79

0.00

99.75

15.81

28.03

0.00

67.06

13.54

28.50

9.00

58.69

29.53

36.97

7.25

90.40

22.58

38.92

4.83

92.53

34.48

42.00

6.46

83.72

Incident reporting has improved year on year in recent years and we have taken a
proactive approach to increase the number of incidents being reported to encourage an
open and transparent culture where we can learn from one another and to improve the
services we offer to people. Historically staff have actively reported those incidents that
result in extreme harm or death but did not always recognise occurrences resulting in a
lesser degree of harm or near miss as an incident to be reported.

The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to improve these results, and so the quality of its services:
 Launch of an incident awareness month to highlight the importance of incident
reporting
 Creation of a trigger list guiding staff what an incident is and how to report
 Simplifying the Datix system to encourage reporting, holding Datix workshops and
attending teams bases to explain the importance of incident reporting and to train
staff
 Clinical Risk & Safety Team launched a monthly Learning Report last year detailing
numbers of incidents reported
 Learning from incidents and including guidance for incident reporting
The latest NRLS release of data (April 2016) also includes the ratio of those incidents
reported as deaths of people who use our services in relation to 1,000 bed days and
comparison with other Mental Health Trusts.
Number of deaths
reported by SABP to
NRLS

Deaths as a percentage of total
number of incidents reported
by SABP to NRLS

April 2011 Sep 2011
Oct 2011 March 2012
April 2012 Sep 2012

28

5.9%

Mental Health Trusts average:
deaths as a percentage of total
number of incidents reported
to NRLS
0.6%

40

4.9%

1.0%

26

4.0%

1.0%

Oct 2012 March 2013
April 2013 Sep 2013
Oct 2013 March 2014
April 2014 Sep 2014
Oct 2014 March 2015
April 2015 Sep 2015

30

3.5%

0.9%

26

2.2%

1.1%

32

3.2%

0.9%

22

1.8%

0.8%

32

3.7%

0.9%

41

3.2%

0.8%

On first view it appears that we have a much higher than average reporting rate of
incidents reporting deaths of people who use our services.
The NRLS website gives the following guidance:
Nationally, 72 per cent of incidents are reported as no harm, and just under 1 per cent as
severe harm or death. However, not all organisations apply the national coding of degree
of harm in a consistent way, which can make comparison of harm profiles of organisations
difficult.

Organisations should record actual harm to patients rather than potential degree of harm.
Recognising and reporting incidents resulting in severe harm or death is an important sign
of an organisation's reporting culture. If the numbers of incidents reported as severe harm
or death are low compared with peers you should check that your reports reflect all
incidents you are aware of through sources such as mortality review, inquests, litigation or
complaints.
The 41 deaths of people recorded in the April 2015 – September 2015 can be broken down
as follows:
 Unexpected deaths/suspected suicide of people who use, or have in the past used,
our services
 Deaths of people that have been classified as natural causes – these deaths are not
reportable to NRLS. A delay in establishing a cause of death can lead to these deaths
to be reported to NRLS as we view all deaths of people without an established
natural cause of death as an unexpected death up until the point this is confirmed
by HM Coroner
 Incidents established as not related to the death of a person in use, or past use, of
our services
We are currently in the process of refreshing this data with NRLS to provide accurate
figures. When refreshing this data for April 2015 - September 2015 the revised figures are:

April 2015 Sep2015

Number of deaths reported
by SABP to NRLS

Deaths as a % of total
number of incidents
reported by SABP to NRLS

35

2.69%

Mental Health Trusts
average:
deaths as % of total number
of incidents reported to
NRLS
0.83

The
programme was designed and launched in 2014 further to our desire to
identify, test, make reliable, spread and embed all the safety and experience improvement
works that were occurring in isolation in the Trust. Suicide prevention is a critical
component of ensuring that we learn lessons from adverse events and take actions to
ensure that risks to safety are effectively managed. We have recently completed and
achieved the suicide prevention CQUIN for 2015/16, and suicide prevention work along
with the clinical assurance team continues to gain pace and shape and inform practice
across the Trust.
Caveats to this declaration
The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
We are actively driving up the numbers of incidents being reported and logged as
incidents.

However, this indicator is being published for the first time and is subject to reliance on
staff reporting all incidents. There is an element of local clinical judgement in the reported
figure. There is a data completeness risk at every Trust relating to the data collected for
total incidents regardless of their severity as it relies on every incident being reported as
the denominator. This requires all staff to be aware of processes to follow and ensure that
every incident is reported. We have provided training and there are various policies and
processes in place relating to incident reporting to support this process, but this does not
provide sufficient assurance that could be subject to audit to ensure that all incidents are
being reported. This is in line with all other Trusts.
There is also clinical judgement in the classification of an incident as “severe harm” as it
requires moderation and judgement against subject criteria and processes. This can be
evidenced as classifications can change once they are reviewed.

Part Three: Other information
The following is an overview of the care offered by Surrey and Borders Partnership NHS
Foundation Trust based on performance in 2015/16 against indicators selected by the
Board in consultation with stakeholders, with an explanation of the underlying reason for
selection. These indicators are different from those used in the 2014/15 Quality Account as
we felt that those indicators previously used were already being reported elsewhere in the
report. We also feel that this part of the Quality Account gives us the opportunity to
demonstrate our performance in other areas that are not mentioned in the Quality
Account thus far. The indicators for 2015/16 were approved by the Trust Board on 30
March 2016.
Performance
Patient Safety
1. Absent Without Leave Incidents (AWOLS)
We combine our own data with that received from the Police (MISPER data).
Absent without leave incidents
(from Ward/Unit)
14
12
10
8
6
4
2
0

Absent without Leave
(failed to return from S17 or S17E CTO Recall)
8
7
6
5
4
3
2
1
0

2. Physical restraints by position
In the 12 months between April 2015 and March 2016, a total of 344 incidents of physical
restraint were reported, of which 34 were prone (face down) restraints. This is in the
context of national guidance in respect of prone restraint and the commitment of our staff
to minimise its use in the interests of the safety of people who use our services.
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3. Falls
In the 12 months between April 2015 and March 2016, 373 falls were reported, over half
of which were classified as being a fall on level ground.
Falls
60
50
40
30
20
10
0

4
2
5
2
10
11
5
2

3
2
3
12
1
2

24
4
3

Apr-15 May-15 Jun-15

7
5
5

1
5

19

18

9

6

4

7

Jul-15

1

4
1
2
8
4
5

3
7

4
1
4
15

18
1

7
2

1
1
4
19
5
6

1
2
1

1

2
1
1
9

16

4
2
10

4
2

2
3

5
3

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16

Accident or some other type or cause

Fall from height, bed or chair

Fall on level ground

Suspected fall

Tripped over an object

Collision with an object

Fall after act of aggression

Total

Clinical Effectiveness
1. Staff appraisals
The aim of appraisal is to ensure that our staff are supported to be able to undertake what
is required of them in their role and to agree with our employees what they would like to
do to develop and progress, either within our organisation or the wider NHS.
Percentage of staff with an up-to-date appraisal
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2. Protected characteristics
We aim to support our adherence to the Equality Act 2010 by improving the data
collection of the protected characteristics of people who use our services. Our ambition is
to achieve an overall figure of 80%, for the following characteristics combined: age;
disability; gender; marriage and civil partnership; ethnicity type; religion and belief; and
sexual orientation. This helps us to ensure we are better able to meet the needs of people
who use our services.
We are currently unable to use SystmOne data to report our performance for this indicator
for Quarter 3 and Quarter 4. However, our service teams have examined a sample of
records (approximately 150 cases) and found that for 90% of people in the sample we had
collected their protected characteristics information. This would be rated as ‘outstanding’
under the criteria for this indicator.
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Source: Trust Information Management system

3. Early Invention in Psychosis (EIIP) – Reduce duration of untreated psychosis
Duration of Untreated Psychosis is the time difference between when the person referred
states the first manifestations of the illness are noticed (manifest psychosis date recorded)
and when the treatment by EIIP services in Surrey and Borders begins (psychosis treatment
start date recorded). This is measured in days.
We are currently unable to use SystmOne data to report our performance for this indicator
for Quarter 3 and Quarter 4. However, we are able to show that all people who are
accepted for treatment are seen within 14 days unless they do not attend their
appointment or we cannot locate them.
Duration of untreated psychosis (days)
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Source: Trust Information Management system (TIM)

4. EIIP – New cases
Our EIIP teams served 150 new psychosis cases during 2015/16, exceeding the target of
126 new cases by year-end.
New cases of psychosis served by EIIP teams
Total all CCGs
Cumulative Total
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Source: Data collected by EIIP service teams

Patient Experience
1. Your Views Matter – People with a learning disability
290 people who attended our Learning Disabilities day services during 2015/16 took part in
the Your Views Matter survey. Of these, 94% said ‘yes’ to the question: ‘I can make a
choice about what I do’.
I can make a choice about what I do
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Source: Your Views Matter Day Care Survey for people with a learning disability

2. Your Views Matter – People who use our services
Our Your Views Matter community and inpatient surveys include a question that asks
people to rate their experience of the service overall, on a scale of 0-10 (where 0 is ‘not at
all satisfied’ and 10 is ‘extremely satisfied’). A total of 3,429 people answered this question
during 2015/16, of which 79% were either satisfied or extremely satisfied with their
experience of the service overall (people who gave a score of 8-10). 2% of those who
answered the question were not at all satisfied with the service they received. A review of
the additional comments they provided will help us to identify where improvements are
needed.

Source: The figures have been compiled from all of the Your Views Matter surveys that ask the overall
experience question

3. Your Views Matters – Carers
437 carers took part in the Your Views Matter Carers’ Survey in 2015/16, of which 74% said
they were offered a Carers’ Needs Assessment.
Carers offered a Carers' Needs Assessment
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Source: Your Views Matter Carers’ Survey

Performance Against Key National Priorities
The following gives an overview of performance in 2015/16 against the key national
priorities from the Department of Health’s Operating Framework. This includes
performance against the relevant indicators and performance thresholds set out in
Appendix A of Monitor’s Risk Assessment Framework.
Care Programme Approach (CPA) patients having formal review within 12 months
Definition/notes

Issues

Data
period

Target

Numerator: number of adults in the
denominator who have had at least
one formal review in last 12 months

No
Change

Q–
Actual

95%

Q1
97.30%

2015/2016
Q2
Q3*
98.03% DNA

Denominator: number of adults
who have received secondary
mental health services and were on
the CPA at the end of the reported
period
* We are currently unable to report Quarter 3 and Quarter 4 data due to the implementation of our new
clinical record system and data warehouse.

Q4*
DNA

Minimising delayed transfers of care
Definition/notes
Numerator: the number of nonacute patients (aged 18 and over on
admission) per day under
consultant-led and non-consultantled care whose transfer of care was
delayed during the quarter. For
example, one patient delayed for
five days counts as five
Denominator: the total number of
occupied bed days (consultant-led
and non-consultant-led) during the
quarter

Issues
Count is
now
occupied
bed days,
not
patients.
Average
no longer
reported.
Social
Care now
included

Data
period

Target

Q–
Actual

< = 7.5%

Q1
1.36%

2015/2016
Q2
Q3
1.04% 1.03%

Q4
0.64%

Meeting commitment to serve new psychosis cases by Early Intervention Team
Definition/notes
Quarterly performance against
commissioner contract. Threshold
represents a minimum level of
performance against contract
performance, rounded down.

Issues

Data
period

Target

No
Change

Q–
Actual

126 year
end

Issues

Data
period

Target

Q–
Actual

97%

2015/2016
Q1
44

Q2
80

Q3
116

Q4
150

Data completeness: identifiers
Definition/notes
Numerator: count of valid entries
for each data item below
Denominator: total number of
entries
Date of birth

97%

2015/2016
Q1
99.91%

Q2
99.90%

Q3*
DNA

Q4*
DNA

Q–
99%
100%
100%
DNA DNA
Actual
Patient's current gender
Q–
99%
100%
100%
DNA DNA
Actual
Patient's NHS number
Q–
99.66%
99.91% 99.91% DNA DNA
Actual
Organisation code of patient’s
Q–
99.99%
100%
100%
DNA DNA
registered GP
Actual
Postcode of patient's normal
Q–
99.87%
99.53% 99.50% DNA DNA
residence
Actual
Organisation code of commissioner
Q–
100%
100%
99.99% DNA DNA
Actual
* We are currently unable to report Quarter 3 and Quarter 4 data due to the implementation of our new
clinical record system and data warehouse.

Data completeness: outcomes for patients on CPA
Definition/notes
Definition is for those adult patients
on a CPA with a HONOS,
employment status, and settled
accommodation data

Issues
No
Change

Data
period

Target

Q–
Actual

50%

Q1
91.37
%

2015/2016
Q2
Q3*
86.72
DNA
%

Q4*
DNA

Completed %
Numerator: count of valid entries
(valid, other, default)
Denominator: total number of
entries
* We are currently unable to report Quarter 3 and Quarter 4 data due to the implementation of our new
clinical record system and data warehouse.

Self-certification against compliance with requirements regarding access to healthcare
for people with a learning disability, weighting: 0.5
Definition/notes
Meeting the six criteria for meeting
the needs of people with a learning
disability, based on
recommendations set out in
Healthcare for All (DH, 2008)

Issues

Data
period

Target

Q–
Actual

N/A

Q1
100%

2015/2016
Q2
Q3
100%
100%

Q4
100%

Annex 1: Statements from
commissioners, local Healthwatch
organisations and Overview and
Scrutiny Committees
The Quality Account has been designed and written following discussions regarding the
quality of our services throughout the year with our Board, the clinical teams and key
stakeholders. These include representation of carers and people who use services, our
Foundation Trust Governors, and the Care Quality Commission.

Response by Commissioners
In providing this response, the six Clinical Commissioning Groups (CCGs) for Surrey (North
East Hampshire and Farnham CCG, North West Surrey CCG, Surrey Downs CCG, Surrey
Heath CCG, East Surrey CCG and Guildford and Waverly CCG), have taken the regular
information and assurance generated through the Clinical Quality Review Meetings and
other associated on-going quality assurance processes into consideration.
Quality Account Statement
Based on the assurance and information commissioners have received through the quality
assurance processes detailed above, we believe this Quality Account provides a fair and
comprehensive view of the quality of services delivered and is fully compliant with the
mandated quality account requirements. The account portrays the sense of deserved
praise for the direction of improvement that the Trust has undergone over the last 2 years
and we applaud the Trust’s ambition to continue to improve in the areas that it either
didn't reach target or where it wishes to not just be average but be the best. The Quality
Account Highlights in particular capture an honest reflection on what went well and what
could be improved. However, we have included comments below to show were further
information would have helped to more accurately describe the Trust activity in relation to
quality improvement over the last 12 months.
Quality Priorities
The Trust’s quality improvement priorities for 2015/16 are clearly defined and the progress
made against the ten clinical quality priorities is displayed in an easy to understand way. It
is clear that improvements have been made across many of the existing quality standards
and initiatives across the three domains of patient safety, patient experience and clinical
effectiveness. However the lack of evidence available for some standards due to the move
from RiO to SystmOne means that progress is not always clear. This lack of data since
SystmOne’s implementation means that quality assurance in some areas is limited.

Patient Experience
We would like to congratulate the Trust in reaching 91% of people who would recommend
their services to friends and family members in Q4. We are also pleased to see that the
percentage of carers who would make the same recommendation being maintained.
Also, as in the previous year, the NHS Staff Survey return rate has to be commended. It is
also good to see an ambition to improve this further.
Effectiveness
People being involved in the planning of their care is important in achieving positive clinical
outcomes. Whilst there has been an increase over the year in the number of people who
said they were involved in their care planning, we agree with the Trust’s assessment that
further improvement is needed. However the Trust is to be commended for the high
percentage of people given a copy of their care plan during the first two quarters of the
year.
In the progress report on people having a physical health check within 3 months of
assessment the Trust shows how physical health is a key determinant on people’s mental
health. We are pleased to see that this is a critical component the Trust’s clinical strategy.
Unfortunately, the lack of evidence beyond June 2015 does not allow a clear assessment of
progress against the quality indicator introduced in 2015/16.
Safety
In our commissioner response to last year’s Quality Account we noted that statutory and
mandatory training compliance remained a challenge for the Trust. Therefore we are
pleased to see the progress made in both areas.
Commissioners review the Trust’s serious incident reports on a monthly basis. Throughout
the year their reports have been received in a timely manner with no backlog. The quality
of these reports overall has also been maintained. We congratulate the Trust’s Clinical Risk
and Safety team on their success in winning the Kent Surrey and Sussex Academic Health
Sciences Network’s Patient Safety Award 2015.
In the progress report on Clinical Quality Priority 9 – ‘Reducing SIs reported where severe
or extreme harm resulted’, we feel the opportunity has been missed to report on the good
work done within the Suicide Reduction CQUIN and how that should support this quality
priority going forward.

Overall Comments
In our response to the last year’s account we commented that it was not written in an easy
to read format, with many tables with a high use of acronyms. This account is presented in
a much clearer way, particularly in the section that reports on the 10 Clinical Quality
Priorities.
The Clinical Quality Priorities for 2016/17 are clear and realistic. If achieved, these
priorities will support continued quality improvement and we look forward to seeing the
progress throughout the year. We also look forward to seeing:
 Real measurable improvements with the embedding of SystmOne allowing better
recording and reporting against some of these targets
 Reviewing the effectiveness of the Trust’s work in relation to unexpected death
reviews and compliance with recommendations from the Mazars report
 Evidence of the effectiveness of the Safer Care work being reflected in reductions in
unexpected death and AWOLS serious incidents
 The Trust’s CQC Inspection report and action plan following the visit in February
2016
The achievements highlighted in this report, in particular the opening of the new Farnham
Road Hospital and the roll-out of Safe Havens across Surrey are important and should lead
to a better experience for those who use these services. Other areas to highlight are:
 Improvements in staff mandatory and statutory training levels
 The key learning from SI's leading to a downward trajectory on numbers reported in
year and also the recognition the organisation’s investigation team obtained
 The positive impacts from the Safe Care Programme especially around suicide
prevention, AWOLS and absconders
 The work with Gypsy, Roma and Traveller communities and the Nepalese
Commissioners will continue to hold the Trust to account for performance against the
priorities and improvement targets detailed in this Quality Account during 2016/17,
through the existing quality assurance processes.
North East Hampshire and Farnham Clinical Commissioning Group
12 May 2016

Response by Council of Governors
We acknowledge the Trust’s achievements during 2015/16, particularly opening the new
Farnham Road Hospital and launching innovative community services such the Recovery
College and Safe Havens. We encourage the Trust to ensure that new ideas are
implemented once they have been piloted successfully.
The Trust achieved most of its Key Performance Indicators and clinical quality priorities in
2015/16. One of the measures identified as requiring improvement is about whether
people feel they were involved in planning their care. We recognise that the target for this
measure might be difficult to achieve as people are not always well enough to engage in
planning their care. This is an area where people who use services and carers, advocates
and those who know them well, should be included whenever possible to help create good
and meaningful care plans.
We were concerned that the CQC issued a Warning Notice following its inspection of the
Ashmount service. We did attempt to hold the Non-Executive Directors to account by
seeking assurance concerning this facility. In future the Board needs to ensure the Council
feels more able to carry out its duty effectively and in a timely fashion. To this end we have
agreed formal time on our agenda, during the public Council meetings, to be able to
transparently hold Non-Executive Directors to account for the quality of our services.
We would like to see a reduction, aim for zero %, in the number of avoidable deaths
among people who use the Trust’s services, and more information and assurance about
what the Trust is doing to achieve this.
The Trust achieved a small surplus against its 2015/16 financial plan. We recognise this is
an achievement, but we are concerned it could indicate that the Trust is not investing
enough in clinical services and we would welcome assurance on this.
We would like more information on what the Trust is doing to improve staff recruitment
and retention.
The feedback the Trust collects from people who use services and from carers, through the
Your Views Matter surveys, is useful but some services achieve relatively low response
rates and we would like the Trust to address this.
We are disappointed that the move from RiO to SystmOne has meant that the Trust has
been unable to report on some of its performance indicators since September 2015 and
the Trust needs to monitor its performance using alternative data sources where available.
Lastly, we would like to work with the Trust to improve our connection with our members,
people who use our services, carers and the public, so that we can better understand and
serve their needs.
Council of Governors
May 2016

Response by Health Overview and Scrutiny Committee
The CARE (formerly STAR) Awards are a wonderful opportunity to learn about the workings
of Surrey & Borders NHS Trust staff as colleagues nominate the ways they introduce and
embed in their departments to ensure user and Carers of their services have the best
support and treatment.
This year the opening of Farnham Road Hospital and the Safe Havens across the county are
prime examples of care and support with the latter reducing the need for people to go
to A&E. The awards process also shows how corporate workings are introduced and give
confidence in the high level of professionalism and dedication shown to those who live
outside in the communities and those who admitted to hospitals.
Over the past year there has been the continuation of working with partners supporting
for those with mental health needs and this is evident in the partnership working with
Surrey County Council, both embedding the Care Act directives for all ages of caring.
Margaret Hicks
11 May 2016

Response by Healthwatch Surrey

We welcome the opportunity to comment on your Quality Account.
This opportunity has been considered taking into account our current priorities and the
most effective way to achieve these. With this in mind we have taken the decision not to
comment on your organisations Quality Account on this occasion.
We look forward to continuing to work with your organisation over the next year. In
particular we look forward to continuing discussions in 2016/17 around how to:
• Make it easier to make NHS complaints
• Increase involvement of people, patients and service users in decision making
• Promote and support people, patient and service user focussed cultures

Matthew Parry
Consumer Champion (Evidence & Insight Manager)
9 March 2016

Statement of Directors’
Responsibilities in Respect of the
Quality Account
The Directors are required under the Health Act 2009, National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
Monitor has issued guidance to NHS Foundation Trust boards on the form and content of
annual quality reports (which incorporate the above legal requirements) and on the
arrangements that Foundation Trust boards should put in place to support the data quality
for the preparation of the Quality Account.
In preparing the Quality Account, Directors are required to take steps to satisfy themselves
that:
 The content of the Quality Account meets the requirements set out in the NHS
Foundation Trust Annual Reporting Manual 2015/16 and supporting guidance
 The content of the Quality Account is not inconsistent with internal and external
sources of information including:
- Board minutes and papers from the period April 2015 to March 2016
- Papers relating to quality reported to the Board over the period April 2015 to
March 2016
- Feedback from the commissioners dated 12th May 2016
- Feedback from Local Health Watch dated 9th March 2016
- Feedback from our Council of Governors dated 11th May 2016
- Feedback from the Health Overview and Scrutiny Committee dated 11 th May
2016
- The Trust’s complaints report published under regulation 18 of the local authority
social services and NHS Complaints Regulations 2009, dated April 2016
- The 2015 national patient survey dated October 2015
- The 2015 national staff survey dated February 2016
- The Head of Internal Audit’s annual opinion over the Trust’s control environment
dated May 2016
- CQC Intelligent monitoring report
 The Quality Accounts presents a balanced picture of the Trust’s performance over
the period covered
 The performance information reported in the Quality Account is materially reliable
and accurate

 There are proper internal controls over the collection and reporting of the measures
of performance included in the Quality Account, and these controls are subject to
review to confirm that they are working effectively in practice
 The data underpinning the measures of performance reported in the Quality
Account is robust and reliable, conforms to specific data quality standards and
prescribed definitions, is subject to appropriate scrutiny and review and
 The Quality Account had been prepared in accordance with Monitor’s annual
reporting guidance (which incorporates Quality Accounts regulations) as well as the
standards to support data quality for the preparation of the Quality Account
The Directors confirm to the best of their knowledge and belief they have complied with
the above requirements in preparing the Quality Account.
By order of the Board

Date: 26 May 2016

Signed:

Chairman

Date: 26 May 2016

Signed:

Chief Executive

Independent Auditor’s Report
Independent Auditor’s Report to the Council of Governors of Surrey and Borders
Partnership NHS Foundation Trust on the Quality Report
We have been engaged by the Council of Governors of Surrey and Borders Partnership NHS
Foundation Trust to perform an independent assurance engagement in respect of Surrey
and Borders Partnership NHS Foundation Trust’s Quality Report for the year ended 31
March 2016 (the ‘Quality Report’) and certain performance indicators contained therein.
Scope and Subject Matter
The national priority indicators for the year ended 31 March 2016 subject to limited
assurance were (the indicators):
• Minimising delayed transfers of care and
• 100% enhanced Care Programme Approach patients receiving follow-up contact
within seven days of discharge from hospital
Respective Responsibilities of the Directors and Auditors
The Directors are responsible for the content and the preparation of the Quality Report in
accordance with the criteria set out in the NHS Foundation Trust Annual Reporting Manual
and supporting guidance issued by Monitor.
Our responsibility is to form a conclusion, based on limited assurance procedures, on
whether anything has come to our attention that causes us to believe that:
• The Quality Report is not prepared in all material respects in line with the criteria
set out in the NHS Foundation Trust Annual Reporting Manual and supporting
guidance
• The Quality Report is not consistent in all material respects with the sources
specified in the Detailed Guidance for External Assurance on Quality Reports
2015/16 (‘the Guidance’) and
• The indicator in the Quality Report identified as having been the subject of limited
assurance in the Quality Report are not reasonably stated in all material respects in
accordance with the NHS Foundation Trust Annual Reporting Manual and
supporting guidance and the six dimensions of data quality set out in the Guidance
We read the Quality Report and consider whether it addresses the content requirements
of the NHS Foundation Trust Annual Reporting Manual and supporting guidance and
consider the implications for our report if we become aware of any material omissions.

We read the other information contained in the Quality Report and consider whether it is
materially inconsistent with:
• Board minutes for the period April 2015 to 27 May 2016
• Papers relating to quality reported to the Board over the period April 2015 to May
2016
• Feedback from commissioners, received May 2016
• Feedback from Governors, received May 2016
• Feedback from local Healthwatch organisations, received March 2016
• Feedback from Overview and Scrutiny Committee, received May 2016
• The Trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, published April 2016
• The latest national patient survey, received October 2015
• The latest national staff survey, received February 2016
• The 2015/16 Head of Internal Audit’s annual opinion over the Trust’s control
environment, and
• The latest CQC Intelligent Monitoring Report
We consider the implications for our report if we become aware of any apparent
misstatements or material inconsistencies with those documents (collectively, the
‘documents’). Our responsibilities do not extend to any other information.
We are in compliance with the applicable independence and competency requirements of
the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our
team comprised assurance practitioners and relevant subject matter experts.
This report, including the conclusion, has been prepared solely for the Council of
Governors of Surrey and Borders Partnership NHS Foundation Trust as a body, to assist the
Council of Governors in reporting the NHS Foundation Trust’s quality agenda, performance
and activities. We permit the disclosure of this report within the Annual Report for the
year ended 31 March 2016, to enable the Council of Governors to demonstrate they have
discharged their governance responsibilities by commissioning an independent assurance
report in connection with the indicator. To the fullest extent permitted by law, we do not
accept or assume responsibility to anyone other than the Council of Governors as a body
and Surrey and Borders Partnership NHS Foundation Trust for our work or this report,
except where terms are expressly agreed and with our prior consent in writing.

Assurance Work Performed
We conducted this limited assurance engagement in accordance with International
Standard on Assurance Engagements 3000 (Revised) – ‘Assurance Engagements other than
Audits or Reviews of Historical Financial Information’, issued by the International Auditing
and Assurance Standards Board (‘ISAE 3000’). Our limited assurance procedures included:
• Evaluating the design and implementation of the key processes and controls for
managing and reporting the indicator
• Making enquiries of management
• Testing key management controls
• Limited testing, on a selective basis, of the data used to calculate the indicator back
to supporting documentation
• Comparing the content requirements of the NHS Foundation Trust Annual Reporting
Manual to the categories reported in the Quality Report and
• Reading the documents
A limited assurance engagement is smaller in scope than a reasonable assurance
engagement. The nature, timing and extent of procedures for gathering sufficient
appropriate evidence are deliberately limited relative to a reasonable assurance
engagement.
Non-financial performance information is subject to more inherent limitations than
financial information, given the characteristics of the subject matter and the methods used
for determining such information.
The absence of a significant body of established practice on which to draw allows for the
selection of different, but acceptable measurement techniques which can result in
materially different measurements and can affect comparability. The precision of different
measurement techniques may also vary. Furthermore, the nature and methods used to
determine such information, as well as the measurement criteria and the precision of
these criteria, may change over time. It is important to read the quality report in the
context of the criteria set out in the NHS Foundation Trust Annual Reporting Manual.
The scope of our assurance work has not included governance over quality or the nonmandated indicator, which was determined locally by Surrey and Borders Partnership NHS
Foundation Trust.
Basis for Disclaimer Conclusion
As set out in the Statement on Quality from the Chief Executive of the Foundation Trust on
pages 3 to 5 of the Trust’s Quality Report, the Trust currently has concerns with the
accuracy of its data. Our testing of the ‘minimising delayed transfers of care’ indicator
identified issues relating to both completeness and accuracy of underlying data. We were
not able to test the ‘100% enhanced Care Programme Approach patients receiving followup contact within seven days of discharge from hospital’ indicator as management were
not able to provide underlying data.

As a result of these issues, we are unable to give limited assurance on the ‘minimising
delayed transfers of care’ and ‘100% enhanced Care Programme Approach patients
receiving follow-up contact within seven days of discharge from hospital’ indicators
included in the Quality Report for the year ended 31 March 2016.
Disclaimer Qualified Conclusion
Based on the results of our procedures, except for the effects of matters described in the
‘Basis for disclaimer conclusion’ section above, nothing has come to our attention that
causes us to believe that, for the year ended 31 March 2016:
• The Quality Report is not prepared in all material respects in line with the criteria set
out in the NHS Foundation Trust Annual Reporting Manual and
• The Quality Report is not consistent in all material respects with the sources specified
in the Guidance

KPMG LLP
Chartered Accountants
London E14 5GL
27 May 2016
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