AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
11th October 2017 at 14:00 – 16:30 in the Open Space
at Trust Headquarters, Leatherhead
Members of the Public are welcome to observe the meeting of the Board in public. You are asked to please note that
there will not be an opportunity during the meeting for members of the Public to ask questions of the Board. Members
of the public are invited to join us at when you will have an opportunity to meet informally with members of the Board.
Tea and coffee will be available.

104.17 Public

Introductions and Apologies for Absence

Ian McPherson

Verbal

105.17 Public

A Person’s Story

TBC

Presentation

106.17 Public

Declarations of Interest

Ian McPherson

Attached

107.17 Public

Approve the Minutes of the meeting held on 13th September
2017

Ian McPherson

Attached

108.17 Public

Matters Arising

Ian McPherson

Attached

109.17 Public

Chief Executive Update

Fiona Edwards

Verbal

PERFORMANCE OVERSIGHT
110.17 Public

Trust Board Key Performance Indicators Report

Graham Wareham

Attached

111.17 Public

Safety Report

Justin Wilson

Attached

112.17 Public

Value for Money Report

Graham Wareham

Attached

113.17 Public

Risk Report

Julie Gaze

Attached

114.17 Public

Freedom to Speak Up Guardian Report

Jo Young

Attached

115.17 Public

Safe Staffing

Jo Young

Attached

116.17 Public

Nursing Effectiveness

Jo Young

Attached

117.17 Public

Audit Committee Annual Review

Graham Wareham

Attached

118.17 Public

Quarterly Workforce Report

Gavin Wright

Attached
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ITEMS FOR APPROVAL / DECISION

119.17 Public

Social Care Charter

Lorna Payne

Attached

120.17 Public

Annual Plan Delivery Commentary – Quarter 2

Julie Gaze

Attached

ITEMS FOR INFORMATION

Confidential
A Meeting of the Foundation Trust Board Held in PRIVATE
Wednesday 11th October 2017 at 10am-11:30am, Room F21

AGENDA
41.17 Private

Introductions and Apologies for Absence

42.17 Private

Declarations of Interest

Ian McPherson

43.17 Private

Minutes of the Meeting held on 13th September 2017

Ian McPherson

44.17 Private

Matters Arising

Ian McPherson

45.17 Private

Exceptional Items

46.17 Private

Any Other Business

Attached

Attached
Attached

Date and Time of Next Meeting
47.17 Private

11th December 2017 at Trust HQ

Trust Board Public
11th October 2017
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Agenda Item: 106.17 Public

Voting Directors’ Declarations of Interest
October 2017
Status

Name

Voting

Ian McPherson

Declared Interests


Chairman






Chair, International Initiative for Mental Health
Leadership
Trustee, Centre for Mental Health
Trustee, Cardiomyopathy UK
Trustee, Birmingham Mind
Director, 121 Support CiC

Voting

Mark Perry

Non-Executive
Director




Chief Executive, Vivid Homes
Shareholder in Claring Group

Voting

Jon Bye

Non-Executive
Director




Director of Sainsbury’s
Non-Executive Director - Sainsbury’s joint
venture with Arcus

Voting

Leslie Morphy
OBE

Non-Executive
Director





Chair of Governors Oxford Brookes University
Non-Executive Director at Home Group
Chair of Pathway

Voting

Jennifer Seeley

Non-Executive
Director




Director of Finance Southwark Council
Fellow of the Chartered Institute of Public
Finance and Accountancy
Associate Teacher for the Chartered Institute
of Public Finance and Accountancy
Member of the Chartered Institute of
Procurement and Supply
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Agenda Item: 106.17 Public

Status

Name

Declared Interests

Voting

Fiona Edwards

Chief Executive



Voting

Jo Young

Chief Nursing Officer
& Deputy Chief
Executive

None

Voting

Graham Wareham

Chief Finance
Officer




Voting

Helen Rostill

Director of
Innovation and
Development

None

Voting

Justin Wilson

Chief Medical Officer

None

Voting

Lorna Payne

Chief Operating
Officer

Trustee of Fulham Good Neighbours

October 2017
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Chair of Cruse

Trustee Friends of Chambo Seminary
Member of Chartered Association of
Management Accountants

Item 107.17 Public

DRAFT
Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Wednesday 13th September, 14:00 – 16:00
at Trust HQ, Leatherhead
Present
Directors Voting:
Ian McPherson
Fiona Edwards
Andy Field
Lorna Payne
Justin Wilson
Jo Young
Jennifer Seeley
Jon Bye
Mark Perry
Helen Rostill

Trust Chairman
Chief Executive
Non-Executive Director
Chief Operating Officer
Chief Medical Officer
Chief Nursing Officer and Deputy Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Innovation and Development

In Attendance:
Julie Gaze
Gavin Wright
Mandie Maclennan

Director of Governance and Planning
Director of Workforce
Governance Manager (Minutes)

Apologies:
Rahul Jaitly
Leslie Morphy
Graham Wareham

Non-Executive Director
Non-Executive Director
Chief Finance Officer

Members of the Public and Governors in attendance:
Elaine Braithwaite
Deputy Lead Governor
Penny Burnett
Public Governor
Sandra Dessent
Public Governor
Don Illman
Member of the Public/FoCUS Member
Clifford Wright
Member of the Public/FoCUS Member
Fiona Whitaker
Surrey & Borders Partnership NHS Foundation Trust
Kim McArdle
Surrey & Borders Partnership NHS Foundation Trust
Ref

Item:

Action

86.17Public

Introductions and Apologies for Absence
Introductions were made and apologies were received and noted.
Gavin
Wright, Director of Workforce was welcomed to his first Public Trust Board.

87.17Public

Declarations of Interest
Declarations of interest were noted.
The following amendments are to be made:
Mark Perry; Chief Executive of Vivid Homes and Shareholder in Claring Group.
Andy Field; stepping down as Non-Executive Director on 27th September 2017.
Action. Declaration of Interest to be amended.
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88.17Public

Minutes of the Meeting held on 28th June 2017
The minutes of the meeting held on 28th June 2017 were approved.
Action. Amendment to be made on page 16

89.17Public

Mandie
Maclennan

Matters Arising
73.17 CQC Report; An extract of CQC guidance, has been circulated to the
board explaining their intention regarding combined inspections. Noting the
caveat that they provide scope for CQC professional judgement to be applied
when considering any rating decision.
75.17 People’s Experience Report; report is to be updated in 6 months.
83.17 Expert Report - Disability Network; discussions are being held to look at
ways in which we can support the networks in providing updates.

90.17Public

A Person’s Story
Kate Sigov, Deputy Director for Children’s and Young People’s Services
presented Sam’s story which highlighted the family’s poor experience and lack of
response from our services.
Jo Young reflected on the work that has been progressed within our service to
try and prevent someone else having this experience. She noted that whilst our
overall number of complaints is low, Healthwatch had recently carried out and
exercise and evidenced that waiting times are a concern for others. There is a
significant amount of work currently being taken focusing on this aspect of
quality.
Andy Field referred to the story around the fact that the parent had to raise that
they had not received an appointment. He suggested should there not be a
process flow which flag’s up that we had not delivered what we had said; which
would then prompt us to make contact.
Kate Sigov noted that a huge amount of work around care planning is taking
place which will advise parents of the patient’s pathway. CYA have been
commissioned to produce a poster which will be in all waiting rooms. This
advises parents and patients what they are entitled to in relation to care plans.
Lorna Payne advised that this is a relatively new service and we need to look at
what can be learnt and for this to be shared. She feels that the complaints are
very low and we need to ensure that we have the right process for feedback.
Mark Perry asked how much of the process is manually driven and how much is
system driven as it feels that the systems are not working. Lorna Payne advised
that we are having ongoing challenges around how effectively we are using our
electronic patient record system, the flexibility and how staff are using the
system. However, we now have a General Manager in post who is working with
staff around the collection of data.
Justin Wilson noted that we need to be mindful when working with children with
autism. There are system pressures where there is not alternative provision
commissioned and we need to make sure that the individual children and
families are not being missed.
Helen Rostill said that managing the diagnostic pathway is crucial. There is a
6
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wider national level of issues around this system. Helen Rostill confirmed in
terms of automation and the role of One Stop; that has the ability to keep an
overview of the family journey at all points. It looks at the flow and trajectory,
where escalation is required, and notes where there is progress.
The Chairman thanked Kate for the presentation and the board for the important
discussions.
91.17Public

Chief Executive Update
Fiona Edwards updated the Board advising that she and Justin had been at a
review of the STP.
Fiona Edwards reflected on the thinking and focus whilst moving into Autumn.
There is a national focus and continued awareness around Mental Health with
World Suicide Prevention Day on Sunday 10th September 2017. Over the past
weekend the annual Cruse Bereavement conference took place and this is a key
trigger at exploring risks around Mental Health. Alongside this there is the ongoing attention around Mental Health politically and through the royal family.
Equally the challenge is that the focus is still too fragmented to be able to get
traction to move forward with increased investment. The National Health
Workforce strategy notes the importance but there are concerns around
pressure of staffing.
The mechanism for dealing with this is the STP. We are very embedded with
Surrey Heartlands but there is still significant work to do. There is much more
debate around Drug & Alcohol cuts and strategic discussions are taking place to
look at the challenges with Surrey Heartlands and Local Authorities. Discussions
are taking place with Frimley to move forward with this.
Justin Wilson advised that Surrey Heartlands have made a lot of progress in
relationship development which will be the foundation for us to trust and ensure
changes are implemented.
We need to work collaboratively across
organisations. Fiona Edwards noted that in Surrey Heartlands the national
indicators for system performance are in the good domain for early intervention
psychosis and access to psychology therapies.
Fiona Edwards updated the Board with regards to the great news received today
from the CQC noting that within the draft report we are rated as GOOD for WellLed domain and our overall rating is GOOD. A factual accuracy check will be
undertaken and once the final report is received it will be published on our
website. The report is complementary about the passion and commitment of the
Board to our core and primary tasks and the CQC said they can see great
leadership spread throughout the organisation. All our Social Care services
have been rated as GOOD.
Fiona Edwards advised that she and Jo Young attended a meeting with the CQC
where they have asked for our assistance and input on how to regulate systems.
This again is good news and credit to Jo Young and her team.
Fiona Edwards updated the Board advising the new Executive member;
Jonathan Warren who is joining us on 6th November 2017 as our Chief Nursing
Officer and will be focusing on staff retention.
The Chairman reflected on the positive news. He feels that networking with
colleagues is essential e.g. as in our approach to Drug & Alcohol services.

7
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Fiona Edwards referred to the recent Public Sector pay restraint relaxation
noting however staffing concerns remain.
The Charmain thanked Fiona Edwards for the update.
92.17Public

Trust Board Key Performance Indicators Report
Lorna Payne presented the paper highlighting the following:




Range of metrics performing well.
Work around practice and cultural within services.
Issues to be resolved in SystmOne.

Care plans are a challenge and work is underway focusing on improving the
quality in areas; this is partially system and partially staff. Another challenge is
around high bed occupancy as we are consistently over 85% in adult and older
people services. We are working on gate keeping and in the community to
manage this. There are now clear processes in place for patients that come in
and out of the inpatient wards.
Andy Field referred to the safe domain which shows an overall increase around
unexpected deaths and inpatient self-harm. Lorna Payne advised that there has
been an increase in unexpected deaths across some services. Jo Young
advised that the daily safety call take place to discuss the supporting of
particular individuals with high needs to address the increase in self-harm.
Justin Wilson noted that it is extremely difficult looking over particular months. If
the data was reviewed over a longer period you could gain a fuller understanding
around the increase of reporting. Helen Rostill noted that we need more data to
review trends, when staff are under pressure and agency staff are in place, there
could be a lack of or incorrect reporting.
Jennifer Seeley referred to the Responsive Domain noting it was good to see the
improvement but asked if there should be any concern around the gap between
valid and invalidated data. Jo Young advised that the invalidated data is raw
data however we will go back through the data quality leads to ensure the
pathway is followed and this gives us the invalidated figures.
Andy Field referred to the Physical Health Checks data which is not showing any
progress. Jo Young advised that we will be able to view Physical Health Check
data as we have DART in place which monitors and tracks physical health
checks. However, this will not be available straight away as the system has only
just been implemented.
The Chairman noted that issues with data reporting remains a theme and we
need to look at how this can be moved forward to ensure that we, as a Board are
kept up to date. There is an understanding that it is difficult to capture some
information. It may be that we review how other services collect data.
Action. A review of the gap around validated and invalidated data and findings
fed back at the next Board.

Lorna Payne

Action. Look at reviewing how other services systems work around data
collection.

Lorna Payne

The Board noted the report.
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93.17Public

CQC Report
Jo Young presented the report noting the good news around our draft report
giving us a GOOD rating following the Well-Led Inspection which took place in
July. She drew the Board’s attention to the issues at ACU around the poor
lighting and privacy in dormitories.
Natasha Soloman, Head of Inspections
(South East Region) from the CQC spoke about this on the radio, stating we are
committed to resolving the problems by 2019. Work is underway to rectify the
lighting and to look at ways in which we can ensure privacy is maintained.
The Chairman asked if the environment had changed from the last visit as the
CQC not pick up these points then. Jo Young advised that this was raised
during a Mental Health Act Inspection of Spenser Ward and had not been raised
in this way before.
The Chairman noted that is an important issue and happy that work is underway
to rectify.
The Board noted the report.

94.17Public

Safety Report
Justin Wilson presented the report and summarised issues as follows:






Improvements taking place around Datix to ensure the collection of correct
data.
Triangulation around safety metrics and looking at measures. Further work
around this is underway to ensure that appropriate support is given.
Safety metrics; data shows that prone restraints occur however each case is
investigated and reviewed on how this could have been managed differently.
AWOLS; positive data collected which shows a significant decrease
compared to last year.
Incident Report; good culture of reporting which is apparent from the staff
surveys.

Andy Field commended the team on a clear and concise report.
The Chairman referred to the Prone restraint data and although there is a
cultural change around reporting, we must ensure, as a Board that staff
understand the rationale as to why prone restraint is not something we should
use. Justin Wilson agreed with the Chairman however there are issues around
implementing this understanding for temporary staff.
Jo Young advised that we implement the Maybo training programme and ask
temporary staff to attend. Positive feedback has been received around the
effectiveness of Maybo Training in preventing prone restraints.
The Board noted the report.
95.17Public

Complaints Quarter 1
Jo Young presented the complaints report noting that we had 14 complaints and
84 PALS contacts. Themes are around clinical treatment and staff attitude. We
received 113 compliments which focus on professional and dedicated staff.
Responsiveness to complaints remains an issue and we are looking at ways to
improve this. A new scrutiny style process has been set up looking at our
performance management of touch points within the investigations. Some
delays lie within the PALS Complaints Team and some within the Operational
9
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Teams, this panel will look at resolving these. There was an issue with the
consent process, however this has now changed and runs in parallel with the
complaints investigation.
Jon Bye noted that the learning from complaints is excellent but asked if this
information is shared with colleagues to ensure that learning is shared across
the organization. Jo Young advised that the scrutiny panel share themes.
The Board noted the report.
96.17Public

Value for Money Report
Lorna Payne presented the report noting that we are behind in our plan but
remedial actions have been taken to address this. Moving forward we will
ensure that all the services, corporate and operational, are delivering against the
plan that was agreed.
Andy Field asked if agency spend is increasing month on month or is just above
the cap. Lorna Payne advised it varies service by service, some are more
challenged than others i.e. community paediatricians due to issues around
recruiting.
The Chairman realised the figures are significant but compared to other
organisations we will be at a better baseline.
The Board noted the report.

97.17 Public

Risk Report
Julie Gaze presented the report noting pressures around staffing, recruitment
and retention.
Julie Gaze referred to the safety report advising that the team are looking to
invest in different systems to capture risks within the risk register. Our ambition
is to be able to click through each risk for more detail if desired and work is
underway to look at this.
Mark Perry referred to the risk that Fiona Edwards has picked up around the
STP related to us being stretched to meet demands to be well connected in all
the STPs and managing the ensuing change. This is not picked up within the
report and there is a vast amount of work taking place around this which the
Board should have sight of. The Chairman asked that we look at capturing STP
issues in subsequent papers.
Action. Consider how we capture STP issues, including key strategic
operational risks around STP in future papers.
The Board noted the report.

98.17Public

24/7 Programme
Justin Wilson explained that approximately a year ago a strategic outline case
was presented to the Board around the proposal for 2 new hospital sites. A vast
amount of work with commissioners and discussion with stakeholders has taken
place to look at ways in which this can be achieved. The report presented gives
a clear and pragmatic way forward and is asking for support from the Board to
move forward with Phase 2 as proposed.

10
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The proposal sets out a model for how we could progress our aims to improve
facilities on the 3 site arrangement. Phase 2 is for extension and refurbishment
of the Abraham Cowley Unit (ACU), Chertsey. Phase 3 is the proposed
implementation of the further beds which is forecast to be required in future. It
has not been concluded where the Phase 3 site will be; there are currently 2
options - Redhill and West Park in Epsom. The latter would be the lowest cost
option. We will require support from Board to move forward on the decisions
around the options.
Another opportunity to explore and take forward is to look at plans for Ashford
and St Peter’s to work together in the development of their Urgent Care Services
for people with Mental Health problems.
Jo Young indicated that this is clearly an obvious next step to make sure
inpatient services are modernised and improved. She is however concerned
that the revenue impact also needs to be taken into account in the business
case and she is not convinced that we are sighted yet on the double running
costs for the decant at ACU. The Commissioners are currently not reporting
positively around Phase 2 and she feels that this will need further commitment.
Justin Wilson explained that engagement with commissioners has improved.
We need to ensure that the Commissioners are aware that the increase in
inpatients will require an increase in beds. STP environment should help to
ensure that commissioners are on board.
Fiona Edwards advised that there is a meeting taking place shortly with
Commissioners where this can be taken forward. Helen Rostill noted that this
could be included within a Transformation bid, especially around the decant at
ACU.
The Chairman highlighted the opportunity of working in partnership with other
organisations.
Julie Gaze emphasised it was important to understand clearly which problems
this proposal solves i.e. in funding Phase 2 and which it does not.
Mark Perry asked how our funding with £30 million for Phase 2 changes the
dynamic on the system to provide additional funding for Phase 3. Justin Wilson
noted that it is important that we improve inpatient services quickly, and move
away from dormitories, and get to a stage where we have enough beds for the
future. The ACU refurbishment will provide only some additional beds but we
will improve the environment.
Fiona Edwards noted that the Board and Commissioners need an umbrella case
for both Phase 2 and Phase 3, to be able to approve any business case for
Phase 2.
Lorna Payne referred to the principles outlined in the paper noting that Principle
8 is helpful particularly learning from Farnham Road and getting the balance
right on space e.g. access to outside space should be on the ground. It should
be clear where activities are delivered i.e., separate space or built into the ward
environment. At Farnham Road there is too much open space which could
prove problematic when looking after a disturbed persons.
Justin Wilson agreed and advised that this will be in the plans for Phase 3;
however there will be a ward on the 1st Floor at ACU but will additional beds on
the ground floor.

11
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The Board approved the recommendation for Phase 2 and for moving forward
on Phase 3.
99.17Public

Mortality Report – Quarter 1
Justin Wilson presented the Quarter 1 report which looked at national figures
around Learning Disability mortality. The reports noted the number of deaths
and Serious Incidents. 16 serious incidents were related to deaths.
There is key learning from the Scrutiny Panel around the high level of serious
incidents which is included within the report. There is further room for
improvement around actions and this will be provided in the next report.
The Chairman noted that he feels it is useful to review quarterly data and is
pleased to see the increased focus on people with Learning Disabilities. People
with Learning Disabilities have not received sufficient attention across the
system as these are vulnerable people and we can demonstrate that we are
doing the best possible for people that contact our services.

100.17Public

Quality Improvement Strategy
Jo Young presented the report and asked for the Board’s approval for the
Quality Improvement Strategy.
The first conference took place on 5th
September, which looked at the quality improvement process around the
reliability of the care we provide The strategy aims to bring a common set of
tools for continuous improvement and enable the team to have a common way
of solving problems; locally and together in 3 strands:
1) Building expertise; work has started building knowledge, skills and
enthusiasm for our Quality Improvement (QI) methodology.
2) Building the wheel; the cultural piece around people able to do the job in the
best possible way and successfully – more recognition processes, job
satisfaction links with values, greatest place to work, recruitment and
retention.
3) Increasing relatabilities; improving physical health checks and ambition to
reduce harm.
The Chairman noted that the conference was a good day which showed
practical examples on how QI is already being implemented in the organisation.
The important thing is the methodology and the way of thinking. This needs to
be system wide and as a board we should have further development training on
how we should be thinking and working as embedding a way of thinking about
change; it is often the small changes that matter.
The Board approved the strategy.

101.17Public

Suicide Prevention
Jo Young presented the report which looked back over the work that had been
undertaken during the last 12 months and next steps. The recent suicide
prevention conference, which was designed to help develop and co-design, with
the people in the room, the suicide prevention strategy. Angela Samata, Suicide
Bereavement Ambassador has agreed to dedicate time to assist us with our
continued work.
Jo Young advised that she will be visiting Mersey Care NHS Foundation Trust to
look at how they have set a target approach to have nil suicides for people who
are in contact with Mental Health Services. This learning and training could be
shared across our services. We are working with Surrey Public Health to assist
in pulling together their strategy.
12
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There is specific work around the vulnerability of our LGBT (Lesbian, Gay,
Bisexual and Transgender) community in Surrey as they do have a particularly
challenging time. We will work with our LGBT Network will see how we can
connect with groups of people.
Andy Field referred to page 73 around suicides which are related to alcohol and
drug misuse, asking how this can be linked into our services. Jo Young advised
this is one on the main areas we want to build on as these are high profile
groups. Helen Rostill noted that there is a need for working together across all
services in Surrey due to the continued funding cuts which will increase risk.
Mark Perry asked why we are not looking at partners outside of the system who
could be willing to work with us. The Housing System is looking for health care
input. The Chairman noted that we as a Board should draw on Mark Perry’s
connections.
The Chairman noted that this is a crucial issue and requires further discussions
which can take place at the planned future Board Development session on
suicide prevention.
Action. Further discussion to take place with Mark Perry around partners
outside of the system; look at how we can work with housing associations.
The Board noted the report.
102.17Public

Audit Committee Summary Report – May 2017
Jennifer Seeley confirmed that the report is an accurate reflection. The
Chairman noted this is helpful and a good example of highlighting the key
issues.
The Board noted the report.

103.17Public

Recruitment and Retention Report
Gavin Wright provided a perspective of the current recruitment initiatives that are
in place.
The following pieces of work are now in place:








Gaining greater confidence around data on staff turnover and length of stay.
Work around the pay aspect of recruitment and retention.
Engaging with new starters as the first couple of months determines
whether you stay and the contact is important. Would like to transition this
from HR to Managers.
Dealing with administrative issues early to help people feel more engaged.
Analysing exit questionnaires; preventative conversation around resigning
the conversation around what can we do to stop the resignation taking
place.
Proposing new areas of work.
Reviewing why individuals work for an agency or NHSP; flexibility, pay,
contracts.

Gavin Wright advised that a workshop is being planned to engage with staff
across the organisation around the exit data captured. This is a good retention
initiative where we can listen to staff and gather new information.

13
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There has been a review of other Trusts social media presence on recruitment
and this is something we need to improve e.g. development of website, Linkden,
Twitter, targeting universities and attending rapid recruitment events.
The Chairman thanked Gavin for his report noting that this is a positive way
forward.
The Board noted the report.
104.17Public

Date and Time of Next Meeting
11th October 2017, 14:00 – 16:00, Trust HQ.
Chairman’s Signature that the Board Approved the minutes,
subject to any amendments or corrections which will be recorded
in the minutes for this meeting.
Signed:

Date:
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Trust Board in Public
Date

11th October 2017

Item No

110.17

Paper Title

Board Performance Paper

Director

Graham Wareham

Report for

To note the report and comment on where performance is not as expected

Discussed to date and
next steps

The Board performance report has been discussed at the Executive Board and will be
discussed at Council of Governers.
The Board are asked to comment on and note the report on the following:

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives
Impact on Risk





To note the overall good performance
To comment on the areas indentified as being a possible concern
To comment on any additional assurance required

Focusing on our performance indicators will be critical to positive health and social
impacts.
Rapid improvement plans are put together to address any areas of significant underperformance, and exception reports are presented to the Executive Board.

Financial Implications

Effective management of our performance will be critical to delivering on our financial
plans

History

Paper presented to the Board on a monthly basis

Executive Summary
This paper summarises the key points from our performance against Quality House Indicators.
Positive Findings
Our performance is rated as ‘Green’ for:
 3 of the 5 metrics in the Well Led domain for which August data is available
 All of the 14 metrics in the Safe domain
 8 of the 13 ‘Effective’ metrics
 All of the 7 ‘Caring’ metrics
 7 of the 10 ‘Responsive’ metrics
 9 of the 13 ‘Staff Experience’ metrics
Areas for Improvement
Our performance continues to be concerning for the following metrics:
 Bed occupancy
 Physical health checks
 CCG Quality Standards
 Rostering
 CPA levels
 Substance misuse KPIs
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Introduction
This report is based on the August 2017 position.
Surrey and Borders has identified a total of 96 metrics covering the CQC quality domains and
performance against these metrics is reported through our Quality House Information (QHI)
report. The total number of metrics reported on each month may vary as the Quality House
Information report is refined during 2017/18. We have used green, amber and red to represent
performance as expected, performance not as expected and performance is a cause for
concern, respectively.
The charts below are distilled from our Quality House, which is presented in Annex A of this
paper. The Divisional Directors receive a Quality House summary for their respective
Divisions.

2
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Areas to Highlight
1. Safe Domain
All of the 14 indicators for which August data is available are rated as green. As
highlighted in the separate Safety Report, the number of incidents reported suggests that
the organisation has a strong reporting culture. A workshop to measure the Trust’s safety
culture has been delivered at the September Leadership Forum. We will continue to run
workshops within the clinical services to further embed the development of our positive
safety culture.
2. Effective Domain
Our overall performance in the effective domain is good but there are some significant
concerns: 2 of the 13 indicators for which August data is available are rated as amber and
3 are rated as red. There has been no improvement in the areas highlighted last month,
which include bed occupancy, CPA levels, and CCG Quality Standards.
Our average occupancy remains high at 90% and above the 85% target. In addition, we
have seen a reduction in the percentage receiving a physical health check within 3
months. It should be noted that the crisis house has now been closed, and once this is
reflected in the data occupancy will increase by circa 4%.

The decline in performance in physical health checks is a concern and we are not aware of
why this would be. The executive board requested that the Chief Nurse explore further
what the issues might be, and report back at the October meeting of the executive board.

3
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Commissioner reporting continues to be a concern and we are not achieving several of the
CCG Quality Standards, as shown in the table below . The exception paper that was
presented to the Trust Board will be shared with Commissioners and discussed at the
relevant CQRM meeting. It was agreed in the September Executive Board that the
exception report should be turned into a rapid action plan and progress updates provided
on a monthly basis at future executive board meetings.
CCG Quality Standards

Contract

Threshold

Surrey Heartlands
Blackwater Valley
Surrey Heartlands
Blackwater Valley
Learning Disabilities Services
Specialist CAMHS
Targeted CAMHS
Surrey Heartlands
Blackwater Valley
Learning Disabilities Services
Specialist CAMHS
Targeted CAMHS

90%
90%
90%
90%
90%
95%
95%
90%
90%
90%
95%
95%

August
2017
52%
52%
23%
24%
52%
44%
37%
6%
3%
0%
86%
73%

3. Responsive Domain
Overall we believe there is lot to be positive about in the responsive domain but there are
also some concerns: 3 of the 10 indicators for which August data is available are marked
as amber.
We raised concerns last month about the completeness of our rosters. Work has
commenced on understanding the issues and the presentation of the data and the
narrative within the QHI will be refreshed to ensure there is a common understanding of
how to interpret the data.
The percentage of adult acute and PICU inpatients who are on CPA also continues to be a
concern. From a clinical perspective, the expectation is that everyone using these services
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should be on CPA but only 28% of people discharged in August were on CPA and those
who were not on CPA were less likely to have been followed up with 7 days.
Figures published by Public Health England recently show that we achieved only 4 of the
10 KPIs for substance misuse services at Quarter 1. We did not meet the Hepatitis B
targets due to the global shortage of Hep B vaccinations, which Public Health England are
aware of. Our disappointing performance against the Treatment Outcome Profiles (TOPs)
is due to data recording issues associated the transition to SystmOne. We expect
performance to improve at Quarter 2 following reconfiguration of the system. The
executive board agreed that an exception report should be prepared by the Chief Finance
Officer for the meeting in October.
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Appendix A: Trust Wide Quality House
Trust-wide Quality House

Well Led
Leadership

Governance

Learning

Equality and Human Rights

Single Oversight
Framework

Information
Governance

CQC ratings

Records
Management

Safe

Effective

Caring

Responsive

Value for Money

Serious Incidents

VTEs

People Involved in Planning
Their Care (community)

EIIP waiting times

Agency spend

Incidents

Pressure care

People Involved in Planning
Their Care (inpatient)

IAPT waiting times: 6 weeks

Use of Resources

Safe Care Programme

Falls

People Satisfied with Service

IAPT waiting times: 18 weeks

NHSI segmentation rating

Never events

Protected Characteristics

Carers Satisfied with Service

CYPS Eating Disorders waiting
times

Finance

Mortality

Out of Area Placements

Friends and Family Test

Admissions gate-kept by HTT

Capital

Unexpected Deaths

Delayed Transfers of Care

Compliments & complaints

CPA 7 day follow-up

Suicide rates

Bed occupancy

IAPT access for older people

CPA Levels

AWOL incidents

Mental Health Act

Carers Assessments

e-Rostering

Missing persons

Physical Health Checks

Mixed Sex Accommodation

Substance Misuse indicators

Restraints

Health Action Plans

Foundation Standards

Prone restraints

HTT referrals treated within 4
hours (Adult)

Patient-Led Assessments of the
Care Environment

Risk Management

Care plan within 1 week (Adult)

Average Length Of Stay

Learning from incidents

CPA Crisis & Contingency Plan
(Adult)

Readmission rates within 60
days

Medicines Management

Care planning

Environmental

Safe Staffing

Mouth care

Duration of Untreated Psychosis

Self harm

HTT referrals treated within 4
hours (SPA)

Average time on caseload

CPA Crisis & Contingency Plan
(SPA)

Community appointments

Infection control

Carers prescriptions

CARE 2 Quit
Non Smoking Environment

Social Care assessments

CAMHS Outcomes using IAPT
Tools

: Staff Experience

Staff training

Staff Friends
and Family Test

Statutory training

Mandatory
training

Appraisals

Staff recommend the
Staff recommend the Trust as a
Trust as a place to
place to receive treatment
work

Supervision

Improve staff with
disability
experience and
satisfaction

Staff from a BME
background report
Incidents of
discrimination
Abuse against Staff with a disability
staff
report bullying,
harrassment or
abuse

Retention of Staff

Sickness
Absence

Staff Survey
Response

Staff Satisfaction
Rating

Starters and Leavers

Workforce
Capacity

Better than
average staff
survey results

Temporary
workforce

Key:
Green

Performance as expected

Amber

Performance not as expected

Red

Performance is a cause for concern

Mauve

Not reported on yet
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Trust Board in Public
Date

11th October 2017

Item No

111.17

Paper Title

Safety Report

Report for

Justin Wilson, Chief Medical Officer
Authors: Penny Vera, Interim Associate Director of Risk & Safety ; Evonne Harding,
Director of Risk & Safety
Discussion/Information

Discussed to date and
next steps

The Incident Management policy is currently being revised and will be presented to the
Policy Assurance Group (PAG) in October 2017.

Purpose of the paper

The Board are asked to comment on and note the report on the following:

Director

 Increased episodes of restraint use
 Increase in the numbers of AWOL’s reported not meeting SI criteria
Health/Social Impact –
Contribution to our
objectives

The critical analysis of all incidents and safety activities is essential to ensure that we
have a clear oversight of any emerging themes/issues that may affect the delivery of
positive outcomes for people using services.

Impact on Risk

Risk of potential harm to people using services through an increase in AWOL’s and
restraints reported this month.

Financial Implications

No new financial implications related to this report

History

We have an Incident Reporting system and processes which were subject to review
recently in light of current guidance and requirements.

Executive Summary: The number of Serious Incidents that are reported this month is an increase on last month.
However, the types of Serious Incidents reported are varied and take into account a more thorough and robust
analysis of data, and identify opportunities for learning through significant incidents other than from deaths alone.

Positive Findings
-

Consistent low numbers of AWOL’s meeting SI criteria
No use of the prone restraint position this month
Collaborative working of Risk and Safety and Quality Improvement revising the Circle of Support and creating
a new Safety Summit and Support

Areas for Improvement
-

Increase in the number of AWOL’s reported not meeting SI criteria
Increase in episodes of restraint use
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Safety Report
October 2017

1. Introduction
This report is designed to provide the Trust Board with assurance in relation to safety across the
organisation. The Risk and Safety Team were recently inspected by the Care Quality Commission
(CQC) as part of the ‘well led’ inspection and received positive feedback.

2. Summary
The Risk and Safety Team continue to implement its Improvement Plan for 2017/18, with
particular focus on:
 The Incident, Risk and Litigation Scrutiny Panel (IRL Panel) met in September 2017 for the
first time. The group reviewed and discussed reports detailing information on areas of Incident
Management, Legal Services, and Risk. There was a discussion around the requests for
section 49 Mental Capacity assessments from the Court of Protection. This has a financial
impact, including issues regarding indemnity cover for the individuals undertaking those
assessments. It was agreed that an invoice should be raised every time an assessment is
completed and sent to the court, and that Legal Services will look at what other Trusts are
doing regarding this problem and report back at the next IRL Panel. A separate report is being
prepared for presentation to the Executive Board.
 Our Risk and Safety Carer representative has reviewed our Duty of Candour letter to ensure
that it has the correct tone and use of language. These recommendations will be implemented
when we revise our Duty of Candour letter. The Risk and Safety team are undergoing a wider
project around ensuring the correct information is given to families at the earliest opportunity.
This will include creating an information leaflet to accompany letters to outline the investigation
processes and answer any questions that the families may have, as well as signposting to
relevant organisations who may be able to help and support them during a very difficult time.
As part of this work stream there is an aim to create a visual tool in the form of a video, where
families can access similar information in a different format that may be easier to absorb
depending on their preference.
 The Risk and Safety team met with the Quality Improvement team to discuss ways in which
the two services can work together more effectively. It was agreed that the Director of Quality
Improvement, Head of Clinical Effectiveness and the Head of Accreditation will now be invited
to attend the Risk and Safety team’s weekly surveillance meeting. This will ensure there is a
joint approach to surveillance, improved support as required, and identification of activities,
which need to feed into quality improvement projects.
 There has been a delay in the review of the Datix risk management module. Datix have
allocated a new programmer to deliver on the review work required. Once the work has been
completed, the Risk and Safety team will be able to commence the training of the new Datix
form, prior to roll out. We are expecting to commence this training in October 2017.
 The Risk and Safety team presented at the Corporate Induction programme in September,
which was positively received. We were able to recruit two individuals who wanted to act as
Risk and Safety Champions for their services, and a Consultant who is willing to become
involved in our Mortality Work stream.

3. Safety Metrics

2
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There have been six Serious Incidents reported in August
2017. Three of these incidents were deaths, one incident
involved a person who uses our services absconding from an
inpatient unit, and one incident was an individual known to
services in the community committing a serious assault. There
was also one person under 18 who was admitted to one of our
adult wards whilst awaiting an adolescent bed.

There were two Seclusion incidents, these involved two
different individuals. All incidents happened as a result of
severe threats of violence, or violent behaviour, towards staff.
Two different wards initiated Seclusion; Blake Ward seclusion
took place in the ACU 136 suite after violence and aggression
on the ward. Rowan ward used the dedicated seclusion unit at
FRH.

When analyzing the use of restraint it is important to look at the
numbers of episodes of restraint against the number of people
actually restrained. The episodes of restraint have increased
slightly this month and show a significant increase from the
same time period last year.
However, the number of people actually restrained over the two
periods were:
2016/2017 23 episodes: 20 people
2017/2018 32 episodes: 19 people
Therefore we have a decrease in the number of people being
restrained, but an increase in the number of times specific
individuals are subject to restraint processes.
There are three people who have been restrained multiple
times. Clinically reviewing this information tells us that the two
individuals that are located on Magnolia and Anderson ward
have both needed restraining to prevent severe life
threatening self-harm. The third individual is being managed
on the Psychiatric Intensive Unit. They have multiple physical
and mental health needs, and are displaying high levels of
violence and aggression.

This chart shows the number of AWOL’s reported meeting
Serious Incident (SI) criteria. We have one AWOL meeting SI
criteria this month, where an individual on section 3 of the
Mental Health Act absconded from FRH using a key card from
a member of staff. He returned safely of his own volition. He had
been attending a therapies session of the ward prior to his
AWOL. The SI investigation will look at what happened and
explore what measures and processes need to be in place to
ensure that a reoccurrence does not happen. The individual
when questioned mentioned being bored. This has already
been explored with him, and he has been offered a range of
activities that might suit his interests.
3
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This chart shows the AWOLS of individuals who are
detained under the Mental Health Act but do not meet SI
criteria (excluded failure to return from leave). There
were 11 incidents reported in August, and of those
incidents only two people were involved. One individual
was involved in three separate episodes of AWOL from
Blake Ward.

AWOLS incidents involving detained people only
20

17

15
10
5

9

10

10

11
7

4 4

3
1

8
4

5

2016/17

5 5
2

2

2017/18

April
May
June
July
Aug
Sep
Oct
Nov
Dec
Jan
Feb
March

0

There were no episodes of restraint in the prone position
reported this month. This shows a decrease from
previous months and brings us back in line with our
policy of not using prone restraint techniques.
Cumulatively we have seven episodes this year
compared to the six episodes at the same period last
year

The overall number of incidents being reported suggests
a strong reporting culture. We have had a slight
decrease in August 2017; this could be explained with
the high use of a temporary workforce over the summer
period covering holidays for permanent staff. Permanent
staff will be familiar with the Datix reporting system but
staff employed on an ad hoc basis for the occasional
shifts may not have the knowledge, skills or motivation
to report incidents on Datix as regularly as permanent
staff.
The Risk and Safety team have started to present at
Induction, and are hopeful that this will give a strong
measure to the workforce on the importance of safety,
and promote a good reporting culture from the
commencement of people’s employment with us.
*The spike in Datix incidents in September and early
October 2016 is explained by the Risk and Safety Team
entering ONS Datix deaths

4
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4. Conclusions
The report demonstrates various improvement outcomes with respect to key safety metrics during
the month. Some work continues to be undertaken to ensure the increasing use of restraint
techniques were essential, and that all other methods of engagement have been previously
explored. The Risk and Safety team will also be working on increasing the number of incidents
reported, as it aims to help move us towards an even more open positive safety culture.
The Risk and Safety Team has commenced drafting our first Safety Strategy which will soon be
available for approval.

5
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Trust Board in Public
Date

11th October 2017

Item No

112.17

Paper Title

Value for Money (Month 5 - August 2017)

Director

Graham Wareham – Chief Finance Officer

Report for

Discussion/Information

Discussed to date and
next steps

Value for Money performance is reviewed monthly by the Director of Finance and CFO,
with emerging issues discussed at Financial Recovery Plan meetings. Finance
Business Partners review performance monthly with Divisional Directors and their
budget holders.

Purpose of the paper

The Board are asked to note the report and in particular the following matters:
 We recorded a year to date deficit of £0.3m, £1.1m worse than plan
 We have a use of resources score of 3 out of 4 with 4 being the lowest
performance.
 We are currently forecasting to hit its control total by the end of the financial year.

Health/Social Impact –
Contribution to our
objectives

Delivery of the our financial targets will help to ensure the sustainability of services and
that we remain in control of our services.

Impact on Risk

All areas of savings have been assessed to ensure that there is no adverse impact on
any particular group of staff or services users.

Financial Implications

The attached report highlights the current financial position and forecast and any
risks/opportunities to our financial plan.

History

This report is presented monthly to the Board

Executive Summary
This paper highlights the key messages from the M5 financial results.

Positive Findings
 With the improvement in the availability of activity reporting, we are starting to conduct some interesting
analysis to support our future planning and response to the financial challenge
 Divisional Directors are committed to the challenge of recovering our position to plan and have worked up
£2.5m of financial recovery plans.
Areas for Improvement



We reported a YTD deficit of £0.3m, £1.1m worse than plan
Our agency spend is 40% above our cap YTD resulting in a use of resources rating of 3 for this metric.

1
27

Value for Money Report to 31 August 2017
1.

Introduction
This report sets out the August value for money position.

2.

Value for Money Headlines

2.1. For the period to 31st August 2017, we have delivered a year to date deficit of £0.3m. This is
£1.1m worse than plan.
2.2. This excludes £697k of additional STF (Sustainability and Transformation Fund) money that
was awarded to us in this financial year but relates to 2016/17.
2.3. Our disposal of assets YTD have delivered a higher than expected profit on disposal, which
enabled us to partially offset operational overspends.
2.4. The table below summarises the financial position:

Income
Expenditure
Sub Total (EBITDA)
Depreciation & Amortisation
Dividends on PDC
Other
Surplus / (Deficit)
STF
Surplus / (Deficit)
Profit on Disposal
Fixed Asset Impairments
Surplus / (Deficit) from continuing operations
Less STF money for 2016/17
SURPLUS / (DEFICIT)

Annual Plan
£m
160.8
(151.2)
9.6
(5.7)
(3.7)
(0.1)
0.1
0.9
1.0
1.5
0.0
2.5
0.0
2.5

YTD Plan YTD Actuals YTD Variance
£m
£m
£m
66.6
68.0
1.4
(62.7)
(67.0)
(4.4)
3.9
1.0
(3.0)
(2.4)
(2.7)
(0.3)
(1.5)
(1.6)
(0.1)
(0.0)
(0.1)
(0.0)
(0.0)
(3.4)
(3.3)
0.3
0.8
0.6
0.2
(2.5)
(2.8)
0.6
2.9
2.3
0.0
0.0
0.0
0.8
0.4
(0.4)
0.0
(0.7)
(0.7)
0.8
(0.3)
(1.1)

2.5. The Trust position is broken down further in appendix 1.
3.

Operational Outturn

3.1. We have identified and are in the process of implementing financial recovery plans totaling
£2.5m, all of which have been assessed and been approved in respect of their quality impact
assessment.
3.2. There are further financial recovery plans totaling £2m, which are still being worked up and
are subject to quality impact assessment. In order to achieve our control total, we will need
to deliver 50% of these further schemes.
3.3. Given the commitment to supporting the recovery activity, we are confident that we will
achieve our £2.5m control total, which will make us eligible for £915k of S&T (Sustainability
and Transformation) funding during 2017/18.
3.4. The July CIP target was £2,833k, of which £2,349k has been delivered. The current full year
forecast is 85% delivery of our £7,054k target.
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4.

Agency Usage

4.1. Our agency spend in August was 8.2% of our monthly pay bill, which took us to 40% above
our NHSI cap year to date and gave us a deteriorated agency use of resources score of 3.
Agency spend is a key area of reduction within our financial recovery plans and is being
monitored weekly through an agency minimisation and financial recovery plan steering
board.
4.2. NHSI have also given us a target to reduce our medical locum spend by £81k in 2017/18. In
August, we were 35% below the NHSI target.
5.

Use of Resources Metric

5.1. Our finance use of resources metric is a 3 for August. This is due to our underlying
operational deficit and our agency spend.
6.

Cash Flow and Aged Debt

6.1. Total debt was £8.1m in August; this has reduced from £10.1m in July.
6.2. Over 90 day debt reduced from £2.8m to £2.3m, of which £0.3m owed by NW Surrey CCG
has now been settled. A dedicated credit controller has now started to focus on debt
collection.
6.3. We closed August with £17.4m cash in the bank.
7.

Conclusions and Recommendations

7.1. The Board is asked to note the report.
Graham Wareham
Chief Finance Officer
October 2017
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Appendix 1 – Breakdown of the YTD Financial Position
YTD Over /
(Under) Spend
Trust Board Director
Division
£m
Chief Executive
(0.0)
Chief Medical Officer
0.1
Chief Nursing Officer
0.1
Innovation
0.1
Workforce
(0.1)
Chief Operating Officer
Adult Mental Health
0.1
Children and Young Peoples Services
0.6
Chld and Fam Hlth Surrey
0.1
Estates and Facilities
0.5
Delegated Commissioning
(0.1)
Learning Disabilities Services
(0.1)
Older People Mental Health
0.3
Specialist Services
(0.0)
Chief Operating Officer Total
1.4
Chief Finance Officer
Corporate
(0.2)
Other (IDCC, Contingency, CQUIN, NCA)
(0.3)
Chief Finance Officer Total
(0.5)
Surplus / (Deficit)
1.1

Key messages:
- Overspends in our inpatient services being offset by underspends in our community teams
- A higher staff skill mix in our Children’s services
- Overspends on our Soft FM contract
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Trust Board in Public
Date

11th October 2017

Item No

113.17

Paper Title

Risk Report

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Information

Discussed to date and
next steps

We discuss high-level risks and actions each week at the Safety Huddle and monthly
at Executive Board. We are currently further developing our risk management
practices and this report will evolve with these.

Purpose of the paper

The Board’s attention is drawn to the following key risks and our actions to mitigate
them this month:
Pressures: staffing and bed availability
Sustainability & Transformation Partnerships (STPs): capacity to engage proactively
Children’s and Young People’s services: managing demand well and respond quickly
and improve services across the wider system to achieve good outcomes and improve
life chances
Plan delivery: delivering our financial plan

Health/Social Impact –
Contribution to our
objectives

An active approach to risk management is essential to providing services are safe,
caring, responsive and effective. Our risk appetite and management strategy is
defined by the Board.

Impact on Risk

The actions outlined in the report will mitigate the potential severity of the following
risks:
Pressures Risks - 1853, 1865, 1833, 1920, 1901, 1817, 1891
STPs Risk - 1945
Children and Young People Risks - 1946,1947,1928,1853,1948,1949,1951
Plan Risks - 1886, 1950, 1921, 1952, 1953
There are no additional financial liabilities identified.

Financial Implications
History

The Risk Report has been developed to draw the Board’s attention to the risks
considered highest within the organisation at the time of reporting.

Executive Summary
The Board is asked to consider the risks and whether it is satisfied with the mitigating actions being taken to address
them and / or it requires additional assurance.
Positive Findings
 Plans are in place to mitigate our highest risks.
 Staffing risk: There has been a slight improvement in our turnover rate <1%; there has been some
anecdotal feedback that some of our recruitment and retention initiatives have been successful e.g. some
people withdrawing resignations and recruitment of 17 newly qualified nurses joining this month
Areas for Improvement
Our highest risks are:
 Pressures - Staffing - this remains our highest risk
 Pressures - Bed availability at times of peak demand, including for children and young people
 STP partnership working
 Children’s and Young People’s services
 Plan (financial plan ) delivery
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Risk Report
1.0

Purpose of this Paper
This paper draws to the Board’s attention the key risks identified through our operations
(through the High Level Risk Register, Executive Board and Safety Huddle discussions)
and our actions to mitigate them this month.

2.0

Key Risks and Mitigating Actions
The Board’s attention is drawn to the following key themes associated with the highest
rated risks this month affecting our operations:-

Pressures
Managing the pressures arising from the demand on our services continue, including
managing our staffing levels, particularly in our inpatient services and during the peak
holiday period when temporary staff are more scarce, and demand for beds when
people need them.
Several risks have been identified regarding these pressures:- Staffing - vacancies, retention and recruitment difficulties (Links to Risk Register:
1853: 1865: 1833: 1920: 1901)
- Bed occupancy - consistent occupancy over 85% leading to delays in access to
acute emergency treatment (Links to Risk Register: 1817: 1891). We have
experienced particular bed pressures this month including supporting two young
people whilst awaiting placements, and have had to commission beds in the
private sector at times of peak demand

Key Mitigations (latest additional actions)
 Welcome reception for newly qualified nurses joining us
Chief Nursing
Officer


Workshop planned for 6th October with some staff to consider
impact of recruitment and retention premium and gather Chief
Operating
additional suggestions and ideas
Officer
/
Director
of
Workforce



Progression of Tier 4 CAMHS specialist commissioning Chief Finance
/
partnership - shadow period scheduled to commence 01/10/2017 Officer
Director
of
Innovation &
Development
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STPs
Ensuring that our leadership capacity is not spread too thinly and we are able to play
an active and significant role in each of the STPs within which we are partners.
The following risk has been identified:- STP partnership working - to fulfil our potential in STPs we need to be active
across all the workstreams where we have an opportunity to engage (Links to
Risk Register: 1945)

Key Mitigations (latest additional actions)
 Review and reallocation of lead roles across Board Directors

Chief
Executive

Children’s and Young People’s Services
Managing well the demand for, and our transformation of, our Children’s and Young
People’s services so that we are able to respond to the needs of children and young
people and their families as quickly as we would like; and play our part in improving
services across our wider health and social care system.
The following risks have been identified:- Surrey Mindsight CAMHS - (Links to Risk Register:1946: 1947: 1928: 1853)
- Children and Family Health Surrey Community Paediatrics - (Links to Risk
Register: 1948: 1949)
- System and partnerships governance - (Links to Risk Register: 1951)

Key Mitigations (latest additional actions)
 Implementation of improvement plan developed with Beacon, our Chief
One Stop partners, to support transformation in line with care Operating
Officer
pathway



Continued recovery plan delivery to improve waiting times in Chief
Operating
Community Paediatrics
Officer
Proactive engagement and collaborative working with Children’s Chief
and Young People’s services commissioners (health and local Operating
Officer
authority)
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Plan Delivery
Delivering our Plan in view of emerging financial risks this year and investment
needed which is subject to Commissioning intentions
The following risks have been identified:- Financial plan delivery: (Links to Risk Register:1886: 1950: 1952)
- Commissioning intentions: (links to Risk Register: 1921: 1953)

Key Mitigations (latest additional actions)
 Financial recovery plans developed and implemented across
divisions including a clear focus on reduction in agency staff Chief Finance
Officer
spending


3.0

Negotiations with Commissioners on investment and growth Chief Finance
Officer
funding aligned with STP objectives and Strategy priorities

Recommendation to the Board
The Board is asked to consider the risks and whether it is satisfied with the mitigating
actions being taken to address them and / or it requires additional assurance.
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Trust Board in Public
Date

11th October 2017

Item No

114.17

Paper Title

Freedom to Speak Up Report – Quarter 2

Director

Chief Nursing Officer
Author – Lynn Richardson, Freedom to Speak Up Guardian (FTSUG)

Report for

Discussion/Information

Discussed to date and
next steps

No previous discussion anywhere

Purpose of the paper

To update the Board on the following:
 Activity levels of speaking up within Quarter 2
 Case Study Example relating to the Deacon Unit
 Recommendations from the National Guardian following first survey of Guardians

Health/Social Impact –
Contribution to our
objectives

The role of the FTSUG is to enable staff to highlight where they have concerns about
the quality of services, quality of care or issues with staff. The role and activity coming
from it should help to support all of the indicators.

Impact on Risk

There is the potential for risk to be reduced as a result of employees speaking up early
about issues or concerns.

Financial Implications

Early identification of issues by employees or the guardian should be a cost effective
outcome for our Trust. Sussex Partnership is contributing to the costs of the guardian
role.
The role and work of the FTSUG has been in operation since April 2017.
The role is brand new to the NHS overall, and therefore is developing month by month.
The remit is being adjusted by the National Guardian’s office as new issues or
opportunities emerge.

History

Executive Summary
This quarter’s report details the activity within our Trust for the last 3 months. The format has been adjusted slightly
to take account of the National Freedom to Speak Up survey and recommendations, which were issued a month ago.
Positive Findings
 Excellent approach demonstrated by staff and managers in the case study detailed in the report for The
Deacon Unit
 Activity remains good and in keeping with a Trust that is performing well – a local trust in special measures
had 55 concerns raised in the first quarter compared to our 9.
Areas for Improvement




Intention to join LGBT and BME networks this quarter if meetings occur
Get more feedback after cases closed from the whistleblowers
Increase regular communications through e-bulletin and give attention to the non-employees who can also
use the services of the FTSUG
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Freedom to Speak Up Guardian Report
July-September 2107
1.

Introduction
This report relates to data provided in the second quarter of the financial year. Activity has remained
consistent with the majority of issues raised about patient safety and experience including some
concerns of bullying.

2.

Activity in Quarter 2
2.1 Raising of Concerns
During Quarter 2, the number of concerns remained unchanged at 9. Our junior doctors have raised
concerns in both quarters so far, and the Freedom to Speak Up Guardian has begun her work around
visiting sites and has organised team sessions with employees to increase engagement with the
speaking up process. Through informal discussions with staff, there has generally been a positive
feeling about the service they work in. The Freedom to Speak Up Guardian has found it is often
possible to elicit small items of concern that can raise the quality of our services further, through one
to one discussion.
All of the concerns raised are being progressed within the various management teams or with Human
Resources in relation to bullying issues. A flavour of the concerns raised include:








Behaviour of corporate Directors and senior managers – 1 corporate and 2 clinical employees
have spoken up about behaviour of corporate senior managers in the second quarter; last
quarter 4 corporate colleagues spoke up about 1 corporate Director.
Junior Doctors have raised concerns about: i) The lack of physical health care checks on
admission; ii) Having to do 1:1 observations as there are no nursing staff available; iii) Nursing
staff calling junior doctors inappropriately; iv) SBAR (Situation, Background, Assessment,
Recommendation – this is a standardised communication tool designed to ensure that staff
are sharing concise and focused information) handovers are not happening at Abraham
Cowley Unit (ACU).
The Deacon Unit had a second concern raised in this quarter after one being raised in the
first quarter. This is a new service within the People with Learning Disabilities (PLD) service
which is settling down – newly appointed members of staff and a manager had concerns
about people who use services and their experiences within our services. One senior
manager had concerns about the competence of some of the long-standing employees who
had transferred into the service from other social care homes. Management has confirmed
training and development programmes are being introduced as well as performance
management in some instances.
Disgruntled employees at Gatton Place spoke up about the parking provision and
dissatisfaction with them not being allowed to park on site at Trust Headquarters, even when
there are spaces. They have felt under-valued. This has been fed into the working group
that is working to refine our trust-wide strategy, and review travel and parking across the
Trust.
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2.2 Visits to sites
The below sites were visited this quarter for the following reasons:

Both Manager and Employee training sessions are now being delivered with positive feedback from
teams. The emphasis for manager training is getting their local team culture right for staff to feel
safe to speak up, thereby gradually changing our culture trust-wide.
2.3

Outstanding Cases

All cases on the Freedom to Speak Up (FTSU) tracker are being actively dealt with. Appendix 1
details activity for the first two quarters.
Only one case from Quarter 1, which involved an
investigation, was not concluded during Quarter 2.
3.

My Plans for the coming Quarter
In addition to supporting any staff member wanting to raise a concern, I intend to:








4.

Continue the focus on meeting leadership teams and deliver manager training
Begin attendance at academic meetings where junior doctors are regularly present with
consultant and staff grade colleagues
Further visits to teams to check on any worries they have – particularly those teams featuring
on our Early Warning Signs tracker.
Undertake a drop in session for PLD employees on the Epsom site
Continue work to build the communications around FTSU
Attendance at the FTSU National Conference in October
Present at a BME network meeting if one is convened

Case Study from concerns raised in Quarter 2
The Deacon Unit featured twice in relation to concerns raised initially by new employees and then
by another member of staff.
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Initially, through discussion at PMVA training, concerns were mentioned to the Education Team
around the safety of staff and the care being offered within the Deacon Unit. The two new members
of staff felt that they had been placed in situations that were unsafe due to lack of appropriate
information being given to them, and because they were not able to access relevant care plans, risk
assessments or DoLS (Deprivation of Liberty Safeguards).
As a result of those concerns being raised, the new members of staff each individually met with the
Service Manager who had raised the concerns with Safeguarding. The different processes were
explained to them including where they could find the care plan and risk assessments on the care
record system. The Freedom to Speak Up Guardian spoke with the Service Manager and one of
the members of staff after a couple of weeks and all the concerns had been addressed. Training had
been provided and management had changed some processes for their local inductions, and I
agreed to close the speaking up concern.
However, a month later, a different and more senior member of staff spoke with the Freedom to
Speak Up Guardian about different but related concerns to the Deacon Unit. The whistleblower had
become aware of two incidents that had occurred which possibly could have been avoided – one
involved a person using our services and a visit to a swimming pool – another about an appointment
at a GP surgery which had gone wrong with damage being caused and the GP requesting that this
individual is not brought to surgery any more. The whistleblower wondered if appropriate care was
being provided and whether staff who support individuals in our care were competent to do so. The
whistleblower questioned how much agency/temporary workers were being used and whether there
was a blend of substantive and temporary workers on each shift. Coincidentally, one of the support
workers who had spoken up earlier was involved with the swimming pool incident.
The Freedom to Speak Up Guardian followed this up, spoke with her again to get her reflections,
and then discussed issues with the Service Director about the Unit. She in turn did an investigation
with the support of Service Manager again. A full report was sent to me of the investigation and
comments in relation to each issue.
This was a difficult situation for the Service Manager and she dealt with the two whistleblowing
incidents in an exemplary manner. She was very supportive of the employees who had spoken up
and did not become defensive at all when it was questioned if issues ‘were being glossed over’. I
was also impressed about how much our staff care about the quality of the services we have on
offer. PLD services have had the most engagement with speaking up so far.
Learning has come out of these examples for both upskilling our own staff but also whether new
recruits to the NHS are suitable for in-patient units when individuals are unwell and may be very
challenging. Management are re-considering this approach.
5.

My Work with Sussex Partnership
Activity has been very busy within Sussex Partnership and my work with this Trust has been
welcomed by the Chief Executive. We have been advised they would use the joint working
arrangement to continue. There do seem to be benefits in learning and economies to be gained by
sharing the Guardian role across both Trusts.
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6.

National Intelligence
6.1
FTSUG Quarterly Return
The National Guardian’s office has reported back on Quarter 1 data sent to them by Freedom to
Speak Up Guardians. Only 124 Trusts completed a return out of 233 but even so, their initial
reporting is of interest. National headlines are:





936 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions
308 of these cases included an element of patient safety / quality of care
351 included elements of bullying and harassment
65 related to incidents where the person speaking up may have suffered some form of
detriment
 170 anonymous cases were received
 13 trusts did not receive any cases through their Freedom to Speak Up Guardian
This contrasts with Surrey and Borders Partnership’s figures in the first quarter of:





7 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions of
these cases included an element of patient safety / quality of care
4 included elements of bullying and harassment
2 related to incidents where the person speaking up may have suffered some form of
detriment
1 anonymous case was received

Ideally, we want to be aiming for zero cases of detriment as a result of speaking up, and from my
perspective as a Guardian, I want zero cases of anonymity to endorse the work I am doing to ensure
employees feel safe to speak up.
I have begun the process of seeking feedback from employees as their concern is closed and will
be able to report back to the Board on this next quarter.
6.2

National Guardian’s Office - Findings of the First Survey of the FTSUGs

The first national survey of all Freedom to Speak Up Guardians was undertaken by the National
Guardian, Dr. Henrietta Hughes, in June 2017. 493 surveys were sent out and 234 were returned
giving a response rate of 47%. The key findings and recommendations coming from the survey
can be viewed at
http://www.cqc.org.uk/sites/default/files/20170915_Freedom_to_Speak_Up_Guardian_Survey_201
7.pdf
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REGISTER OF SPEAKING UP ACTIVITY 2017/18

Quarter
2017/18

Number of
cases raised
to FTSUGs,
champions
and
ambassadors
in your trust

Number
of New
Concerns
closed in
the
Quarter

Total
Number
of
Concerns
Live for
more
than 6
months

Number of
concerns
raised but
on hold at
employee’s
request

Number of
concerns
raised
anonymously

Q1
Q2

9
9

3
7

0
0

0
0

1
0

Appendix 1

Number
of
cases
with an
element
of
patient
safety /
quality

7
5

Number of
cases with
an element
of bullying /
harassment

2
3

Number
of cases
where
people
indicate
that they
are
suffering
detriment
as a
result of
speaking
up
1
0

Total
Number
of Live
Cases

6
8
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Trust Board in Public
Date

11th October 2017

Item No

115.17

Paper Title

Safe Staffing Report

Director

Jo Young -Deputy Chief Executive Officer and Chief Nursing Officer

Report for

Discussion

Discussed to date and
next steps

Safe staffing is discussed daily in our safety calls and through our available staffing
meetings

Purpose of the paper

The Board is asked to comment on and note the report on the following:




Throughout August, non-substantive fill rates have been lower than previous
months.
Reduction of SABP substantive staff working NHSP on Blake, Anderson and Clare.
High usage of enhanced observations in older person’s services for falls
management.

Health/Social Impact –
Contribution to our
objectives

Safe staffing ensures we deliver Safe Care at the correct level, enabling timely
responsiveness to care needs. Maintaining Safe Staffing Levels are paramount to a
safe organisation

Impact on Risk

Risk to safety if safe staffing levels are not maintained

Financial Implications

No additional financial costs associated with this paper

History

Safe Staffing is managed and monitored daily by operations teams and discussed in
the safety calls

Executive Summary Good overall fill rate with some identified gaps that the teams have closed with alternate cover
from different nursing groups

Positive Findings
Safe staffing levels achieved overall fill rate above expected

Areas for Improvement
Recruitment of more substantive nursing staff is required to meet the staffing needs
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Safe Staffing 6 Month Review Report
1. Introduction
This report provides the Board with an overview of our compliance with safe staffing requirements
over the last six month period March –August 2017
2. Background
The National Quality Board, sponsored by Jane Cummings, Chief Nursing Officer in England,
published new guidance in November 2013 to support providers and commissioners to make the
right decisions about nursing, midwifery and care staffing capacity and capability: ‘How to ensure
the right people, with the right skills, are in the right place at the right time: A guide to nursing,
midwifery and care staffing capacity and capability’.
There are nine key expectations that apply to our Trust, for which we are compliant:
1. Boards take full responsibility for the quality of care provided.
2. Processes to be in place to enable staffing establishments to be met on a shift by shift
basis.
3. Evidence based tools to be used.
4. Clinical and Managerial leaders foster a culture of professionalism and responsiveness
where staff feel able to raise concerns.
5. Multi-professional approach is taken when setting staffing establishments.
6. Sufficient time to undertake caring duties in practice.
7. Boards receive monthly updates on workforce information and staffing capacity and
capability, which is discussed in public Board meetings at least every six months.
8. Clearly display information about the nursing and care staff present on each ward, clinical
setting or service on each shift.
9. Providers to take an active role in securing staff in line with their workforce requirements.
3. Safe staffing Arrangements
Over the last 6 months, we have continued to comply with the safe staffing requirements
outlined in the Hard Truths document issued by NHS England and the Care Quality
Commission, associated with publishing staffing data regarding nursing and care staff levels.
We have embraced the Safe Staffing agenda and implemented a number of initiatives such as
our surge and escalation process, to ensure we receive real time intelligence from our front line
staff on how we are meeting safe staffing levels, and have put measures in place to maintain
staffing levels at the safest possible levels. We have also piloted a staff calculator to help with
staffing cover planning. Through our governance structures we have continuously reviewed
the impact of skill mix, acuity and clinical demand on the quality of care on each ward and
have provided additional resource where required to support staff to maintain a safe clinical
environment.
3.1.

Available staffing Process

The Clinical Effectiveness team undertakes a regular review of rotas with the workforce team
as part of our available staffing programme. This process reviews the quality of rosters to
ensure that they are being managed optimally each month. The review team analyses possible
future breaches on planned rosters, which should identify unforeseen low levels of staffing.
This information is then compared with NHSP booking data, which will allow for the robust
monitoring of quality. This process also allows us to check that appropriate allowances have
been made in establishments for planned and unplanned leave and the supervisory role of the
ward manager.
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2.2
Surge & Escalation
Over the last few months we have strengthened our unit coordination arrangements and the senior
nurses now have a more coordinated bed management call each morning to plan for the day and
review staffing arrangements. The surge and escalation process remains in place and reports are
shared with senior managers each morning by exception when a staffing trigger has been
activated.
2.3
Display information about the nurses and care staff present on each ward
We remain fully compliant with the displaying of nursing numbers on the wards, and this process
continues to be well maintained across the organisation.
2.4
Review of Safety
Over the last six months there has been no direct correlation identified between fill rate and an
inability to deliver on quality outcome measures. The increased pressure in the system and an
inability to recruit the right calibre of staff remains a key risk. A recruitment and retention
programme board has been working to explore and implement new approaches to secure and
retain nursing staff, and a number of initiatives such as the retention payment have been explored
and supported through this process.
Our Positive & Safe Group has continued to closely monitor levels of violence ad aggression on
the wards and use of restrictive interventions to ensure the quality of care and safety on the wards
remains of a high standard. All emerging issues such as the possible trend emerging in the number
of reported violence against people using services on the ward (table 2 below) have been
discussed, and the emphasis of vigilance with positive behaviour planning and care planning has
been shared with relevant teams. Incidents continue to be reviewed daily through the safety calls
as we discuss staffing cover and skill mix.

Table 1

Table 2

Incidents of violence vs staffing
Due to the staffing system not operating optimally, our daily safety calls which are attended by all
senior nurses in charge of a shift on a given day, senior management and nursing staff, discusses
all adverse events on a ward for each shift including considerations of staffing issues impact on
quality of care. Over the last few months we have introduced weekly datix incident review huddles
on each ward that have led to enhanced awareness of emerging themes and we have seen an
improvement in the consideration of escalation of patient safety incidents that may require
escalation as safeguarding concerns.
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24/7 Services Safe Staffing Information 6 month Review
LEARNING DISABILITIES

OLDER PERSONS MENTAL HEALTH

Our only 24/7 Learning Disability Service is Deacon Ward, which is an
assessment unit for people who have a learning disability and are in crisis.
The staffing mix in this unit is variable depending on how many people are
using the service and their individual needs.

Due to the care needs of people using our older people’s (OP) services our
skill mix includes a high proportion of care support workers to support
people with their activities of daily living. The ratio of RNs per person was
reviewed in July 2015 and extended from 1:9 to 1:10. The overall ratio of
staff per person remained the same for each OP ward as previously.
Currently we are working at safe staffing plus one on Victoria and Spenser
ward to help deliver improved retention and safer care.

As a baseline, they have 5 staff available in the day and 3 staff available at
night, and at least one of these staff is always an Registered Nurse (RN).
There are 2 RNs in the day where there is additional clinical need, such as
the day of the Multi-Disciplinary Team review. This baseline is then
increased if a need arises - such as an emergency or highly vulnerable
admission.

Ward name
24/7 Deacon

%
%
Registered
Registered
Day
% CSW Day
night
214%

185%

102%

Ward name
24/7 Victoria
24/7 Bluebell 2
24/7 Spenser
24/7 Bluebell 1
24/7 Primrose

% CSW
night
116%

Deacon Unit use the safety crosses to measure their agency nurse usage.
In August additional staffing was used by Deacon to meet increased clinical
demand, and this was required more in the day than at night. Additional RN
staffing in the day was the greatest use of additional staffing.

% CSW
night
164%
157%
113%
243%
209%



Victoria ward moved to 20 beds from the week of 29th May 2017. This is
to try and improve vacant bed capacity.



Our older person’s services use additional staffing to support people
who are at high risk of falls and need 1:1 observation and to support
individuals who are highly distressed and vulnerable. Sometimes
additional staffing is also used to support people who receive
Electroconvulsive Therapy. Bluebell 1 and Bluebell 2 used a high level
of additional staffing this month for clinical need such as individualised
falls management. Victoria had a large amount of enhanced
observations in August 2017, the rationale for these included prevention
of self-harm and individualised falls management.
4
All wards managed to meet the safe staffing levels for the month.
Victoria & Bluebell are piloting the Staffing Calculator.

At present the Deacon Ward team and the Intensive Support team are
currently being rostered on one template. There is now consideration around
whether these teams should be separated in relation to management of
staffing. Service managers are working with the rostering team on enabling
this.
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%
%
Registered
Registered
Day
% CSW Day
night
116%
205%
105%
99%
221%
111%
104%
124%
102%
110%
233%
105%
112%
103%
102%



WORKING AGE ADULTS (WAA)
Due to the high levels of dependency and the acuity of some of the
people using our 24/7 wards, there is a need for quick responsiveness
and flexibility regarding additional resources due to clinical need. There
can be sudden changes in people’s individualised care, such as people
needing enhanced levels of observation or requiring nursing escorts.

Ward name
24/7 Blake
24/7 Anderson
24/7 Clare
24/7 Juniper
24/7 Magnolia
24/7 Mulberry
24/7 Rowan

%
%
Registered
Registered
Day
% CSW Day
night
101%
159%
95%
105%
171%
100%
136%
159%
104%
99%
174%
107%
106%
219%
102%
108%
180%
104%
144%
129%
102%

August 2017- Distribution of interim
staff cover
100
80
60
40
20
0

% CSW
night
102%
194%
308%
132%
169%
129%
231%



Rowan began operating as a Psychiatric Intensive Care Unit
again on 1st February 2017, and is currently operating on 6 beds.
This may increase when there are more substantive staff
available. There will be an increase in substantive RNs on
Rowan from October 2017 due to new starters.



All of our WAA wards have required additional staffing this
month. This is due to increased clinical demand and due to the
use of enhanced observations. Rowan ward and Clare ward
have been the biggest users of additional staffing this month,
and this is due to clinical need.



TRUST WIDE DATA

The Safety Call process continues to capture daily staffing need
and the enhanced management of the shift through effective
coordination by the matrons and the unit shift coordinators.
Mulberry Ward is also piloting the Staffing Calculator, which will
help enhance the accuracy of the shift planning, thereby
reducing reliance on the use of temporary staffing.

% Shifts unable to be filled by interim staff cover
% Shifts filled by agency only workers from an agency other than NHSP
% Shifts filled by SABP substantive staff working through NHSP

% Shifts filled by NHSP only staff

August 2017- Overall fill rates by
directorate and worker type
250%
200%
150%
100%
50%
0%

% Registered Day
% CSW Day
% Registered night
Adult MH
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Trust Board In Public
Date

11th October 2018

Item No

116.17

Paper Title

Nursing Effectiveness Report

Director

Jo Young - Deputy CEO & CNO

Report for

Discussion

Discussed to date and
next steps
Purpose of the paper

Discussed at the September Executive Board Meeting
This report provides the Board with an update on how we are delivering
the clinical effectiveness agenda. Working to improve the reliability of our
processes relating to:




How does this proposal
meet our values?
Health/Social Impact –
Contribution to our
objectives

Impact on Risk

Financial Implications

Care planning
Falls Management
Physical Health Care

This fully meets our values – it is our core purpose to keep people safe
as suicide prevention is closely aligned to both our visions and values
and our clinical strategy.
How this will contribute to achieving: Caring- Will ensure people receive
care that delivers the best possible experience through effective care
planning. Responsive-teams respond in a timely matter to performance
that is below expected standards; Safe-will ensure timely learning.
Effective-Emphasis on ensuring we are delivering the best outcomes for
people Well-led- Will ensure we are compliant with regulatory
requirements
Effective management and building reliability of systems and processes
in our work will ensure sufficient mitigation of risks that may lead to
adverse events
Enhanced efficiencies in care will deliver better value for money

History

This information is shared with the Physical Health & Infection Prevention
Committee & is part of work that is being supported through our Quality
Improvement agenda
Executive Summary. This is the first Nursing Effectiveness report to the Trust Board. We are
working to ensure we hold the gains of some good work that is already in place and ensure we deliver
effective services. Overall, we are seeing better outcomes being delivered across the services but there
remains a need to ensure that we deliver the basics all the time. For example, compliance with our
cleanliness environmental audits and delivering more robust care planning processes. We have seen
the delivery of positive outcomes in our wellness clinics and the work of the mouth care nurse.
Positive Findings
There has been some improvement with our Physical Health care arrangements supported through
our embedding of the Quality Improvement Agenda
Areas for Improvement



Environmental Audits - there are still areas where processes need to be made more reliable
Care Planning
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1. Introduction
This report provides the Board with an update on how we are delivering the clinical effectiveness
agenda. Effectiveness in the quality house is described as how we ensure that people’s care,
treatment and support achieves good outcomes, promotes good quality of life and is based on
evidence.
2. Care Planning
Background
Following the 2016 Foundation standards review findings and the November 2016 CQC feedback
following an unannounced visit on Rowan Ward, where concerns were raised about the lack of care
plans for some of the people receiving care and the poor quality of some, it was clear that the
assurance and control processes in place at the time had failed to fully identify and resolve these
issues with the immediacy required.
We believe care planning is an integral part of delivering safe effective care. Further to these gaps
being identified, immediate steps were taken to help improve our inpatient care planning processes
and build reliability in their development, involvement with people and use in informing care. Our initial
review of practice showed a lack of consistency in the quality and scope of the care planning across
all Working Age Adult wards, and there was clear evidence of some people not feeling confident in
their ability to write good robust effective care plans, in part due to lack of training.
Steps to Improvement
Further to our initial findings, we undertook a number of improvement initiatives with the Operations
Directorate to agree steps to build reliability. This included setting up a regular audit process, review
of the records audit, issuing a guidance document to teams on developing care plans, setting up a
care plan training group with representation from each ward, and reviewing the escalation processes
further to Foundation Standards review. The care plan section of the Foundation Standards process
was made mandatory leading to teams not being able to be rated as Good if they do not have robust
care planning processes.
After several months of work with teams some improvements have been realised, but we are far from
having a fully reliable system with care plans as the quality remains variable. Our reliability tool audit
which looks at a number of variables such as ‘Do all care plans show evidence of involvement of the
person using services?’ is showing some fluctuations in quality and we are yet to achieve consistency.
Further training programmes to help build knowledge and confidence in care planning has been
sought from the education department, and we are working with Matrons to nominate local champions
who will receive targeted training to enable them to support other team members and embed good
practice. The charts below for Farnham Road Hospital show that our teams are yet to achieve the
required level of consistency. The dip in performance evident in the chart in Jun/July is when the audit
tool was changed in response to feedback from a further CQC visit to Blake.
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3. Falls Management
Over the last few months there appears to be an increase in the number of reported falls incidents
and over the last few months we have reported 3 falls that have led to a fractured neck of femur.
These incidents occurred in 3 different wards with 2 occurring on the same day. Of the 3 people who
fell, 2 were female and 1 was male.
Similarities:
 Two of the falls occurred at night – both occurred in bed spaces – one in a room and one in a
dormitory. The 2 night time falls occurred between 2200-2300 and both patients were in their
80’s.
 All 3 falls were unwitnessed. All people had had previous falls on the wards.
 All three patients were on medication that could contribute to a fall.
 Although all patients were identified as being at risk of falls, with the risk assessment
commenting on how the patients moved, gait etc, there was only one patient that was on
Supportive Observations for this reason.
 2 patients had a diagnosis of Dementia which put them in the falls risk category
 All 3 cases were reported to Safeguarding. Falls care plans were in place prior to the falls in
all 3 cases.
 1 person was on a functional ward although had an organic illness. There are no single female
beds in Spenser ward. Although not ideal, people with a diagnosis of dementia are being
admitted to functional wards, and this presents its additional risks.
Steps to Improvement
Our falls group continues to meet. It is supported mainly by ward managers and matrons from the
Older Adults Division and is coordinated by the Quality Improvement Team. There are a number of
activities that are being progressed through the group, including building a care bundle for the effective
management of falls, and building reliability in the use of falls risk assessments and care planning.
We are also rolling out the Quality Improvement Initiative Justocats that has been evidenced to reduce
levels of falls in older adult wards.
Current incident data shows that the number of reported falls have gradually increased from the low
reporting in Jan 16. The numbers of falls have been fluctuating with an overall increase in incident
reporting possibly due to the movement and closure of wards such as Hayworth House in 2016.
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4. Physical Health Care
Background
 Evidence informs us that there is huge overlap between long-term conditions and mental health
problems. A recent report by the Kings Fund showed that 46% of people with a mental health
problem also have a physical health long-term condition – this equates to approximately 4.6
million people in England. In order to achieve parity of esteem between physical health and
mental health care it is imperative that we enhance our assessment, understanding and
management of the physical health needs that we can look after in our mental health wards, to
help improve the overall health outcomes for people in our care. The wellness clinics we have
set up initially on Clare Ward are designed to enhance the quality of our physical health care
through the early identification of physical deterioration and timely signposting, also enhancing
our compliance with local CQUINs.



Wellness clinics- At present, there have been six clinics on Clare Ward, which have been
running once a week on a Wednesday. The first clinic saw one person, and the second and
third clinics each saw six people. We are now seeing an average of six people in each clinic.
These clinics have been able to pick up and arrange treatment for health issues including a
cardiac arrhythmia, a sexually transmitted disease, two urinary tract infections, a fungal skin
rash, a review of pain management, and sudden unexplained weight loss. The clinics have
been incredibly well received by the people on Clare ward, and they are keen to attend. We
are now looking at how we improve our handover of the information from the clinic, in order to
produce robust care and interventions as a result of the health assessments undertaken.
We are working with the junior doctors on Clare ward to obtain medical support with the project
moving forward. We are looking at the pathways and protocols needed to move forward with
the sexual and reproductive health elements of the clinic. The clinic room equipment is
continuing to be obtained, and the clinic room development for Anderson ward is out to tender.
The clinic on Clare ward will continue throughout August, with learning being reflected on after
each session to implement changes made. The clinics will commence on Magnolia ward at the
end of Sept 2017. Work is being done to help improve staffing and leadership of the clinics to
make them sustainable moving forward.



Modified Early Warning Scores –An audit undertaken in July assessing the reliability of our
physical health observations on each ward has identified an improvement in the consistent
use of the tool to identify deterioration and ensure timely escalation. Audit findings show that
all 6 observations expected as a baseline are more routinely being taken. Last year
respirations were frequently omitted and the alertness assessment too, meaning scores could
not be calculated. Importantly this improvement has led to more evidence of people escalating
or pro-actively discounting the need to escalate.



Pressure Damage- It is expected that all pressure damage identified on people in our care
are reported as incidents and those that are graded 3 or 4 are reported as serious incidents
4
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and safeguarding considered. The physical health nurse receives reports of all pressure
related issues and follows up with teams, and supports in the development of care plans and
the ordering of pressure relieving mattresses where required. We have not reported any
pressure ulcer related serious incidents this year. There was a new pressure damage incident
reported between April and June on Primrose Ward, where an ill-fitting sling caused a wound
to anterior thighs. Support has been provided to resolve this issue.


Mouth Care- The Mouth Care Nurse remains in post and has trained over 60 people to date
in general dental care of patients and early identification of poor dental hygiene. We have
been able to better assess and signpost people who require immediate dental care that, at
times, has been reported as a cause for some aggressive behaviour and non-compliance with
oral intake. For example, last month a lady was identified on one of our inpatient wards with
evidence of extensive mouth care neglect with very loose teeth - our Mouth Care Nurse made
immediate arrangements to involve an Oral and Maxillofacial Surgeon from St Peters who was
able to support the safe extraction of her teeth reducing risks of aspiration.

5. Infection Prevention & Control


Environment audits -Over the last 3 months, and out of the 27 teams assessed Victoria Ward
and Elmbridge CMHRS teams were not able to achieve the required standard of 85%
compliance with our environmental audits. The Team managers and respective Facilities
Managers have been informed and are working on actions to remedy the identified gaps. The
2 sites that were rated as needing improvement in the previous quarter, The Shieling and
Anderson Ward, were re-audited and achieved a Good rating further to resolving the identified
issues.
The following teams have been reported to have achieved an Excellent rating from their
environment assessment: St Peters – Geesemere, Windmill House, Farnham Road Hospital
– Acute Therapy & Drug and Alcohol Services.



Outbreaks 2017- Appletree Nursery- There was an outbreak of Diarrhoea and vomiting (D&V)
in April affecting 5 children who were sent home. There was another outbreak of D&V in July
2017 affecting 4 children and a member of staff. Infection control procedures were instigated,
and a deep clean was undertaken before re-opening.

6. Conclusion
This is the first Nursing Effectiveness report to the Board. Overall, we are seeing better outcomes
being delivered across the services but there remains a need to ensure that we deliver the basics all
the time. For example, compliance with our cleanliness environmental audits and delivering more
robust care planning processes. We have seen the delivery of positive outcomes in our wellness
clinics and through the work of the mouth care nurse. Work continues to bring further reliability to all
processes through the use of Quality Improvement techniques supported by the QI team.
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Item No

117.17

Paper Title

Annual Report from the Audit Committee

Director

Graham Wareham

Report for

To note the report

Discussed to date and
next steps

The annual report was reviewed by the Audit Committee in May 2017 to ensure it
provided a fair reflection of the work of the committee to March 2017 including the year
end audit

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives
Impact on Risk

The Board are asked to note the report:

An effective audit committee is an important part of our governance that ensures we
are well led.
None directly arising from this report, though the work of the committee is an important
part of our risk management system.

Financial Implications

None directly arising from this report though the work of the commits is an important
part of our financial control environment

History

The paper should be presented annually to the Trust board to provide assurance on
the work of the Audit Committee

Executive Summary
This paper summarises the work of the Audit Committee from April 2016 to March 2017.
Positive Findings



The report highlights a broad brief of audit work from our internal and external auditors
Attendance at the committee has been regular

Areas for Improvement



To present this report to the Trust Board in a more timely manner
To avoid an adverse conclusion on our quality accounts for next year end.
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Report
Introduction
The purpose of this report is to formally report to the Trust Board on the work of the Audit
Committee for the period 1 April 2016 to 31 March 2017 and will be considered at the Trust
Board meeting in Public in May 2017.
Committee Membership and Meetings
The committee was chaired throughout the year by Laurence Vine-Chatterton, non-executive
director who has the required financial expertise to enable him to express informed views
about financial management. There were four meetings held in 2016/17 in May, October,
December and March. The Committee members attended the following meetings:
Name

May 2016

October 2016

December 2016

March 2017

Laurence Vine-Chatterton

Yes

Yes

Yes

Yes

Andy Field

Yes

Yes

Yes

Yes

Leslie Morphy

Yes

Yes

Yes

Yes

The committee is responsible for all aspects of SABP including charitable funds and wholly
owned subsidiaries and has delegated the majority of its clinical duties to the quality
committee. The committee reviews its terms of reference annually.
Internal Audit Reviews
In the year the committee has commissioned 17 internal audits of which 12 final reports (8
assurance reviews and 4 operational reviews), 2 final draft reports, and 1 draft report have
been published as at 12th May 2017, and 2 audits are at fieldwork stage. From the final
assurance reports issued to date, overall the committee has received 6 reasonable assurance
or better, and 2 limited assurance, and no audits have established a ‘No Assurance’ opinion.
Four of the final reports were not assigned a level of assurance as they were operational and
not assurance reviews. The areas that received limited assurances are::
Audit

Assurance

Date
Received

Recommendations (H/L/M)
High/
Urgent

Medium/
Important

Low/
Routine

Review of arrangements
for administering monies
belonging to ‘people who
use the Trust’s services’

Limited
Assurance

01/12/2016

2

8

11

Short Notice Site Visits

Limited
Assurance

09/01/2017

2

13

6
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Limited Assurance has been provisionally assigned to the Microsoft Active Directory Security
Audit, where a final draft report has been issued and is subject to Chief Executive Officer sign
off.
A total of 71 recommendations (and 8 operational effectiveness matters) have been raised
from the 8 final assurance reports issued to date.
Currently there are only 6 outstanding actions and all relate to the 2016/17 audits in the areas
listed below..
Review of arrangements for administering monies belonging to ‘people who use the
Trust’s services’





The Trust's policies and procedures for handling people's property and monies be
revised as a matter of priority.
A process document (desk top procedure) be developed which enables the continuity
of the function in the event if staff absence based on the revised policy.
Home Managers to review people's assets records at regular intervals in accordance
with the procedures detailed in the revised policy.
The difference in the cash balance be investigated, the person's records updated and if
required training to be provided for staff.

Quality of Services: CQC-Action Plan implementation and monitoring, Quality
Assurance Process


The terms of reference for the meetings to be formalised.

Procurement Review


The Trust Board to identify a Non-executive Director who would be procurement
sponsor at Board level.

Revised implementation dates have been agreed for all the above 6 actions and progress will
be monitored through the Internal Audit follow up process.
Counter Fraud
The committee receives a regular progress report from Counter Fraud and has received
updates on 10 investigations that have led to 3 prosecutions. In addition the committee has
commissioned 3 proactive reviews to be conducted by Counter Fraud into fuel cards, monies
belonging to people who use Trust services and agency pre-employment checks.
Board Assurance Framework
The committee has considered the board assurance framework at its meeting in May and
December and considered the appropriateness of the risk ratings which was then considered
at Trust Board.
External Audit
The external audit for 2016/17 was completed in May 2017 and the Trust received an
unmodified audit opinion with 5 important recommendations. The Trust received an adverse
opinion on its quality accounts due to issues with reporting associated with the implementation
of SystmOne in October 2015. The Chair of the Audit Committee and CFO have worked with
3
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the Audit Panel during the year to procure external audit services for 2018 to 2021 in
accordance OJEU and have recommended re-appointing KPMG which was approved at the
Council of Governors in March 2017.
Review of Financial Statements
The committee reviewed the financial statements for 2016/17 at its meeting in May and
approved the accounting policies for 2016/17 at its meeting in December 2016.
Other Matters
At each meeting the audit committee considers losses and special payments, significant writeoffs, overdue debts and waivers on procurement legislation.
Self-Assessment
In 2016, the committee conducted a self-assessment in accordance with HFMA guidance and
has identified a number of actions to improve the performance of the committee. As a result of
this we have sought and received assurance from our key suppliers in internal audit, payroll
and finance systems that their services are compliant with all the relevant standards.
Conclusion
The committee covers a broad brief and though there have been an increase in the number of
limited assurance internal audit reports this relates to the decision to direct internal audit to
consider matters were management were more concerned and this change in methodology
was always likely to create more limited opinion audits. Overall the committee is of the
opinion that the systems of internal control are effective and adequate.
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Trust Board in Public
Date

11th October 2017

Item No

118.17

Paper Title

Quarterly Workforce Report

Director

Gavin Wright

Report for

Discussion/Information

Discussed to date and
next steps

This report has been considered by the Executive Board

Purpose of the paper

The purpose of this quarterly report is to provide a summary of key workforce metrics
up to August 2017.
The Board is asked to note the following:
 Our turnover rate is 21.3%.
 Our agency spend is above the NHSI cap set in March 2017.
 We continue to perform well in managing staff sickness against the Trust target.

Health/Social Impact –
Contribution to our
objectives

Ensuring that we have a high calibre, stable, well trained and motivated workforce is
key to providing caring, responsive, safe, effective and well led services

Impact on Risk

This report provides a context to the staffing challenges we face which contribute to a
number of organisational risks including financial stability and quality of care.

Financial Implications

The issues highlighted in this report provide background to our workforce challenges
and the resolution of these will have a direct bearing on the delivery of value for
money.
N/A

History
Executive Summary

This report provides a quarterly update on our key workforce metrics including turnover and vacancy rate, the use of
temporary staffing, the level of sickness absence and recruitment activity.

Positive Findings
Our turnover has decreased slightly from 22.1% to 21.3%.
There has been a small decrease in qualified nurse shifts being filled by NHSP bank.
We are performing better against our sickness absence target of 3.80% with a rolling average of 3.61%.
Areas for Improvement
Our agency spend is above the NHSI cap set in March 2017.
There has been a 12.1% increase in agency filled shifts of unqualified nurses.
Whilst turnover has reduced slightly it is still above our target of 16%.
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Quarterly Workforce Report
August 2017
Staff, culture and leadership

1. Current workforce
At August 2017, our workforce
headcount was 2247 employees, which
equates to 2006.54 full time equivalent.
Table 1 details the number of starters
and leavers since July 2016. The
significant rise in leavers in March 2017
was due to hard Facilities Management
being subject to Transfer of
Undertakings (Protection of
Employment) (TUPE), and the increase
in starters in April 2017 was as a result
of Community Paediatric Doctors also
being subject to the same regulations.

Table 1

Retirements remain consistent with 10 or
less per month and these accounted for
9% of our leavers in August. All of the
people who retired were between 51 and
60 years old.

2. Turnover & Vacancy Rate
Table 2
Our turnover rate has remained stable
over the last two months at 21.3% but
still remains some way off the target of
16%. Last August, our turnover rate
was 22.6%. Our stability index
increased slightly to 81.8%.

Our vacancy rate as at August 17 was 15.9%, which is a slight increase over the previous
quarter. The key issue continues to be the difficulty in recruiting registered nurse vacancies
across all divisions.
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3. Temporary Staffing
As at August 2017, temporary staffing was 40% above the NHSI spend cap, resulting in a
use of resources metric of 3. Urgent work is now being undertaken to reduce agency spend
within the divisions as part of their financial recovery plans.
Table 3

The agency run rate by division can be seen below:
Table 4
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Table 5 details the pay spend mix for each division. Adult Mental Health has a number of
medical locums at present that are increasing their spend
Table 5

We continue to report weekly on our compliance with the NHSI agency standards. These
have been further developed to include the type of shift, highest paid agency workers and
longest serving agency workers. Breaches by the Trust are few except for qualified nursing
where our numbers have risen as a result of NHSI ruling that an NHS Professionals admin
fee on shifts that move to agency is a breach. We only use framework agencies when
securing agency staff.
There is now a requirement for any agency shift over £120 per hour to be authorised by the
Chief Executive. To date, this limit has not been breached.
Our temporary medical worker position has improved of late with a reduction from 11 to 8
now breaching the price cap. Doctors remain the most difficult to acquire at the NHSI
capped rate, particularly when balancing quality and price. Either the Chief Medical Officer
or Workforce Director is now required to approve any breach of the price cap before an
order can be placed.

4. Sickness
The Trust’s in-month sickness absence rate as at August 2017 was 3.28%. The rolling
average for the previous 12 months is below our target of 3.80% at 3.69% and has
decreased over the last 6 months. Managers are confident and competent in managing
absence, which has delivered three years of stability against the 3.8% target. Sickness
absence is monitored and reported monthly at the Divisional meetings.
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5. Recruitment Activity
The number of live vacancies at the end of August was 104.93 WTE and the number being
processed through pre-employment checks was 200.63 WTE.
Our rolling recruitment programme continues for Band 2’s and Band 5’s in Adult Mental
Health. Older Adult Mental health has recently re-joined the programme and Learning
Disability services are no longer included as they are successfully recruiting to vacancies
individually. The number of Band 2 vacancies available in the rolling recruitment is reducing
as we successfully fill vacancies.
Applicants for Band 5 posts remain difficult to attract and in order to improve this position
we have recently introduced a rotational programme to appeal to both experienced and
newly qualified nurses. They will undertake an 18-month programme across inpatient,
community and specialist services. The first cohort commences in October 2017, and it is
anticipated 8 newly qualified nurses will start on the programme.
From September, we have also introduced a rolling recruitment programme for band 6
nurses in Community Mental Health and Recovery Services for Adult Mental Health.

5
61

62

Trust Board in Public
Date

11th October 2017

Item No

119.17

Paper Title

Social Care Charter

Director

Lorna Payne, Chief Operating Officer

Report for

Approval

Discussed to date and
next steps

It has input from people who use residential home services, staff and has been
presented to and supported by the Executive Board.

Purpose of the paper

To provide the Board with
 An overview of the need for a Charter.
 The steps taken in the development of the Charter.
 The implications of adoption of the Charter.

How does this proposal
meet our values?

The Charter aims to support people to have a better life. We have involved people in
its development and it aims to ensure the homes are respectful places that treat
residents well. The Charter shows our visible commitment to be open, honest and
accountable.
Caring- It formalises a desire to ensure that our registered care homes are recognised
as people’s homes first and the best possible experience
Well-led- It will assist in embedding social care leadership across all areas of the
organisation.
Approval of this paper will affect the way the organisation interfaces with our social
care homes. This already has implications for how we support the homes, as they are
social care homes not health facilities and so some policies/procedures do not apply.
The adoption of the Social Care Charter will ensure that people live as full and as
independent life as possible supported by staff and an organisation that is committed to
delivering outstanding social care
There are no financial implications today of adopting the Charter per se. There could
be implications of adopting specific improvements to our registered care homes in the
future. Each of these would be costed individually and come separately for approval to
the Executive Board.
Approve and adopt the Charter

Health/Social Impact –
Contribution to our
objectives
Risk Assessments &
Mitigations
Outcome of Equality
Analysis
Financial Implications

What outcome to you
require from the Board?
History

In March 2016, the Social Care Strategic Direction business case was approved by the
Executive Board. It stated ‘Our vision for our Social Care homes is that we re-focus
the services to be delivered within a separate social care arm of our organisation, with
dedicated service management, and which is underpinned by a strong Social Care
Charter.’
As a result of the approval, an action plan was developed with one element being the
production of a Charter for people with learning disabilities living in our registered care
homes to support the future operation of our social care homes.

Executive Summary
A Social Care Strategic Business Case was approved by the Executive Board in March 2016, and part of the agreed
action plan was to develop this Charter. It has been developed because currently the requirements of our social care
homes are not always well understood by the organisation. For example inpatient standards being applied to social
care residential homes when these are not health facilities but are people’s homes. A Charter for Social Care Group
has reviewed other Social Care Charters adopted by other organisations and has consulted with people living in our
social care homes and the staff that support them. As a result a Charter has been developed detailing how we should
be supporting people well. Although there are no direct financial implications in adopting the Charter itself there may
be financial implications involved in specific developments that we would like to be introduced over time if we were to
fully implement the Charter, which are outlined in the paper.
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Positive Findings




Staff in our LD services and Corporate services have worked together to draw up the Charter, and have
consulted with people with learning disabilities and staff in our homes.
The Charter will improve the experience of people with learning disabilities in our homes, ensuring that they are
always at the centre of the support.
The Charter embeds the expectations from our Commissioners of delivering personalised person-centred
support.

Areas for Improvement
The Charter highlights to the organisation where further improvements can be made to support our aspirations for
people with learning disabilities living in our registered care homes
Has an equality impact assessment form been completed?

Yes
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Charter for Registered Care Homes for People with Learning Disabilities

1.

Introduction
In March 2016 the Social Care Strategic Direction business case was approved by the Executive
Board. It stated ‘Our vision for our Social Care homes is that we re-focus the services to be
delivered within a separate social care arm of our organisation, with dedicated service
management, and which is underpinned by a strong Social Care Charter.’
As a result of the approval, an action plan was developed with one element being the production
of a Charter for people with learning disabilities living in our registered care homes, to support
the future operation of our social care homes.

2.

Reason a Charter is Needed
Currently the requirements of our social care homes are not sufficiently understood throughout
our organisation. Inpatient health service requirements are often applied to these services,
rather than understanding that these are people’s homes. We want to provide outstanding social
care in our homes and this requires a more free-thinking, less regulated approach.

3.

What We Did
The Division set up a Charter for Social Care meeting. This commenced in November 2016 and
has had 4 meetings. Attendance has included the Co-Directors of Services for People with
learning disabilities; Chief Nursing Officer, Service Managers – Social Care; Practice
Development Lead for people with learning disabilities; Manager from a social care home;
representatives from Quality; risk; estates and maintenance; and finance departments.
The group looked at charters that have been published from other social care providers
nationally. These were used as a starting point to develop our Charter, which has then
undergone a series of refinements by members of the group.

4.

Consultation
People who live within our homes were invited to contribute their views or feelings about the
content of the Charter. Managers used a variety of methods to talk to people we support what
is important in their lives. See Appendix 2 for examples. Managers of our social care homes
consulted with their staff on the Charter. Families have not been directly consulted at this stage,
but their wishes for how services should support people with learning disabilities, which have
been obtained through family meetings, reviews etc, have been reflected in the Charter.
The results of the consultation were included in the final Charter – See Appendix 1. Once
approved, we will develop the Charter in formats that are appropriate for people. This will include
Easy Read and video versions. Once approved we will launch the Charter with people with
learning disabilities, staff in both our learning disabilities and corporate services, families and
with our commissioners.
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5.

Adopting the Charter
We believe that the Charter can be adopted now to support the direction of travel for our
registered care homes. We have conducted an Equality Impact Assessment that is available to
review. We think that there are areas of development for the future that will continue to improve
peoples’ experiences.
The areas for development are for the both the Learning Disabilities (LD) division and Corporate
Services in the Trust.
Within the LD Division, we have already made significant changes on the journey towards
ensuring that people are supported to receive outstanding care. We recognise that every person
and each of the homes are unique, and that the support must be individualised. We have
developed Values Based Training for all staff; delivering active support training to staff and
ensuring effective implementation with people; supporting people to live better and more
independent lives through experiencing a wider range of opportunities. We have also adapted
our monthly audit process to include information from other Trust audits to ensure that these
issues are checked regularly and to look to reduce the number of audits from corporate services
being carried out in peoples’ homes.
The Division will continue this work to ensure that people are supported to have the best quality
of life that we can provide.
Within Corporate Services, we have already started to have discussions in the “Charter in Social
Care” meetings about the changes needed to become more person centred and individualised
which embody the aspirations in the Charter.
The issues that we have been discussing and beginning to resolve include:






Audit processes – At present our homes are subject to the same audits as for inpatient
services e.g. infection control, security, health and safety. We have adapted our monthly
audit process to capture the issues pertinent to social care homes and are running both
systems in parallel whilst we check that the new process is effective. Once we have
evidence of effectiveness we will discuss with the relevant corporate services about using
these as the necessary evidence.
Our ability to roster flexibly to support people as they want, and with the people they want
– currently our homes use a mixture of e-rostering or timesheets. E-rostering currently does
not give us the flexibility to support people as they want, but the flexibility of the system is
being reviewed. We have asked for a quotation from our payroll services to consider taking
our homes back to time sheets if the revision to the e-rostering system is not effective in
meeting the support needs of people with learning disabilities in our homes. We will have
further discussions with the Director of Workforce about the best way forward before we
agree the future direction. Return to using time sheets if e-rostering is not effective will have
a financial implication, and this will be considered during the approval process from
Executive Board.
People supported by familiar staff - At present, temporary staff are accessed via NHSP.
This means that managers have no control over who arrives to support people, and causes
distress to the people to be supported by unfamiliar staff. We would like to take forward
discussions with the Director of Workforce to explore the issues and consider the
4
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6.

development of our own bank system (as was previously in place for our homes). Any
changes will be subject to approval by Executive Board.
Treating homes like homes not a health ward - We already have made some progress in
this area e.g. by refuting the decision that everyone in our homes needed a waterproof
mattress. However, this is an ongoing issue which we will deal with as individual issues
arise.
People’s personal finance - People we support either have family members who act as
appointee, or this is undertaken by the Trust. With the support of our finance services, we
have begun to explore the possibility of people with capacity having their own bank account
for their personal allowance, and this is making progress.
Procurement – Currently major purchases for people have to go through our procurement
system and this means that people we support are not able to go to the shops and choose
for themselves. With the support of our finance team, ways of managing this in a more
person centred way are being explored and piloted whilst still complying with Trust Standing
Financial Instructions.
SystmOne – Currently some of our homes use SystmOne, and we feel that this it is not
appropriate to have people’s lives described on a healthcare system. We are in initial
negotiations with the Lead (Professor Andy Minion) for the co-development of the Rix WIKI
system to consider introducing a web based personal recording system for each person
that we support, that will also provide audit data needed for the organisation and for
commissioners. This project will have some financial implications, and we will bring a paper
to Executive Board for approval.

Conclusion
The Charter for people with learning disabilities living in our registered homes has been
developed in conjunction with the Division and corporate functions within our organisation, and
has been consulted on with staff and people who live in our homes. It will provide a framework
for how we work together to ensure that people in our homes are supported to have control over
their lives whilst ensuring that all required support is in place.
We ask the Trust Board to Approve and Adopt the Charter.
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Appendix 1
Charter for People with Learning Disabilities in our Registered Care Homes

I Plan My Life and Take as much Control as I am able
I expect people to understand my communication style and use this to get to know me as a person.
I am supported to identify what is important to me in all aspects of my life, and am supported to
achieve my plan.
I expect to be given all opportunities to do what I really enjoy doing, but also to be supported to try
new and more challenging things.
I am supported to be involved in managing my money and making decisions about how I spend it.
I am supported to take the lead as far as possible in all aspects of my life.
I am supported to make my own decisions, with my capacity assessed when needed.
I am supported in my cultural and spiritual needs.
I am supported to raise any concerns that I have, and for these to be resolved to my satisfaction.
I Play an Active Role in my Community
I am supported to use local resources and participate in community activities.
If I want to, I am supported to find paid or voluntary work.
I am assisted to learn new things, which may include education.
I am offered different activities to try, not just those traditionally associated as appealing to people
with a learning disability.
I expect staffing arrangements to be appropriate to support me in any activities that I wish to do.
I am supported to do the things that other people do e.g. register and vote in elections if I want to.
I Am Supported to Develop Relationships
I can attend groups and activities with other people, both people with learning disabilities and
people without a disability.
I am supported to develop new friendships, relationships and informal support networks.
I am supported to maintain and enjoy contact with my family as I wish, both through visits and
other methods of communication.
I am supported to stay in touch with my friends, both through visits and other methods of
communication.

I Have a Say in How My Home is Run
I have a say in who works with me. This includes being involved in deciding who will be able to
support me best.
I can understand all aspects of how my home is run, as information is provided in a format that I
understand.
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I am supported to be as independent as possible in my home, having the opportunity to do as
much as I am able of any task, not just have things done for me.
I have a say in who can see my information.
I Am Supported and Encouraged to Take Positive Risks
I am supported to participate in activities that may be considered risky, but the people that support
me have clear guidance and strategies to keep me and others safe.
I Am Supported to be Active
I am supported to engage in planned and unplanned indoor and outdoor activities and have the
right clothing and equipment for the activity or the weather.
I want some time to relax, but may need to be encouraged to do chosen activities for at least part
of each day.
I expect staff to interact with me, regardless of whether I can respond verbally or show
understanding. I expect them to talk to me about different things, not just ask me to do things.
I am supported to have hobbies that I can do at home.
I Am Supported to be Healthy
I am supported to understand about eating healthily and having regular exercise, and to have
opportunities to do so if I wish.
I am encouraged to speak to staff if I don’t feel well or have any health concerns. If I have
communication difficulties, staff monitor my health closely, and act on any changes.
I am entitled to the same standard of health care as everyone else. Staff support me to ensure I
get the reasonable adjustments needed from healthcare professionals.
I am supported to have an Annual Health Check and any other screening services appropriate for
my age and gender.
I am supported by staff who are vigilant and proactive in relation to my health, and follow up on any
concerns by making health appointments, ensuring my health concerns are responded to promptly
and satisfactorily.
I am supported to have all equipment that is necessary to support my health needs.
I Am Supported by an Organisation who:
Understands that this is my home, and respect it as such.
Involves me as much as possible in all decisions that affect me.
Keeps me safe.
Gives me an environment that is homely but also meets my special needs.
Understands about my privacy and dignity, and understands that it is my home and not an NHS
building.
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Ensure that professional visitors make an appointment with me and my Home Manager before
coming into my home, unless the reason for the visit is urgent or part of an agreed programme of
unannounced visits e.g. repair to utilities that is affecting my comfort and well-being, Night Visit or
other quality assurance visit.

I Am Supported by Staff who:
Are introduced to me, know me as a person, listen to me, and ensure my likes and interests form
the basis of how I am supported to live my life.
Can support me well, as they are up-to-date with their work practices and training, and are
innovative in their approach. Staff will demonstrate positive and inclusive ways of working with me.
Involve me as much as possible in anything that I can do, either independently or with support.
Treat me with dignity and respect, and value what I can do, rather than focusing on what I may find
more difficult to do independently.
Keep me safe, but also take positive risks for me.
Staff describe me in positive ways, not by the things that I find difficult.
Give me information in formats that are right for me.
Update information about me so that it always reflects my needs and choices.
Advocate for me when I need them to.
Support me to be part of my community and the community to understand me and my needs.
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Appendix 2
Examples of Consultation with People with Learning Disabilities and Staff

Views of
People
who use
services
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Views of people who use
services
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Trust Board Meeting in Public
Date

11th October 2017

Item No

120.17

Paper Title

DRAFT Annual Plan Delivery Report - Quarter 2

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion and Approval

Discussed to date and
next steps

This draft has been prepared based on available data (August in most cases). An
earlier draft was discussed at the Executive Board in September. It will be submitted to
NHS Improvement at the end of October.

Purpose of the paper

The Council’s attention is drawn to:




How does this proposal
meet our values?

Health/Social Impact –
Contribution to our
objectives
Risk Assessments &
Mitigations
Outcome of Equality
Analysis

Our performance against the Single Oversight Framework which places us in
SEGMENT 2
Our Use of Resources Indicator could potentially be 3 at the end of the Quarter.
Our highest risk to our strategic objectives (within our Board Assurance
Framework) is Staffing

Involve not Ignore - Our Plan is informed by our discussions with our Governors and
other stakeholders.
Treat People Well and Create Respectful Places - our Plan sets out our objectives for
improving our services each year
Open, Honest and Accountable - Our Annual Plan sets out our how we will delivery our
Strategy each year; our performance is measured against this
Our Plan sets out our ambitions to improve our services for people and achieve at least
CQC GOOD ratings for all our services.
The Delivery report highlights key aspects of our performance to date in delivering our
Plan for the year. The Board should ensure it provides a balanced view of what we are
doing well and also where we need to improve.
Individual business cases are developed to support any proposals developed as part of
our Plan. These are subject to equality analysis before approval is given.

Financial Implications

Our Financial Plan forms part of our annual Plan. This is approved by the Board and
provides the framework for budget setting in each year.

What outcome to you
require from the Board?

The Board is asked to consider the draft and suggest any amendments needed to
reflect a balanced view of our performance. The Board is also asked to delegate
finalisation of the report before submission to NHSI to the Executive.

History

Each year Foundation Trusts are required to prepare and submit a Plan to NHSI.
Performance against this Plan is evaluated on a quarterly basis. The Board approved
our Plan for 201718-201920 at its December meeting 2016.

Executive Summary
This draft provides an initial overview of the key areas of our performance that we may wish to highlight to NHS
Improvement at the end of Quarter 2. It is shared with the Board for discussion and comment. The Board is also asked
to delegate finalising the report to the Executive once data for the end of the Quarter is available (ie. by the end of
October).
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Positive Findings
 CQC - we have received a GOOD rating for Well Led following our Well Led Inspection in July 2017; this has
changed our overall Trust rating to GOOD.
 The Board approved a proposal to progress our 24/7 hospital improvement programme in two phases to enable us
to achieve priority improvements for people who use our services e.g. move to single bedrooms from dormitories,
as soon as possible.
 We have now completed all our team moves to our Community Hub at Gatton Place, Redhill and progress is being
made on our Spelthorne and Chertsey/Runnymede Hubs.
Areas for Improvement




Financial Plan - emerging risk; we are currently breaching our agency cap. This is affecting our Use of Resources
rating (potentially 3 at the end of the Quarter). This is a priority area within our financial recovery plans
Service Development plans - our Single Point of Access (SPA) will require commissioner investment to be fully
implemented; remedial plans are being worked through to improve waiting times in the mobilisation of our new
Children and Family Health Surrey partnership services
Risks - RED risk is Staffing

Has an equality impact assessment form been completed?

No
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Annual Plan - Delivery Quarter 2
Update: 28th September 2017

1.

Purpose of this Paper
This Report provides an overview of our current performance and issues impacting on the
delivery of our Plan 2017/18.

2.

Performance Summary

2.1

Single Oversight Framework
Segment 2

2.2

Care Quality Commission
Overall rating: GOOD

We have received the draft report, for factual accuracy checking, from the Care Quality
Commission following their Well Led Inspection of our Trust on 25th/26th July 2017. They have
awarded us a GOOD rating for our Well Led domain. This in turn improves our overall Trust
rating to GOOD.

2.3

Safety Indicators
Our Safety report provides details of progress with respect to key safety metrics including
incident reporting, serious incidents, absconding (AWOL), restraint and seclusion use. Our
performance to the end of Quarter 2 highlights the following (information to be updated from
our Safety report (Sept data) once available):

Positive Findings





Consistent low numbers of AWOL’s meeting SI criteria
No use of the prone restraint position this month
Collaborative working of Risk and Safety and Quality Improvement revising the
Circle of Support and creating a new Safety Summit and Support

Areas for Improvement



Increase in the number of AWOL’s reported not meeting SI criteria
Increase in episodes of use of restraint across the Trust
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There have been six Serious Incidents
reported in August 2017. Three of these
incidents were deaths, one incident
involved a person who uses our services
absconding from an inpatient unit, and
one incident was an individual known to
services in the community committing a
serious assault. There was also one
person under 18 that was admitted to
one of our adult wards whilst awaiting an
adolescent bed.

2.4

Financial Plan
We have seen an emerging risk in August regarding our Financial Plan and have implemented
recovery plans to bring us back on track. We expect to deliver our Control Total at year end.
The headlines (to date - to be updated with September data once available) are:





3

A year to date deficit of £0.3m, £1.1m worse than plan
A use of resources score of 3
2017/18 Divisional financial risks
CIP delivery is 83% of plan
Key risks remain reducing our agency spend and ensuring the need to commission
additional beds in the private sector, during surges in demand for admission, are
minimized where possible. We are continuing to deliver our plans to mitigate these
risks.

Strategy Delivery - Service plans
A summary of our position at the end of the Quarter against our Plan milestones is provided in
Appendix 2.

4

Risks to Delivery - Board Assurance Framework
The Board Assurance Framework has been updated to reflect the risks to our strategic
objectives identified through the annual Plan process.
The status of these risks (as at end Quarter 2) is reflected in the BAF alert map in Appendix 3.
Our current highest risk (RED) is Staffing. Our new Director of Workforce is working alongside
our Chief Nursing Officer to improve our recruitment and retention of staff. An initial review of
our retention initiatives indicates some appear to be having an impact. Our retention rate
reduced slightly (by <1% during the Quarter).
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Appendix 1

Key Strategic Plans

Our key strategic priorities which must be achieved over the next year to underpin delivery of our strategy are summarised below:Strategic

Measures of progress

Status

Review (hospital facilities) - Plans for
NW, East & Mid

AMBER

Comment

development
24/7 Programme

System
Transformation

Residential Social

Single Point of Access (SPA) launch
Crisis Pathway - Crisis House
closure
Children & Family Health Surrey LLP
- mobilisation

Care

Implementation of Strategic Review
action plan

Local integrated

Community hubs

community services

RED

GREEN

AMBER

aligned with
Boroughs that

Our Board supported a two phased approach to progressing our plans to improve our hospital
facilities. This would enable some of the improvements we want to achieve for people using
the resources we know we can make available (i.e. c£30m) whilst also progressing a 3 rd
phase, the funding for which has not yet been identified and will require commissioner
investment.
SPA - the launch of this service has been rephrased and is now planned for Quarter 4.
Implementation of the full model will require investment. This is subject to commissioning
negotiations.
Crisis House - the Crisis House provision has been decommissioned in its previous form but
is currently providing the new alternative model of Crisis Overnight Stay Service whilst new
providers are established for the new service for people in East and Mid Surrey.
C&FHS - our new collaboration with CSH (Central Surrey Health) to provide integrated mind
and body services commenced on 1st April. Mobilisation has identified risks associated with
waiting times; remedial plans are being worked through to improve this. A significant
transformation programme is being developed to fully implement the new model.
All our re-inspected homes have now achieved a GOOD rating. Brook House, inspected for
the first time recently, has also achieved GOOD across all domains and overall. Our
programme continues.
Redhill Phase 2: Shaw’s Corner team has moved to Gatton Place
Caterham Dene: move from Brackets is due to complete in October and is on track
Spelthorne: we are continuing to work on the options for Ashford Hospital site.
Runnymede: a potential location has been secured in Chertsey. Wider engagement with
teams and people who use services on potential team relocations is underway

provide equitable
access
Innovation &
Business
development

Continued innovation and new business
development in line with clinical strategy

GREEN

TIHM Test bed - our biggest challenge remains the recruitment of people and their carers to
the trial.
Tier 4 CAMHS - we have been successful in winning a tender to lead Tier 4 CAMHs
commissioning for Kent Surrey and Sussex with Sussex Partnership NHS FT. We will
commence a shadow running period in this new role from 1 st October.
Forensic - we are partners with Sussex Partnership NHS FT who will lead a successful bid
for these services for Kent Surrey and Sussex
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Enabling strategy
implementation

Workforce transformation
Quality Improvement Plan programme
Leadership and culture programmes

GREEN

Key programme milestones delivered in the last Quarter include:
Our Care2Quit campaign is on track for our October deadline

Our first Suicide Prevention Conference was held in July 2017

Angela Samata, will be working with us to help our Suicide Prevention work

Our first Quality Improvement @ SABP conference was held in September 2017

We hosted participants from McGill University on their IMHL masters course in September
2017 to explore our culture for quality improvement
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