AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
08th February 2018 at 14:00 – 16:30 in Room A
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.
01.18 Public

Introductions and Apologies for Absence

Ian McPherson

Verbal

02.18 Public

A Person’s Story – Serious Incident Reflection

Evonne Harding

Verbal

03.18 Public

Declarations of Interest

Ian McPherson

Attached

04.18 Public

Approve the Minutes of the meeting held on 11th December
2017

Ian McPherson

Attached

05.18 Public

Matters Arising

Ian McPherson

Attached

06.18 Public

Chief Executive Update

Fiona Edwards

Verbal

PERFORMANCE OVERSIGHT
07.18 Public

Trust Board Key Performance Indicators Report

Graham Wareham

Attached

08.18 Public

Safety Report

Justin Wilson

Attached

09.18 Public

Value for Money Report

Graham Wareham

Attached

10.18 Public

Freedom to Speak up Guardian Quarterly Report

Lynn Richardson

Attached

11.18 Public

Mortality Assurance Quarterly Report

Justin Wilson

Attached

12.18 Public

Guardian of Safe Hours Quarterly Report

Justin Wilson

Attached

13.18 Public

Peoples Experience Quarterly Report

Jonathan Warren

Attached

14.18 Public

CQC Update

Jonathan Warren

Attached

15.18 Public

Risk Report

Julie Gaze

Attached

16.18 Public

Complaints Quarterly Report

Jonathan Warren

Attached

17.18 Public

Q.I Quarterly Report

Jonathan Warren

Attached

18.18 Public

Workforce Race Equality Scheme Update

Gavin Wright

Attached
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ITEMS FOR APPROVAL / DECISION

There are no Items for Approval

ITEMS FOR INFORMATION

19.18 Public

Quality Committee Update – 28th November 2017

Jonathan Warren

Attached

20.18 Public

Audit Committee Update – 6th December 2017

Graham Wareham

Attached

Confidential
A Meeting of the Foundation Trust Board Held in PRIVATE
Wednesday 08th January 2018 at 10am-11:30am, Room F21

AGENDA
08.18 Private

Introductions and Apologies for Absence

09.18 Private

Declarations of Interest

Ian McPherson

Attached

10.18 Private

Minutes of the Meeting held on 17th January 2018

Ian McPherson

Attached

11.18 Private

Matters Arising

Ian McPherson

Attached

12.18 Private

Exceptional Items

13.18 Private

Any Other Business
Date and Time of Next Meeting
19th April 2018, at Trust HQ

Trust Board Public
08th February 2018
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Agenda Item: 03.18 Public

Voting Directors’ Declarations of Interest
February 2018
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




Voting

Rahul Jaitly



Non-Executive
Director
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Executive Director and Chief Information
Officer of L&Q Group

Agenda Item: 03.18 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

Details TBC

Voting

Justin Wilson

Chief Medical Officer

None

Voting

Lorna Payne

Chief Operating
Officer

Trustee of Fulham Good Neighbours

Voting

Jonathan Warren

Chief Nursing Officer
& Deputy Chief
Executive



February 2018
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Chair of Cruse

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

National Professional Advisor – Care Quality
Commission
Chairman of Ardingly Rowing Club

Item No: 04.18 Public

DRAFT
Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Monday 11th December, 14:00 – 16:30
at Trust HQ, Leatherhead
Present
Directors Voting:
Ian McPherson
Fiona Edwards
Graham Wareham
Lorna Payne
Jo Young
Jonathan Warren
Helen Rostill
Justin Wilson
Jennifer Seeley
Mark Perry
Rahul Jaitly
Leslie Morphy

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

In Attendance:
Julie Gaze
Gavin Wright
Michaela Biddle

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

Apologies:
Jon Bye

Non-Executive Director

Members of the Public and Governors in attendance:
Don Ilman
Member of the Public/FoCUS Member
Clifford Wright
Member of the Public/FoCUS Member
Penny Very
Surrey & Borders Partnership NHS Foundation Trust
Ref:
121.17
Public

Item:
Introductions and Apologies for Absence

Action

Introductions were made, and apologies were received and noted as
above.
Ian McPherson welcomed Jonathan Warren, who is replacing Jo Young
when she retires at the end of the year.
122.17
Public

A Person’s Story
Stephanie is a person who uses our services, and gave the Board a
personal account of the time that she spent at the Abraham Cowley
Unit, as well as talking about safety, and suicide prevention.
Stephanie felt that it is very important to stop the stigma around mental
illness. She hopes that by talking about her experiences and
highlighting risk and issues, that she will be able to make inpatient
wards safer for others.
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Ian McPherson thanked Stephanie for a helpful insight into her
experience.
Lorna Payne also thanked Stephanie for her thoughtful presentation,
and advised that she would like to take Stephanie up on her offer to
help, made at the last FoCUS meeting, to look at how to prevent people
leaving hospital when they should not. She advised that discussions
have started around this, and that she is keen to have this engagement
and take it forward in partnership. Stephanie thanked Lorna Payne for
the offer, confirming that she was very grateful and keen to help.
Stephanie noted that some measures have been put in place on
Anderson Ward, and patients are now escorted down the hallway. She
pointed out that although patients are escorted, there are sometimes
other patients in the room next to the door. Stephanie recommended
that very ill patients are not kept in the room by the door, as they can
hear people coming in and out. Stephanie also highlighted that it would
be a good idea to give maintenance and cleaning staff MAYBO training.
Justin Wilson thanked Stephanie for her comments, and stated that we
sometimes look at compromises between therapeutic and safety
measures. He felt relationships were important and asked Stephanie for
her thoughts on the compromise between the physical environment and
risk. Stephanie stated that both are important. She felt that preventative
measures should be considered - for example by more actively
engaging patients could mean that they would not need to seek
attention. Stephanie confirmed that on Blake ward there are Health
Care Assistants present, so there is more engagement with patients.
Another dilemma that is often faced when managing risk and suicidal
risk is the confidentiality of the patient and involvement of other people /
family. Stephanie stated that family are important and should be
involved, but confirmed that confidentiality is sometimes difficult. She
feels that it would it be better to talk to people when they are well about
how they would like us to manage them when they are not well. She
stated that it would be beneficial to put a plan in place before a crisis
arises.
Following the discussion around listening, Helen Rostill asked
Stephanie if she had any advice on how we could listen / engage with
people better on the wards. Stephanie recognised that the wards are
often very busy, but advised that they can often be quite lonely,
especially when patients have no family to visit. She suggested that we
could have someone who could come to the ward just to sit and talk, i.e.
a “befriending” person, or volunteers from the league of friends.
Ian McPherson advised that Stephanie’s thoughts and ideas have
stimulated lots of thinking, and that it means a great deal to hear from
someone who is using our services. He advised that we are keen to
pick this up further with her, and stated that sometimes small things can
make a huge difference. He once again thanked Stephanie for coming
to the Board and sharing her story.
123.17
Public

Declarations of Interest
6
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Declarations of interest were noted by the Board.
124.17
Public

Minutes of the Meeting held on 11th October 2017
The minutes of the meeting held on 11th October 2017 were approved.

125.17
Public

Matters Arising
Item 72.17 – Trust Board Key Performance Indicators Report
“Outcome data from Mind Matters to be included in the report”
Helen Rostill advised that she is looking at a more systematic way of
reporting. She advised that she is reviewing a first draft of a paper, and
will present it to the Board when there is a composite picture. It is hoped
that it will be ready for the next Board in February. Jo Young asked if
this action relates to outcome data from Mindsight rather than Mind
Matters.
Action: Michaela Biddle to review the minutes from the meeting on Michaela
28th June, and clarify.
Biddle
The Board noted the updates as above

126.17
Public

Chief Executive Update
Fiona Edwards provided an update to the Board, noting the following
points:








There is a focus across the system around winter pressures, looking
at the increased activity and demand, and financial pressures in the
NHS and social care. We are trying to address and improve the
uptake of the flu vaccination. Money has been allocated out to the
system to deal with winter pressures. The first tranche of bids were
invited via Accident and Emergency (A&E) delivery boards, and
these were led by local acute hospitals. On Wednesday afternoon,
bids were invited against £18 million of allocated money, and
responses had to be submitted by close of play on Thursday. Helen
Rostill’s and Lorna Payne’s teams worked to submit bids alongside
the A&E bids, and we should be hearing if successful soon. This will
help to expand our response to ensure that A&E admissions are
held.
A green paper around children and young people has been
published, and the investment for Child and Adolescent Mental
Health Services (CAMHS) has increased. At present, it is not clear if
this is new money, or reflections of existing investment.
We play a positive role in Sustainability and Transformation Plans
(STP’s) for Surrey Heartlands, Frimley, and Sussex and East
Surrey. There is a strong coherence emerging on Mental Health
components in all 3 STP’s, and agreement that some investment to
support transformation is required.
We have seen some real improvements and delivery against our
performance targets. However our biggest challenge is managing
demand and activity pressures in community paediatrics, and
Mindsight Surrey CAMHS. Activity is double what we expected it to
be, and this affects financial pressures and waiting times. There are
some good improvements in place, and Justine Leonard, Lorna
7
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Payne and Phil Ferreira-Lay have been working hard to ensure that
support is given to address the needs of the people who need to be
seen.
This is Jo Young’s last Board meeting, due to her well deserved
retirement. There will be a formal farewell, but Fiona Edwards
wanted to note the tremendous support that she has given to the
organisation.

Ian McPherson was pleased that we were able to submit our bids for
winter pressures, and thanked the teams involved.
Ian McPherson invited Fiona Edwards to talk more about children’s
services. He noted that Surrey County Council had now received an
Ofsted report, and wanted to know what our role is in this, and how we
can work with system partners. Fiona Edwards advised that this is a
critical issue, and confirmed that we have a role through our Children
and Family Health Surrey Partnership. She confirmed that there are
significant challenges across the system, and that the Ofsted report is a
reflection of this. Fiona Edwards advised that as a system we need to
be doing a better job for children and young people, and in Surrey, feels
that the picture may get worse before it gets better. Part of solving the
issues is understanding the scale of the problem. Mindsight Surrey
CAMHS was set up in response to growing demand, and this reflects a
national increase in emotional and mental health problems. We are now
seeing more young children presenting in crisis, and there are many
problems that are described as CAMHS problems when they are not.
There is a need to look at this collectively, to get the complete picture.
Fiona Edwards feels that the pressures on children and young people
need all services to think differently, and own up to where they have not
been delivering effectively. She stated that in a short space of time,
Justine Leonard and her team have been able to improve responses
around independent health assessments. There are lots of good things
to talk through, but it is increasingly apparent that there is a lot to sort
out.
The Chairman thanked Fiona Edwards for the update
127.17
Public

Trust Board Key Performance Indicators Report
Graham Wareham presented the report and highlighted the following:


Delayed Transfers of Care (DTOC) - there is a difference reported
for those who are medically fit for discharge. A different metric will
be reported in future reports, and this will show a higher number



Low numbers of Care Programme Approach (CPA) assessments
have been reported, but we are seeing an increase on wards now
CCG Quality Standards – these have been discussed with CCG’s
who have fed back some of their perspectives. There is a proposal
to withdraw some of the standards that do not work, and bring in
new ones that are more appropriate



Lorna Payne wanted to highlight the shift on CPA performance, noting
that current performance is 92%. She advised that this is closer to what
we would expect, and expects to maintain this going forward. DTOCs
are likely to be much higher - this will make pressures on systems more
8
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visible, which will help when communicating with colleagues in other
agencies. We have had a good performance, but this could change.
Mark Perry asked what is happening about Absence without Leave
(AWOL) issues. Lorna Payne advised that there are some issues with
people leaving in an unplanned way, and we are working closely with
the police around this. We need to do more work from a pro-active point
of view. She advised that patients being escorted from the ward door to
the exit of the building is a practice that was recently introduced. This
has created a challenge with the airlock at ACU, and improvement work
is being done to address this looking at both practice, and the physical
environment. Lorna Payne advised that we now know the numbers of
AWOLs that we have and that some relate to patients coming back late,
but some patients are leaving unauthorised. Jonathan Warren advised
that he has data from the last organisation that he worked for, and the
AWOL rate at Surrey and Borders Partnership is low in comparison as a
raw number and as a percentage of occupied beds. Justin Wilson
confirmed that the trend for AWOLS has reduced over the last 18
months, but spiked in August, September, October and November. We
have a meeting scheduled the CQC this week.
Jo Young referred to the table shown on Pg. 29. She advised that we
are going to be looking at the Annual Leave Key Performance Indicator
(KPI), as the thresholds were set when 90% of workforce were
substantive. This may or may not be a true reflection, and we need to
consider if the thresholds are right now.
Jo Young advised that a question had been raised by governors about
the issues concerning care planning. She confirmed that care plans
were audited at a recent CQC visit. They identified that 5 people did not
have care plans, and this was addressed quickly. She confirmed that
weekly care planning audits have continued until recently, and they are
now conducted every 3 months with the last one taking place in
October. The overall reliability has improved, and we are not identifying
people who do not have care plans. 28 patients in working age adult
wards and 14 in older adult wards were audited, and Jo Young advised
that we have seen some exemplary care plans, particularly on
Magnolia, Rowan, Juniper, Bluebell and Victoria wards. It was noted
that on Anderson and Primrose wards there has been a great
improvement, but we are not yet satisfied with the reliability of every
care plan. This is something that is checked in the daily safety calls,
and Jo Young also advised that the quality priorities talk about reporting
on care plans, and confirmed that the Board will see this flowing
through into the quality accounts.
Ian McPherson felt that it was helpful for the governors to raise this
issue. He asked if there were any reasons that the CQC found 5 people
without care plans. Jo Young advised that there was a gap as ward
managers were not checking that care plans were in place, and the
audit process was not flowing through.
Lorna Payne felt there is a broader challenge about embedding
ownership of the care pathway, and that there is more work to do at
ward manager level. She feels that the clinical teams need to lead the
process, and we need to think carefully on how to shift this ownership.
9
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Rahul Jaitly asked if we could think about doing this systematically, and
wanted to know if it was possible for SystmOne to trigger an alert if no
care plan was in place. Lorna Payne advised that some of our
electronic systems have alerts / prompts. She felt however, that it was
important to make sure that we do not use this as a default, but support
the front line to take responsibility.
Mark Perry noted that the financial and increased referrals reported
create added pressure, and asked what this does to performance over
time. He asked if at the next meeting the graphs could depict these
differences for comparison.
Ian McPherson noted that in the Well Led domain, the metric that
relates to the ratio of Black and Minority Ethnic (BME) staff in senior
positions is yellow. He stated that it is important to us to ensure as we
are the biggest employer of BME staff in Surrey that we demonstrate
our commitment to this. Gavin Wright advised that he has been working
with the BME network, and the chair of this network informed him that
BME colleagues were reluctant to put themselves forward for
promotion. Gavin Wright is keen to understand why this is the case, so
that we can do something about it. He stated that it would be a concern
if individuals felt there were blocks in place to stop promotion, however
informed the Board that there was no evidence of this at present.
The Board noted the report
128.17
Public

Safety Report
Justin Wilson presented the report noting the following:








A new form for incident reporting has been introduced. The
transition has not been perfectly smooth, and training is being
provided. There has been some loss of data for October.
We are keeping a close eye on AWOLs.
Seclusions were discussed last time, and have also been mentioned
in the performance report. There has been a decrease in the
number of seclusions in October, and Justin Wilson is confident that
the correct seclusion process is being used at Farnham Road
Hospital. It is important to remember that the use of seclusion
should only be used as a last resort.
There has been a spike in the number of restraints in September,
and 3 prone restraints were reported in October. The MAYBO team
have been alerted to this increase, and asked to work with teams to
look at alternatives.
There appears to be a healthy trend in general incident reporting.

Leslie Morphy asked for clarification on the numbers of restraints. The
report states that there is an increasing trend in use of restraint, and
then states that there is a decrease in restraint. Justin Wilson confirmed
that the overall trend is up, but the trend between September and
October is down.
Ian McPherson reflected that the recent CQC report that was published
showed that more restraint happens for different patients. He asked if
we are able to capture this, and feels it would be useful to draw
evidence about emerging patterns, to see if they are the same as in the
10
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rest of the country.
Action: Justin to look at emerging patterns of restraint in different Justin
patients, and compare them to other areas.
Wilson
In relation to MAYBO training, it was noted that having substantive welltrained staff reduces episodes of restraint.
Jo Young questioned the seclusions that are reported for Magnolia
ward. She advised that someone who uses Magnolia was transferred to
a seclusion room, and feels that this should be made clearer
Action: Justin Wilson to ensure that the reasons for seclusions are Justin
made clearer on future reports.
Wilson
Ian McPherson was concerned that we are reporting prone restraint for
administering intra-muscular injections. The administration of rapid
tranquilisation is not a reason for using prone restraint. Justin Wilson
advised that alternative techniques are being looked at, and targeted
training will be given. Jo Young confirmed that MAYBO training is
provided for long-term bank staff, and agency workers.
The Board noted the report
129.17
Public

Value for Money Report
Graham Wareham advised that this paper shows the results to 31st
October 2017.
For month 7, we are £2.1 million worse than plan. High activity in
CAMHS and Community Paediatrics, and the overspend in some nonclinical areas (soft Facilities Management and corporate services) are
the drivers for this.
Graham Wareham advised that we are hoping to be able to achieve our
Control Total, but stated that we need more system support to be able
to do this. He confirmed that there is some evidence that the agency
costs are coming down, but that it is not enough yet.
Ian McPherson felt that given how well the Trust has performed, there is
a significant concern if we are unable to obtain system support. He
asked how we manage to address the financial imperatives whilst being
aware of the impact on quality. He asked if the underspends are
planned. Lorna Payne advised that there are vacancies in the
community, and we are looking at how we can remodel here to allow
flexibility. This is very challenging, and there is a renewed focus on
identifying additional recovery plans, by looking at what else we can do,
and what we can do differently. Lorna Payne advised that there is
goodwill amongst staff who are looking at how we operate differently
and that there has been good progress in some areas.
Ian McPherson noted that we are having constructive discussions with
commissioners and system partners, but that this will be a significant
challenge to turn around.
The Board noted the report
11
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130.17
Public

Risk Report
Julie Gaze drew the Board’s attention to the actions that we are taking
in response to the risks in children’s services, and the deadlines we are
working towards to drive through improvements.
Mark Perry advised that we need to think about what good governance
looks like for STPs, and ensure that we do not lose sight of this. Julie
Gaze confirmed that there is a cognisance of shift and change of pace,
and noted that it has been previously agreed that we will take stock,
and bring back to the Board after discussions at the Executive Board.
She advised that some governance / devolution models are emerging,
and this will be one of many conversations going forward.
Ian McPherson advised that it is important to recognise that we are in
two first wave STP’s, and things are likely to happen faster due to this
stronger development. It is clear that regulators have not resolved their
differing positions as NHSI are focusing on individual organisations,
whereas NHSE are keen to promote the STP model. This creates
fundamental challenges, and there is a need to ensure we remain
sighted on this, and that we are clear about what we are signed up to..
With regards to the staff survey (Pg. 44), Gavin advised that we have
had a 67% response rate, which is a slight improvement from last year.
He advised that the NHS average is 44%, and confirmed that we will
have the results towards the end of January 2018. Mark Perry asked if
we could look at benchmarking for the staff survey against other
organisations outside of the NHS, as he felt this would be insightful.
Action: Mark Perry to share his ideas around benchmarking with
Gavin Wright.
Lorna Payne picked up on the risks around children’s services, and
advised that we are managing a huge amount of demand and pressure. Mark
She advised that there is a lot of attention and focus on the system, and Perry
that staff are doing a great job to manage and hold challenging
situations.
Ian McPherson advised that the Board had a development session on
our Children and Young People’s Services earlier today, and the
message was very strong that staff are doing impressive work and are
very driven. He confirmed that the Board endorse what Lorna Payne
has said, and would like this to be fed-back to staff.
Action: Lorna Payne to pass on the Board’s recognition for the
progress that has been made in managing the risks in Children
and Young People’s Services, and thanks to the staff for all of their
hard work.
Lorna
Leslie Morphy asked for clarification around the language of risk and Payne
mitigation. She advised that she visited with Graham Wareham a
CAMHS service which had picked up the contract from Ashford and St
Peters. She felt that this was a risk, but noted that it had been recorded
as a mitigation. Julie Gaze advised that it was included as a mitigation
as it is now a confirmed an agreed transfer plan. She will ensure clearer
12

8

Item No: 04.18 Public

phrasing going forward.
The Board noted the report
131.17
Public

Mortality Report – Quarter 2
Justin Wilson presented the report and highlighted the following:









An update to the Board is provided on activities we are involved in
on learning from deaths.
There is ongoing activity nationally around the NHSE Learning from
Deaths guidelines that are due to be published in January 2018
regarding family and partnership involvement. Once published, we
will look at how we can apply these.
We are adjusting our approach to those with Learning Disabilities
who have died to align it better with the national process
491 people died within quarter 2, and most of these were in Older
Peoples’ services. There have been issues around data quality on
reporting deaths in drug and alcohol services, when comparing with
those reported via the Office of National Statistics. We need to
ensure that we have recorded everyone who has died who has had
contact with our services
The numbers of deaths reported in Learning Disabilities Services
have been overstated due to incorrect coding. This will be resolved
and the numbers will reduce.
We will continue to improve the information around Preventing
Future Deaths reporting, and look at learning from other
organisations.

Rahul Jaitly asked if mortality electronic systems exist, or if they are
bespoke. Justin Wilson advised that there are systems available that we
are looking at, and they could potentially enhance the labour intensive
process that we currently have.
Rahul Jaitly feels that using an electronic system may give us the
opportunity to look at the high-level information from the Key
Performance Indicators that comes to the Board. From this, we may be
able to infer some of the patterns and trends, and he feels that it would
be useful to see what the plans are. Justin Wilson advised that we have
enhanced the documentation used for the initial screening process,
which will enable us to extract information on protected characteristics.
He advised that we need to get these measures right to be able to
streamline the process, and make it less labour intensive. Ian
McPherson recognised that a lot of work has been done to get us to this
point
In relation to the Structured Judgement Review Training, Ian
McPherson asked how we are ensuring that colleagues are working
within the correct parameters. Justin Wilson advised that the Royal
College of Physicians sets these, but when looking at how they apply to
Mental Health settings, it is not always clear. Ian McPherson asked if
we have had the opportunity to talk to other Mental Health organisations
to compare approaches. Justin Wilson confirmed that there have been
opportunities with other Trusts that we have worked with, and those that
we currently have working partnerships with. He advised that there is
lots of sharing going on, and that we are all trying to find the best model
13
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to get this right.
The Board noted the report
132.17
Public

Guardian of Junior Doctors Safe Hours Report
Justin Wilson advised that this report relates to changes made in the
junior doctors contracts and training. Following the changes made, the
Executive Board received a report from the Guardian of Safe Working
Hours. It advised that changes to the rota affected shifts across 3
geographical areas. This linked with national changes in contracts, and
affected the morale of junior doctors, however Justin Wilson felt that this
was positively handled within the Trust. He confirmed that the move
from the Epsom inpatient environment, created more work in the North
West.
Justin Wilson advised that we have now fully recruited to training posts,
but there are gaps in the rota that do occur. We have asked doctors in
the East to cover in the North West, and have agreed to provide
additional payments. There had been issues around getting these
payments made, but this has now been resolved by putting all junior
doctors on bank so that we can pay them directly.
Justin Wilson confirmed that the exception reports that are referred to
within the report are for October and November.
Jennifer Seeley referred to Pg. 57 of the report that looks at Work
schedule reviews. The report states that in this quarter there have not
been any work schedule reviews, and asked if this is positive or
negative. Justin Wilson advised that this is positive.
The Board noted the report wanted to pass on their thanks to Dr
Ovens.

133.17
Public

Carers Respect Programme
Jo Young wanted to express her thanks to the families and staff who
gave their time, and gave us the opportunity to sit and listen to their
experiences. This helped us to produce this document, which captures
the complexities around relationships that are often brushed over. She
advised that some moving stories were shared during the events held,
and that we have managed to work through some of the thoughts and
feelings that are captured in the report. It has helped us to think more
deeply about issues around confidentiality, and the impact that it has on
staff and carers/families.
Jo Young advised that the paper gives an insight into the issues that
staff and families face when working together, and that we will use this
information to see how we can progress further. She advised that we
want to enhance training, and are planning to put together an expert
panel, who staff will be able to access when having difficulties. Jo
Young confirmed that carers have agreed to participate in this panel,
and that it will offer staff a place to consult on concerns to enable them
to work through any issues they may have.
Jo Young advised that we are considering doing similar work involving
14
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people who use services, so that we have a three-way triangle of care.
Rahul Jaitly advised that at the last Quality Committee, carers’
assessments were discussed, and it was highlighted that some carers
are nervous about going through the process, as they see it as a review
of their capability. He asked if there were any views on how to
overcome this. Jo Young advised that this highlights that getting the
language right is really important. We have been asked to add a piece
about language as part of the action plan for this report. This will be a
fundamental piece of practice change, which we will be asking people
to adopt.
Helen Rostill felt that it would be helpful to hear stories from those who
have been through a carer’s assessment, and how this has made a
difference to them. If we are able to share this, it may normalise it for
others.
Leslie Morphy felt that the point about using and sharing language that
we all understand is important, and that we should all take this to heart.
Lorna Payne welcomed this report, noting that this links to
conversations about care plans, and is about engagement and having
conversations in a different way. She feels that staff are sometimes
concerned about breaching confidentiality, rather than taking the time to
work through issues.
Ian McPherson stated that we are seeing a culture change across
Mental Health on how we deal with confidentiality. There are
challenges, and we need to look at how we support people to do things
that are not easy.
Ian McPherson asked Jo Young to pass on our thanks to all those
involved in this programme.
The Board noted the report
134.17
Public

GDPR
Jo Young confirmed that the new General Data Protection Regulations
(GDPR) come into effect in May 2018. We have agreed that the role of
Data Protection Officer, will be undertaken by the Information
Governance (IG) Manager. There is a need to review the role of Deputy
Caldicott Guardian, and more work is needed in relation to the IG
toolkit.
Part of the new requirement is to have 95% compliance for IG training,
and we have had difficulties accessing the new training. This is
resolving, but there is a little more work to do.
The Information Commissioner’s Office have previously asked us to be
involved in an audit, and they have deferred this from December to
January 2018. Graham Wareham will be supporting us in his role of
Senior Information Responsible Officer to ask to defer further.
Ian McPherson asked if there are any areas that will affect us, which we
need to be alerted to before an audit takes place. Jo Young advised
15
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that the project team feel we are on track, apart from the IG training,
which is an essential requirement. We need to ensure that practice is
robust, and that issues around consent are worked through. Ongoing
development around practice and training are key aspects.

135.17
Public

The Board noted the report
Complaints Report – Quarter 2
Jo Young presented the paper, highlighting the following key issues:







There has been an increase in complaints in during quarter 2 with
28 being reported.
There has been a shift in the nature of complaints. Clinical treatment
remains a common reason, but more complaints have been
received around communication, and the values and attitude of
staff.
A meeting with Healthwatch took place last week, and we are
looking at their feedback, which they categorise differently. We are
trying to get a handle on whether our complaints tell us the same as
other organisations.
We are trying to improve our response times, and the work we have
been doing will flow through and show a significant improvement in
quarter 3. We are much clearer on our definition of 49 days, and it is
recognised that getting a good response in a timely way has a huge
impact on satisfaction.

Mark Perry asked why it takes 49 days to respond, and if all complaints
are treated the same. Jo Young advised that 49 days is a timeline we
have selected based on previous performance, and that there is no
requirement in the regulations around response times. She advised that
when we are responding in 49 days 80% of time, we will then look to
reduce this. It is important that we are strict about the timeline in which
investigators have to produce reports, so that we can deliver responses
on time. We have many complicated complaints that cut across different
divisions and organisations, and this makes responses challenging.
Following the meeting with Healthwatch, Ian McPherson asked if they
had the same perception of us as an organisation. Jo Young advised
that they have received comments about Woking CMHRS, but that we
have not had formal complaints about this service. They also reported
that they had 88 experiences reported about CAMHS. This relates to a
range of experiences that individuals have spoken about, and in future,
we have asked them to advise the number of people that this relates to.
Jo Young confirmed that we will continue to work closely with
Healthwatch, and meet quarterly to ensure joint learning and sharing. In
relation to children’s services, we have asked Healthwatch to help with
a survey (similar to the one used in Safe Havens), to give us a wider
sense of what is happening in these services.
The Board noted the report
136.17
Public

Headline Annual Operational Plan
Julie Gaze confirmed that the Board are not being asked to approve this
plan, but to support the direction of travel. She confirmed that due to the
complexities of STPs, and the work being done as a system, the
16
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planning guidance and contract negotiations will not published until after
Christmas, and will show the national priorities and allocations.
Julie Gaze stated that it is important that we have our own internal
conversations to have early sight of the plans, and that the Board
recognises the emerging headlines we have spoken about before. We
also need to consider what we want to prioritise for the coming year,
and what we should focus on, as well as looking at the key priorities in
the STPs
It was noted that Tier 4 Eating Disorders (a priority area for STPs), has
been missed off the plan.
Action: Julie Gaze to add Tier 4 Eating Disorders to the Annual
Plan

Julie
Gaze

Graham Wareham commented on the financial plan assumptions, and
felt that consideration should be given to the national cost improvement
programmes (CIP’s), to look at how this feeds into NHS trusts. He
advised that the differences for local CIP’s will feed through into CIP
challenges for next year, and we should expect numbers to increase.
Helen Rostill commented on the direction from NHSE and audit returns,
where we were asked for a quick turnaround. She asked if we could
think about how we express this in the plan. Julie Gaze noted this.
Ian McPherson advised there are some things that are implicit in what
we do, but we may want to make them explicit. If colleagues have any
issues along these lines, he asked that they provide feedback to Julie
Gaze.
Justin Wilson commented on out of area placements, stating that there
are lots of things that work well in Surrey, e.g. delegated
commissioning. He is not sure that we always give this visibility, and
feels that it is important that this is reflected. He felt that the Board may
want to take a view on this. Julie Gaze agreed and suggested a
separate report on delegated commissioning at a future board meeting.
Action: Lorna Payne to submit a
commissioning to a future Board meeting

report

on

delegated Lorna
Payne

The Board supported the direction of travel in the headline plan.
137.17
Public

Annual Plan Delivery Report – Quarter 3
Julie Gaze advised that this draft report is in advance of the end of
quarter 3, and is seeking the Board’s support to delegate its finalisation
to the Executive Board. The report gives an overview of anticipated
performance ending on 31st December 2017. Until we have the quarterend results for performance and financial metrics, we are unable to
settle the final position.
Julie Gaze advised that the Audit Committee met last week, and looked
at the Board Assurance Framework, which drives the alert map shown
on Pg. 91. The Audit Committee proposed an amendment to reflect the
financial risk associated with registration and licensing, by increasing
17
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the risk rating.
It was confirmed that there will be no public Board meeting in January
(the Board will meet in private only), and this is why this report has
come to this meeting.
The Board approved this report, and supported delegation to the
Executive Board to finalise the quarter 3 return.
138.17
Public

Quality Committee Update
Jo Young presented update reports from the Quality Committees that
took place in August 2017 and November 2017
Leslie Morphy confirmed that this a change to how we have reported
previously, as it was agreed that we would provide a summary report,
rather than the minutes from the meetings. Ian McPherson felt that this
was a more useful structure.
The Board noted both reports.

Ian McPherson closed the meeting by thanking Jo Young for all of her
input, support, involvement and leadership, which has enriched the
Board. He noted that she has done some amazing work, and feels that
she will be a very hard act to follow. He extended his thanks to Jo
Young for everything that she has given to the Trust.
Date and Time of Next Meeting:
8th February 2017, 2pm in the Open Space at 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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Minutes of a Meeting Held in Public – 11 December 2017

Matters Arising

th

Ref

Item:

125.17
Public

Matters Arising
Item 72.17 – Michaela to review the minutes from the meeting on 28th June, and
clarify if outcome data is required for Mind Matters or Mindsight

128.17
Public

130.17
Public

136.17
Public

Safety Report
 Look at emerging patterns of restraint in different categories of patients, and
compare them to other areas
 Ensure that reasons for seclusions are made clearer on future reports
Risk Report
 Look at ideas around benchmarking the staff survey against other organisations
outside of the NHS
 Pass on the Board’s recognition of progress made in managing the risks in
CYPS, and thank staff for their hard work
Headline Annual Operational Plan
 Add Tier 4 eating disorders to the Annual Plan
 Submit a report to the Trust Board on Delegated Commissioning

Action

Status

Michaela Biddle

Minutes reviewed - data
relates to Mind Matters.
Helen to provide IAPT
outcome data to Graham to
include in next KPI Report.

Justin Wilson

April 2018

Mark Perry /
Gavin Wright
Lorna Payne

April 2018

Julie Gaze
Lorna Payne

Complete
April 2018

Action

Status

Complete

Minutes of a Meeting Held in Public – 28th June 2017
Ref

Item:

74.17
Public

Safety Report
Justin Wilson
 Reflect on trends for 16/17 and 17/18 in future reports.
People’s Experience Report
Jo Young /
Review people who use our services surveys and evidence our response.
Jonathan Warren
24/7 Programme
Update to be given at the next board around the progress on additional bed – Graham Wareham
funding.

75.17
Public
79.17
Public
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On Agenda - Complete
On Agenda - Complete
On Agenda - Complete
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Trust Board in Public
Date

8th February 2018

Item No

07/18

Paper Title

Board Performance Paper

Director

Graham Wareham, Chief Finance Officer

Report for

Discussion

Discussed to date and
next steps

The Board performance report will be discussed at the Council of Governors and has
previously been discussed at Executive Board

Purpose of the paper

The Board are asked to comment on and note the report on the following:
 Good performance against most of our clinical quality priorities but we are not
currently achieving our aims of reducing abuse against staff, or of increasing carer
assessments.
 More inpatients are on CPA than previously reported
 We are continuing to improve our delayed discharge reporting.

Health/Social Impact –
Contribution to our
objectives

Focusing on our performance indicators will be critical to positive health and social
impacts.

Impact on Risk

Any risks are highlighted at the Safety Huddle, and on the Risk Register.

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
 14 of the 16 metrics in the Safe domain
 9 of the 14 ‘Effective’ metrics
 8 of the 9 ‘Caring’ metrics
 10 of the 12 ‘Responsive’ metrics
 12 of the 15 ‘Staff Experience’ metrics
Areas for Improvement
We continue to be concerned about the following indicators:
 Physical health checks
 CCG Quality Standards
 Rostering
 Substance misuse KPIs
 Carers assessments
 Staff retention, workforce capacity, temporary workforce and agency spend.
 AWOL incidents
 Falls reported to the NHS Digital Safety Thermometer
 We are not currently on track to achieve our year-end target for incidents of abuse against staff.

21

Introduction
Surrey and Borders Partnership have identified a set of metrics covering the CQC quality
domains, and we report performance against these metrics through our Quality House
Information report. The total number of metrics reported on each month may vary, as the
Quality House Information report is refined throughout the year. Please note that the green
indicator for the protected characteristics metric is reporting the completeness of our data for
people who use our services and does not reflect the experience of our staff from BME
backgrounds.
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 two charts below provide an update on the November 2017 data. The charts 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.
The narrative below focuses on how we are performing against the Clinical Quality Priority
indicators for 2017/18, which we are required to report on in this year’s quality accounts
report. It also provides an update on the measurement of delayed transfers of care, and CPA
levels for inpatients.
It should be noted that we are presenting as our exception report this month, a paper on our
performance against our quality standards. We are anticipating that next month the
performance report will compose of two elements - the Quality and Risk Report and the
Finance, Contracting and Activity Report. The former presented by the Chief Nursing Officer,
and Deputy CEO, and the latter by the Chief Finance Officer.
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Clinical Quality Priorities
One of our Clinial Quality Priorities for this year is to implement the Health Equality Framework
(HEF) across all health services to ensure the health needs for people with learning disabilities
are assessed and health outcomes are improved. Our target for 2017/18 is that 50% of all
people referred to the Community Team for People with Learning Disabilities will have been
assessed utilising the HEF Framework within 2 months of referral. We are on track to exceed
the target by March 2018.
We have made good progress on having comprehensive nursing care plans for all people who
use our inpatient services. We have over the year undertaken quality assurance audits to
determine the quality of our nursing care plans. A recent audit showed an improvement in the
number of people who now have robust care plans catering for their nursing needs. We
continue to put systems in place to build consistency in practice, in particular linking care
plans to risk assessments, involving and sharing care plans with people who use services.
In addition to people having in-date care plans, we have also seen evidence that our care
plans robustly include considerations of physical health care planning. The majority of these
are being reviewed on time, with a narrative given to support the review. It has also been
noted that our nursing care plans have a clear purpose and are very positive and use recovery
focused language throughout.
We have achieved our ambition to be a smoke free Trust by October 2017.
We are currently on track to achieve our aim of reducing the number of serious incidents, and
the total number of safety hub programme incidents (AWOLs, prone restraints, suspected
suicides and A&E attendances for inpatients) by year-end.
We are committed to the CYP IAPT Programme and have appointed a CYP IAPT Lead. The
Surrey CYP IAPT Partnership Board has agreed a mobilisation plan and programme of work.
We are in the third year of releasing staff to access training, and therefore the offer of
evidence-based intervention is improving, however we remain non-compliant in the reporting
of outcomes. The roll-out of the use of outcome measurement has been stilted slightly by
concerns about the software contract. The system is in use on a ‘pilot’ only basis at present.
We are not on track to achieve our aim of reducing the number of incidents of abuse against
staff. Our ambition is to have fewer than the 2016/17 total of 1,108 incidents by year-end.
There were 538 reported incidents of abuse against staff between April and September.
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The number of carers being offered a carers assessment has not improved so far this year. It
has now become apparent that there are issues with how SystmOne has been configured to
meet the Care Act requirements. A review will be undertaken to re-look at SystmOne.

Delayed transfers of care
We are continuing to improve our delayed discharge reporting. Discussions at the Operations
Board have resulted in the agreement that we will complete our clinical delayed discharge
mapping by the end of January. These maps will be discussed at a workshop to ensure that
SystmOne is fit for purpose, and we can ensure that reporting is available in DART. We are
hoping to start reporting in 2018/2019.
We have also reviewed our snapshot data and following this we have significantly reduced our
number of delays. Unvalidated estimates of our DTOC rates have fallen from 15% to nearer
7%. However, until we have implemented changes to SystmOne and a new reporting system
is in place, we cannot provide assurance on these estimates.
We are currently documenting our implementation plan, which we will share with NHS
Improvement and the Executive Board in February
CPA levels
We previously reported that a relatively low proportion of people using our Adult Acute and
PICU services appear to be on CPA. This was based on information derived from the ‘stopgap’ datasets that are used to report on the national CPA 7 day follow-up indicator. According
to this data source, only 43% of the people who were discharged from Adult Acute or PICU
services in November were on CPA. The Information Management Team have reviewed the
report specification, and have concluded that the report counts people as being on CPA only if
they were on CPA throughout their inpatient stay. If a person was on CPA when they were
discharged but not when they were admitted, the report does not count them as being on
CPA. The Data Quality Leads have been carrying out weekly audits of current inpatients’
SystmOne records. The audit results show that 89% of inpatients are on CPA. We have
therefore changed the rating for the CPA levels metric from amber to green.
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Appendix A: Trust Wide Quality House
`

Trust-wide Quality House

Well Led
Equality and Human Rights

Single Oversight Framework

CQC ratings

Information Governance

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

Capital

Mortality

Out of Area Placements

Friends and Family Test

Admissions gate-kept by HTT

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

Restraints

Physical Health Checks

Mixed Sex Accommodation

Substance Misuse indicators

Prone restraints

HTT referrals treated within 4
hours

Foundation Standards

Risk Management

Care plan within 1 week (Adult)

Patient-Led Assessments of the
Care Environment

Learning from incidents

CPA Crisis & Contingency Plan
(Adult)

Social Care assessments

Safe Staffing

Infection control

Carers prescriptions

Self harm

CARE 2 Quit
Non Smoking Environment

Medication errors

CAMHS Outcomes using IAPT
Tools

Incidents of Abuse against staff

: Staff Experience

Statutory training

Staff Friends
and Family Test

Mandatory training

Staff recommend the
Trust as a place to
work

Appraisals

Staff recommend the Trust as a
place to receive treatment

Staff from a BME background report discrimination
Staff with a disability report bullying, harrassment or
abuse

Improve staff with
disability
experience and
satisfaction

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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Retention of Staff

Sickness
Absence

Staff Survey
Response

Staff Satisfaction
Rating

Starters and Leavers

Workforce
Capacity

Better than
average staff
survey results

Temporary
workforce
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Trust Board in Public
Date

8th February 2018

Item No

08/18

Paper Title

Safety Report

Director

Jonathan Warren, Chief Nursing Officer and Deputy CEO

Report for

Discussion

Discussed to date and
next steps

The report will be discussed at the Executive Board. An updated version will be
provided for the next Trust Board.
The Incident Management Policy is currently being revised.

Purpose of the paper

The Board is asked to comment on and note the report on the following:
 Increase in episodes of the use of restraint across the Trust
 3 episodes of prone restraint in the month
 Failure to return from S17 leave as highest type of AWOL

Health/Social Impact –
Contribution to our
objectives

The critical analysis of all incidents and safety activities is essential to ensure that the
Trust has 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.

Financial Implications

No new financial implications related to this report

History

The Trust incident reporting systems and processes were subject to review recently in
light of current guidance and requirements.

Executive Summary
Following the update to the Datix Form, Trust services and staff continue to receive bespoke training on how to
correctly populate incident forms, ensuring more robust reporting of incidents in line with NRLS reporting
requirements.
Positive Findings
 Incidents of physical restraints has not risen

Areas for Improvement


The continued close working of the Risk and Safety team with Services and Staff to ensure that robust incident
reporting takes place with the use of the new Datix forms, and that any local issues identified are managed
effectively.
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Safety Report
1. Introduction
This report is designed to provide the Trust Board with an update and assurance in relation to
safety activities across the organisation.
2. Summary
The Risk and Safety team continue to implement its improvement plan for 2017/18;
The Incident, Risk and Litigation Group last met in December 2017 and the following issues
were discussed:





The cost effectiveness of providing inpatients with electronic cigarettes
Findings from an audit of Learning Lessons from Serious Incidents, Safeguarding Incidents
and Complaints carried out by TIAA
The development of a report to ensure experiences of staff attending inquests is captured
and shared
As of 31st December 2017, there are 18 Serious Incidents and 30 High Level Incidents
outstanding.

Incident Reporting:







4 Serious Incident Reports have been submitted to the CCG for approval in the month of
December
Completed SI Reports have now been posted on the Trust Intranet for staff information
The new incident category Datix forms have now been fully developed. The Director of Risk
and Safety continues to conduct workshops for any service that would like one, to explore
the new Datix forms, discuss general risk and safety issues and challenges, and emphasis
on the importance of increasing the reporting of incidents
The incident policy is currently being reviewed to reflect changes in practice relating to the
Trust’s approach to the investigation of incidents and the National SI Framework
A plan of how the outstanding SIs and HLIs requiring investigation will be managed is being
developed and will be monitored though the Incident, Risk and Litigation Group on a
monthly basis.

3. Safety Metrics
There have been 7 Serious Incidents reported in
December 2017. 4 of these incidents related to
suspected suicides of persons who use our services
and are supported in the community. 3 incidents
relate to AWOLS, 1 of which took place from our
Blake Ward inpatient services, 1 took place on
Juniper and 1 AWOL related to Mulberry Ward. All
3 incidents relate to persons known to be at high risk
of absconding who were able to abscond but have
since returned back to the ward.
In December, there were 18 outstanding SI
investigations.
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No Higher Level Incidents requiring investigation
were reported during the month of December. There
are currently 30 outstanding HLIs. Going forward
staff who have been RCA trained will be approached
to assist in the completion of HLI Incidents
investigations.

There were 5 incidents of seclusion this month, 2
which occurred in Rowan and 2 inpatients from
Magnolia were secluded. 1 person was secluded in
the seclusion room at the Abraham Cowley Unit as
they were currently staying on Blake Ward.
1 person was secluded on 2 occasions.

There were 43 reported incidents of restraint during
the month of December.
Please see the chart below for details of where
these restraints took place.
The 43 incidents of restraint involved 24 different
individuals. There was 1 person using our services
who was restrained on 5 different occasions.

This graph shows the location of the restraints this
month with Blake Ward having the highest number
of reported restraints, with 9 incidents. The 3
restraints reported by Extended Hope occurred in
September, but were reported in December. 5 of
the 8 incidents on Rowan Ward involved the same
individual being restrained.
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There were 3 episodes of restraint in the prone
position which occurred in December.
2 occurred on Blake Ward, and 1 on Rowan,
which involved restraint being used to administer
an intramuscular injection. These incidents are
being reviewed and additional targeted training will
be provided as appropriate.
In addition there were 3 episodes in September
which were not previously reported. These
involved the same young person and related to
the Hope service.

This chart shows the number of AWOL’s reported
meeting Serious Incident (SI) criteria. There were
a total of 3 AWOLs meeting SI Criteria in
December.

This chart shows the AWOLS of individuals who
are detained under the Mental Health Act,
including those that do not meet SI criteria. There
were a total of 6 of these types of AWOL incidents
as follows;
Service

No.

24/7 Mulberry

2

24/7 Juniper

2

24/7 Anderson

2

The AWOL Task and Finish Group continue to
meet on a monthly basis.
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The graph shows the incident types of AWOL
Absences, users of SABP services have made
during December 2017.
These figures included all AWOL incidents
regardless of the person’s legal status under the
Mental Health Act.

The overall number of incidents reported has decreased again this month but is still within
expected parameters.
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4. Conclusions
This report illustrates outcomes with respect to key safety metrics during the month.
The AWOL Task and Finish Group have developed a Trust wide action plan to reduce the
number of AWOLs occurring. This work has also been shared with the CQC. The plan was
developed in December 2017 and will be reviewed at a meeting in January 2018.
The new Datix incident forms, which were recently included in the Trust’s October Datix update,
will serve to enhance incident reporting categories, and enable staff to easily drill down into
aspects of incidents raised in their areas. Various workshops and training sessions are being
held across the Trust by the Risk and Safety Team, and will assist in supporting staff with the
correct population of these forms.
The Risk and Safety team will also be working to support staff to increase the number of
incidents reported within the Trust, as it aims to help move the Trust towards an even more
open positive safety culture.

32

6

Trust Board in Public
Date

8th February 2018

Item No

09/18

Paper Title

Value for Money (Month 9 - December 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 comment on and note the report on the following:

We recorded a year to date deficit of £0.9m, £2.2m worse than plan but a reducing
year-to-date (YTD) deficit
 We have a continuing use of resources score of 3 out of 4, with 4 being the lowest
performance.
 Agency spend is on a downwards trajectory

Health/Social Impact –
Contribution to our
objectives

Delivery of the Trust’s financial targets will help to ensure the sustainability of services
and that the Trust remains in control of its 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 the Trust’s financial plan.

History

This report is presented monthly to the Board

Executive Summary
This paper highlights the key messages from the M9 financial results.

Positive Findings
 The YTD deficit has reduced due to much stronger performance over the last two months
 Directors are committed to the challenge of recovering our position to plan and we expect to have
delivered £2.7m of savings by year end.
Areas for Improvement


We reported a YTD deficit of £0.9, £2.2m worse than plan



Our agency spend is 37% above our ceiling YTD resulting in a use of resources rating of 3 for this metric,
although this is an improvement on the previous month.

Version 1.0
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1. Introduction
This report sets out the December value for money position.
2. Value for Money Headlines




For the period to 31st December 2017, the Trust has delivered a year to date deficit of £0.9m. This is
£2.2m worse than plan, but is a reducing deficit as a result of a Trust wide focus on financial recovery and
stronger in-month performance in the last two months.
The result excludes £697k of additional STF (Sustainability and Transformation Fund) money that was
awarded to us in this financial year but relates to 2016/17.
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
120.2
122.1
1.8
(113.0)
(117.9)
(4.9)
7.2
4.2
(3.0)
(4.3)
(4.7)
(0.5)
(2.8)
(3.0)
(0.2)
(0.1)
(0.3)
(0.2)
0.1
(3.8)
(3.9)
0.6
0.8
0.2
0.6
(3.0)
(3.6)
0.7
2.8
2.1
0.0
0.0
0.0
1.3
(0.2)
(1.5)
0.0
(0.7)
(0.7)
1.3
(0.9)
(2.2)

The Trust position is broken down further in appendix 1.
3. Operational Outturn
 The reason for this overspend is due to:
Higher than planned costs in operating the community paediatrics service, due to the backlog of cases
that had been waiting already at the time we took the service on, and the level of demand in the
system
Higher than planned costs in our community CAMHS and Beacon One Stop service, due to the high
levels of demand
Higher than planned costs in our 24/7 inpatient services, due to high levels of enhanced observations,
and the significant number of patients medically fit for discharge but without a safe place to be
referred to
Savings assumed in the budget for the outsourcing of soft facilities management being greater than
those achieved
-

We have identified financial recovery plans that we expect to deliver savings of £1.2m in Q4.

-

We believe that with the implementation of these plans and provided that indicative support from our
commissioners is forthcoming, we will be able to recover the deficits incurred year-to-date and work
towards delivering our Control Total for the year.

-

The December CIP target was £5,489k, of which £4,387k has been delivered. The current full year
forecast is 85% delivery of our £7,054k target.
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4. Agency Usage


Our agency spend in December was 6.8% of our monthly pay bill, which has been on a downward trend
since the implementation of financial recovery. We are now 37% above our NHSI ceiling year to date,
which is 2-percentage points improvement over the previous month.

5. Use of Resources Metric


The Trust’s finance use of resources metric is a 3 for December. This is due to our underlying operational
deficit and our agency spend.

6. Cash Flow and Aged Debt



Total debt was £9.6m in December; this has increased from £8.3m in November, in line with some of our
services being invoiced for quarterly.
We closed December with £15.9m cash in the bank.

7. Conclusions and Recommendations
The Board is asked to note the report.
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Appendix 1 – Breakdown of the YTD Financial Position

Trust Board Director
Chief Operating Officer

Division
Adult Mental Health
Children and Young Peoples Services
Chld and Fam Hlth Surrey
Estates and Facilities
Delegated Commissioning
Learning Disabilities Services
Older People Mental Health
Specialist Services

Chief Operating Officer Total
Chief Executive
Chief Medical Officer
Chief Nursing Officer
Innovation
Workforce
Chief Finance Officer
FIP
Other
Chief Finance Officer Total
Corporate Total
Surplus / (Deficit)

YTD Over /
(Under) Spend
£m
(0.0)
0.7
0.3
1.3
(0.2)
(0.3)
0.5
(0.3)
2.0
0.0
0.2
0.4
0.1
(0.1)
0.0
(0.4)
(0.4)
0.3
2.2

Excludes 16/17 STF money

Key messages:
- Overspends in our Older People’s inpatient services not being fully 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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Date

8th February

Item No

10/18

Paper Title

Freedom to Speak Up Report – Quarter 3

Director

Jonathan Warren, Chief Nursing Officer and Deputy CEO
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 3
 Case Study Example relating to the Home Treatment Team
 The first National Guardian Case Review and their findings

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

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.

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
and the remit is being adjusted by the National Guardian’s office as new issues or
opportunities emerge.

History

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

Executive Summary
This quarter’s report details the activity within our Trust for the last 3 months. Speaking up was raised
significantly in Quarter 3 with 26 members of staff speaking up.
Positive Findings




Increase in the level of speaking up this quarter
No concerns outstanding for more than six months
SABP compares well with the findings of the first Case Review by the National Guardian’s office

Areas for Improvement




Get more feedback after cases closed from the whistleblowers – this has improved but still a shortfall
Increase regular communications through e-bulletin and give attention to the non-employees who can also
use the services of the FTSUG
Develop the Advocates Network across the two Trusts to give support and increase activity in our Trust
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Freedom to Speak Up Guardian Report
October - December 2017
1.

Introduction
This report relates to data provided in the third quarter of the financial year. Activity has increased
during this quarter.
2.

Activity in Quarter 3

2.1 Raising of Concerns
During Quarter 3, the number of concerns increased to 26. Our junior doctors have raised concerns in the
first two quarters and so I have been attending academic forums and MACs in this quarter to ensure the
doctor’s voice is heard. No specific concerns have been raised from the medical workforce in this quarter
but there was concern expressed for the quality of services they will be able to deliver with the financial
pressures currently being experienced.
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 included:
 A lack of regular, appropriate clinical supervision within some CAMHS teams
 Concerns about the safety of staff at ACU Chertsey. Concern centred around staff being slow to assist
a colleague from a violent patient reaction/inappropriate staff activity at ACU and the poor quality of
cleaning delivered
 How staff are rostered and treated at a service which was spoken up about again
 Team working concerns within a corporate team
 Alleged inappropriate restraint within a working age adult inpatient ward involving and inappropriate
behaviour of staff threatening the individual
Quarter 3 data below based on the 26 concerns raised is as follows :





2.2

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

Visits to sites

The programme of Manager and Employee training sessions and team visits continues. 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 tracker are being actively dealt with. Appendix 1 details activity for
the first three quarters. All cases from Quarters 1 and 2 have concluded.
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3.
First National Guardian Case Review of the Speaking Up Processes, Policies and Culture at
Southport and Ormskirk NHS Trust (Acute)
In August/September 2017, the National Guardian’s Office (NGO) conducted a review of the above Trust
because it had received information that the Trust’s response into its staff speaking up was not in line with
good practice. In particular, the NGO received information that a bullying and discriminatory culture
existed.
Case Reviews support Sir Robert Francis’s Principle 15 and allow for employees/the Guardian/Regulators
to request an independent review of how their concerns were handled. As a result of what the NGO had
been told by staff, the purpose of this review was to find evidence of where speaking up process, policy and
culture did not meet the standard and to make recommendations to remedy this.
The review did find evidence that the Trust did not always meet the required standards to support staff.
Many workers in the Trust informed the review that the Trust did not take the staff’s concerns seriously.
There was evidence of staff being too afraid to speak up, of suffering detriment if they had spoken up and
BME employees feeling not able to speak up.
The findings from the first case review nationally are as follows:
 There were several important areas where the trust’s support for its workers to speak did not meet with
good practice. These areas included:
o Evidence of a longstanding culture where the trust did not respond appropriately to specific and
serious concerns raise by its workers
o Significant evidence of a bullying culture within the trust where staff were too afraid to speak up,
or they alleged detriment at the hands of their colleagues for having done so
o Failure of the trust to meet its responsibilities regarding equality and diversity resulting in black
and ethnic minority staff not feeling free to speak up
o No specific training for staff on either how to speak up, or for managers to handle concerns
raised according to the policies and procedures of the trust
o Persistent failure by the trust to feedback to staff regarding any actions it had taken in response
to workers’ speaking up, creating a widespread belief among staff that the trust did not take their
concerns seriously
o Since appointing a Freedom to Speak Up Guardian in August 2016 the trust had not provided all
the necessary resources to support the role, including adequately promoting it across trust sites
o The trust did not have a systematic approach to measure the effectiveness of its speaking up
policies, procedures and culture
o Many workers regarded most of the trust’s senior leaders as invisible and inaccessible
The full review can be read at:
http://www.cqc.org.uk/sites/default/files/20171115_ngo_southportormskirk.pdf
A second Case Review is expected to be published in the coming 2-3 months.
4.

Case Study from concerns raised in Quarter 3

This quarter I want to share with the Board the concerns raised by our staff at the Home Treatment Team .
Initially, I was contacted by the Freedom to Speak Up Advocate after she had been chatting with some
staff members. I was then asked if I would come and meet with the team to discuss their concerns. The
team raised with me a number of issues including:
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1. Feeling very under staffed and that this is compromising patient care and safety. They are under a lot
of pressure and can become very stressed and were asking for some reflective practice to help support
them with this.
2. The team believed that decisions have been made at director level to reduce the number of band 6
nurses on shift. The team feel that they are not consulted about changes, and that the people making
the decisions do not understand many aspects of their work, for example, that doctor input is very
limited and that they cover a very wide geographical area.
3. The decision to focus on retaining permanent staff by paying more money and employing less
agency/bank staff is a problem. They told me that they do not want more money, they just want more
staff!
4. Quality of service provided – the team advised when going through the hand-over it was evident that
not everyone who needed to be seen today will actually be seen. Some people need to be visited in
pairs, but this may not be possible. For example, one patient who has recently been discharged from
the ward, was known for aggressive behaviour while on the ward. This patient had physically assaulted
a member of the nursing staff whilst an in-patient and the member of staff needed to go to A&E to get
medical attention. It was looking like it would not be possible for him to be visited by the HTT in pairs;
the agreement was that if the patient’s family member was in then the visit could go ahead, and if they
were not,then the visit would need to be rearranged for another day.
5. The team observed a reluctance by the medical workforce to visit patients in the community. The team
told me that on occasions a whole care package had been developed but then they were unable to
implement it as a result of the doctor not visiting. HTT colleagues believe the doctors’ view is that if
they were ill and needing their input, they would come to the base. The team wanted dedicated medical
support to their team.
Following the meeting, which did have the Acting Manager present, I took forward the concerns on the staff
members’ behalf. The team had been without a team leader for some while and I believe this did impact of
the team’s ability to cope though they did do a tremendous job of supporting each other on a shift by shift
basis.
The Interim Director for community services then embarked upon a series of team meetings and reviews to
understand all the issues. The Medical lead for mental health services also undertook a review of the
medical workforce and support to the HTT. The medical workforce introduced a new pilot workforce
regime with additional support to the HTT which is currently in place until March 2018 when it will be
reviewed again.
I have been updating the team members at frequent, regular intervals and had confirmation back from the
team leader recently that they are happy to close their concern as a result of the improved dialogue
between management and staff as a result of them speaking up. The interim Director recently updated the
Operational Board as follows:
“Following feedback from Lynn Richardson, Freedom to Speak Up Guardian, we have improved our
communication and engagement with HTT staff. The HTT’s are currently experiencing a number of service
changes. We held an away day with (one) HTT and also arranged 2 briefing sessions for all HTT staff
during December.”
As with last quarter’s case study, there was good management engagement with the feelings and thoughts
of our staff. There were some misunderstandings within the team around staffing numbers and
management were not fully aware of some of the complexities of working within the community. The
public’s preference to see a trained nurse rather than a Healthcare Assistant played into some of the
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pressure the qualified nurses were feeling. Through improved dialogues a lot of the concerns were able to
be reduced and patient care will have improved as a result.
5.

National Intelligence

5.1
FTSUG Quarterly Return
The National Guardian’s office has reported back on Quarter 2 data sent to them by Freedom to Speak Up
Guardians. Over 90 per cent of trusts provided data this quarter, up from 62 per cent for the first quarter
(April – June). The headlines from the national data were :








1,611 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions.
551 of these cases included an element of patient safety / quality of care.
733 included elements of bullying and harassment.
75 related to incidents where the person speaking up may have suffered some form of detriment.
365 anonymous cases were received.
23 trusts did not receive any cases through their Freedom to Speak Up Guardian.
210 of the 233 NHS trusts listed in our directory sent returns.

This contrasts with Surrey and Borders Partnership’s figures in the second quarter of 9 concerns:

5 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions of these cases
included an element of patient safety / quality of care

3 included elements of bullying and harassment

0 related to incidents where the person speaking up may have suffered some form of detriment

0 anonymous case was received
Feedback from those speaking up in generally positive though a few would have wanted speedier or
different management action.
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_2017.pdf
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REGISTER OF SPEAKING UP ACTIVITY 2017/18

Appendix 1

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
Q3

9
9
26

3
7
8

0
0
0

0
0
0

1
0
1
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Number
of cases
with an
element
of patient
safety /
quality

7
5
13

Number of
cases with
an element
of bullying /
harassment

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

Total
Number
of Live
Cases

2
3
6

1
0
0

6
8
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Item No
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Paper Title

Mortality Assurance Report (Quarter 3 2017/18)

Director

Justin Wilson, Chief Medical Officer

Report for

Discussion

Discussed to date and
next steps

Mortality data is reviewed and discussed in the monthly Mortality Surveillance Group
(MSG) and summarised to the Executive Board and Operations Board.

Health/Social Impact –
Contribution to our
objectives

All recommendations and actions from both the Mortality Review meeting and MSG
meetings are addressed as part of the mortality governance process.
This report provides an update on the Trust activities in relation to learning from
deaths. The Board is asked to note the following:
 NHS England Learning from Deaths update on timescales for guidance
 Proposed review of the Mortality Policy for the end of quarter 4
 Completing all Initial Mortality Screenings on all deaths with resources available is
challenging
The critical analysis of all deaths is essential to ensure that the Trust has clear
oversight of any emerging themes/issues that may affect the delivery of positive
outcomes for people using services.

Impact on Risk



Purpose of the paper

Financial Implications

History

Currently we are not confident in the correlation of I-Access (Surrey drug and
alcohol) deaths with the ONS data with respect to accurate recording of deaths.
Reports for people currently in contact are reported on Datix but there is a risk of
delayed or missing mortality reviews for people discharged from the service.
 Implementation of the current Mortality Policy is difficult with the resource available
in relation to the planned screening processes and documentation, given the
overall number of deaths that occur with some contact with the Trust
Potential financial implications related to the roll out of the national LeDeR programme
(Learning Disabilities) requiring Trust accountability for reporting across the local health
and care system.
Current mortality processes as documented in the new Mortality Policy may require
additional prioritisation of resources.
The Trust’s established mortality processes were reviewed in September 2017, in light
of current guidance and requirements.

Executive Summary 470 deaths occurred in quarter 3 (October 2017- December 2017). This is a decrease from
the 552 deaths in quarter 2. As expected, most of the deaths in quarter 3 (404) occurred within Older People’s
Mental Health Services.
Positive Findings
 The LeDeR portal for registering Learning Disability deaths went live on the 1st November 2017
 The high percentage of deaths reported is in line with the national expected age of death 80 years and
over
 Significant number of Initial Mortality Screenings completed and Mortality Reviews meetings scheduled
Areas for Improvement




Scheduled regular meetings with Divisions to complete ongoing Mortality Reviews
Revision of the current new Mortality Policy by end of 2017/18
Improvement in the review process in line with the policy within available resources
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1. Introduction
This report provides the Trust Board with assurance on the systems and processes for identifying, reviewing,
investigating and learning from the deaths of people in contact with the Trust, with a view to identifying any
areas for improvement. The report also includes lessons identified and emerging themes from deaths
investigated as Serious Incidents (SI) and High Level Investigations (HLI). The aim of the mortality assurance
process is to ensure the best possible care to future patients, and taking responsibility for errors and mistakes
in healthcare delivery that lead to preventable patient harm and death.
The Mortality Assurance Policy has been approved by the Executive Board and published on the internet in
line with requirements from NHS Improvement, but will be subject to an early review before the end of the
financial year.
2. National Focus on Mortality
In the quarter 2 Mortality Assurance Report, the Board were updated on NHS England’s activities around
producing guidance on involvement of families in investigations into deaths. Recent communication from NHS
England indicates that this guidance, which was initially expected this month, is likely to be delayed. A second
draft of the guidance, based on feedback from November’s events and feedback from the Steering Group, will
be shared for comment in January 2018. Draft guidance will be circulated to all participants as soon as it is
available and the Risk and Safety Team will ensure that any guidance is incorporated into a revision of the
Trust’s Mortality Assurance Policy.
The quarter 2 Mortality Assurance Report, also updated the Board on the intention of Health Education
England to develop an on-line E-Learning Module, to support Trust staff in developing their approach to
working with families. Given the feedback that was received at the NHS Learning from Deaths conference in
November 2017, a discussion with Health Education England took place about how it could instead be
developed as an e-toolkit, to support implementation of the guidance. This is going to be taken forward. NHS
England will be able to provide a further update in a future correspondence with participants, and the Risk and
Safety Team will update the Board on any developments.
There have been no further developments in the Mental Health Structured Judgement Review Tool to be
implemented by the Royal College of Psychiatrists in partnership with the Royal College of Physicians. As
soon as the Risk and Safety team are aware of the tool’s implementation, a gap analysis will be undertaken to
ensure that our current mortality proforma template is incorporating all relevant criteria.
The LeDeR Local Surrey Steering Group and the LeDeR co-ordinator are recruiting more LeDeR reviewers to
undertake the external reviews necessary within Surrey. The LeDeR portal for the registering of all Learning
Disability deaths within Surrey went live on the 1st November, and any deaths that occurred on or after this
date within the Trust have (and are) being registered on the Portal by the Mortality Assurance Officer. The
LeDeR co-ordinator will contact us when she has assigned a reviewer to our registered deaths. However
whilst we await an external review the deaths will still be screened and reviewed in line with our current
Mortality Assurance policy. Agreement has been sought by the Director of Risk and Safety from the LeDeR
co-ordinator, that the external reviews of our Learning Disability deaths will work in collaboration with our
internal reviews to ensure that the minimum duplicate of work is possible.
3. Analysis of Mortality Data – Quarter 3
470 people died within quarter 3 (October 2017-December 2017). This is a slight decrease from the 552
deaths in quarter 2. Death notifications are received from ONS on a weekly basis and therefore when we
reported the quarter 2 figures we had only been informed of 491 deaths at that point. This is in fact an
increase of 21 deaths compared to the number of deaths we currently know about in quarter 3 at the same
point. The figure for quarter 3 is likely increase in the next few months as we receive further death
notifications. Fig 3.1 below shows a breakdown of quarter 3 mortality data by directorate.
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Fig 3.1
Deaths occurred 01.10.17 to 31.12.17 by Division
1
15

3 2

30

2

13
Children and Young People Services
DAT Services
IAPT Barnet
Learning Disabilities
Mind Matters
Older People Mental Health
Specialist Services
Working Age Adult Mental Health

404

3.1
Older People (including Older People’s Liaison Service Deaths) 404 people were reported as
having died which is a slight decrease on the 426 reported in quarter 2. Older People’s Services is where the
vast majority of deaths occurred, which is to be expected. Completing documented Initial Mortality Screenings
on all deaths that are reported via ONS takes significant resource. Prioritisation has been given to Older
People’s deaths where there has been an inpatient admission within 30 days of their death, or concerns are
raised by either professionals or family regarding the individual’s care. Any death reported via Datix is subject
to review by the Incident Management process and two of these deaths within Older People’s Services have
been registered as Serious Incidents.
3.2
Specialist Services have reported that 15 people died in quarter 3, which is the same number as in
quarter 2. All those reported as having died within this directorate were within Liaison Psychiatry services. All
have been subject to Initial Mortality Screenings. 11 do not meet criteria for further review, 2 require full
mortality review, and 2 need further discussion with the relevant service manager to determine the level of
investigation required.
3.3
Drug and Alcohol Services have reported that 3 people have died in quarter 3, and 2 of these were
people in contact with I-Hear. Both have been screened, and 1 does not need further review, and the other is
subject to discussion with the I-Hear service manager later in the month. There was one I-Access North West
Surrey death, which was registered as a Serious Incident through the Incident Management Process.
3.4
Learning Disability Services have reported 13 people have died during this period, all of which have
had an initial mortality screening, and will be subject to Full Mortality Reviews. The first cluster meeting to
complete these reviews is scheduled for later this month. Any deaths of people with a learning disability
occurring after the 1st November 2017, have been registered on the LeDeR portal and will be subject to an
external review by a LeDeR reviewer. The LeDeR co-ordinator is currently looking for reviewers to assign to
all deaths registered on the portal. The intention is to schedule a meeting to review all the deaths of people
with a learning disability, subject to external review at the beginning of February, and invite the LeDeR coordinator to attend (or to send a reviewer) to undertake their external review alongside our current process.
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3.5
CYPS directorate reported 1 person had died during this period, and this will be investigated as a
High Level Investigation.
3.6
Working Age Adult Mental Health reported that 30 people had died in quarter 3 (which is an increase
on the 23 initially reported in the quarter 2 Report): 3 were identified as Serious Incidents and are currently
being investigated as such. There is another Serious Incident from this directorate but the individual was
placed by us to a Sussex Partnership NHS Trust bed, so they have registered this death as a Serious Incident
and will lead on the investigation. We will be involved in and receive a copy of their investigation for our
learning. 3 of the deaths are registered as HLI’s. The 23 remaining deaths are subject to Initial Mortality
Screenings all of which have been completed. On initial screening the Risk and Safety team have highlighted
18 of these cases that could potentially need a Full Mortality Review. However they are meeting with the
Associate Director of Working Age Adults to review the deaths and will then finalise which deaths meet criteria
for Full Mortality Review and which do not need any further review.
3.7
Mortality Reviews
The Associate Director of Risk and Safety and the recently recruited Mortality Assurance Officer have
commenced work on the outstanding Initial Mortality Screenings and Mortality Reviews from quarters 2 and 3.
In order to ensure that the divisions have full oversight of their deaths we will be sharing the completed Initial
Mortality Screenings for their review. There are some deaths where, on Initial Mortality Screening, there is not
enough information on the Electronic Patient Record to enable us to make a decision on the level of
investigation necessary, and further collaborative work with the divisions is required. The screening will also
continue to be reviewed and overseen by the Chief Nursing Officer and Chief Medical Officer.
3.8
High Level Investigations (HLI’s)
During quarter 3 there were 3 deaths within the Working Age directorate that were registered as HLI’s
3.9
Serious Incidents
In quarter 3 there were 19 Serious Incidents declared for investigation, 7 of which were related to deaths. Of
the 7 deaths, 4 of the individuals were known to services within the Working Age Adult Directorate and 2
individuals were known to services with the Older Peoples Mental Health Directorate. 1 SI involved a person
who died in the Drug and Alcohol service. There were no inpatient deaths (within our hospital sites) and no
deaths were reported of people under the age of 16.
3.10 Avoidable Deaths
None of the deaths screened and investigated in quarter 3 to date, have been identified as avoidable deaths,
but SI investigations are ongoing.
3.11 Protected Characteristics
In terms of the quarterly data, we only currently have information on a breakdown of deaths by age, gender
and service (including learning disability deaths). The leads for mortality are liaising with the information
management team to clarify the best approach for analysing protected characteristics further on a quarterly
basis, although annual analysis may be more appropriate for some measures. Our data indicates that we have
an average age of death in line with national data (Fig 3.2). We have consistently seen a slightly higher rate
of female deaths (257 for quarter 3) over males (213 for quarter 3). This is not in line with national data.
However it is important to note that national data is in relation to the total population, and that our data is for
the population of people who access mental health services in our geographical area. One suggestion is that
we have a higher rate of female deaths as we are likely to receive requests for support from females more
readily than from males.
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Fig 3.2
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We have carried out analysis of ethnicity information for those people who have been known to the Trust
during the past 12 months and have a date of death recorded. The breakdown is illustrated below. The
analysis suggests that overall mortality is broadly in line with the wider population with respect to ethnicity, but
there is some uncertainty due to the relatively large proportion (17.1%) where ethnicity is not stated.
Fig 3.3

3.12 Learning from Mortality Reviews
There have not been any Mortality Review Meetings since the quarter 2 report was presented as the focus
has been on completing the outstanding Initial Mortality Screenings. Agreement is being requested from the
divisions to attend a one-off cluster review meeting to review the outstanding deaths, and then to schedule
regular monthly meetings to review future deaths.
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4. Prevention of Future Deaths (PFD) notifications
During quarter 3, the Trust received 1 Prevention of Future Death report, in relation to the case of Ernest
Smith. The Coroner identified 2 areas of concern, which were as follows:
1. When a letter from a GP is considered at an Allocations Meeting, any request for a medical review
is actioned.
2. When a person who uses our service is being seen by non-medical practitioners only, those
practitioners keep the person’s GP updated on their progress
There will be a formal response from the Trust in relation to these issues and how they are being addressed.
The Trust has a period of 56 days to provide this response.
In relation to another case, Anthony Dawson which concluded in October 2017, the Coroner indicated that he
would write a PFD to the Trust, but this has not yet been received.
A member of the legal services team attended an inquest during quarter 3 where a PFD was issued to another
Mental Health Trust. This PFD is being used as learning for SABP to ensure that the issues identified by the
Coroner are covered within SABP policy. They relate to issues around communication, CCTV, and record
keeping specifically in relation to when patients abscond from hospital sites. The learning from this PFD is
being integrated into a revision of our existing processes around AWOL’s and missing persons, and the Local
Security Management Specialist is working with Police Liaison around these issues. In addition to this
learning, the Legal Services Team continues to review PFDs uploaded to the Chief Coroner’s website to keep
abreast of the national picture.
5. Conclusion
There has been some good progress on outstanding Initial Mortality Screenings and scheduling of Mortality
Reviews. We are expecting new guidance from NHS England, Health Education England and the Royal
College of Psychiatrists on Learning from Deaths, and any guidance received will be incorporated into a
revision of the Trust Mortality Policy at the end of quarter 4. The Associate Director of Risk and Safety will
attend the LeDeR Surrey Steering Group, and will provide an update on the progress and plans for allocation
of Learning Disability reviews. The funding for a Family Liaison Officer needs to be explored further to ensure
that we maximise learning from families and carers, and meet National Guidance likely to be published in
spring 2018. Alternatively, this could be achieved through further enhancing this function among existing team
members. Further assurance is required that all people who have had contact with Surrey drug and alcohol
services in the 12 months prior to death are identified through the current mortality review processes. The
documented processes for screening and reviewing all deaths in Older People’s services needs to be better
implemented, taking into account optimal use of available resources to maximise learning from deaths.
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Quarterly Report on Safe Working Hours: Doctors in Training
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Director

Justin Wilson, Chief Medical Officer

Report for

Discussion

Discussed to date and
next steps

Previous quarterly reports have been presented to the Executive Board.

Purpose of the paper

The Board are asked to comment on and note the report on the following:
 An exception report has been generated by a junior doctor on the basis of safety
 Steps are being taken to robustly manage the high levels of sickness absence /
unplanned absence in the shift rota in the Northwest
 During the reported period, there have been two exception reports
Maintaining good staffing of Acute services

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

Low

Financial Implications

Level of Locum use causing expenditure

History

The report follows a set format highlighting the set areas of Guardian concern;
exception reports, work schedule reviews and the Trust’s use of Locums to cover the
Junior Doctor rota in each of the localities.

Executive Summary
There is a need to agree the arrangements required for making payments to junior doctors who have been asked
to cross cover additional sectors, as part of their duties, when on shift for their usual sector. As well as the need to
identify a framework for how payments are made in the future, there remain several payments outstanding due to
the difficulties in delivering payments to trainees.
There are relatively high levels of unplanned absence in the shift rota in the Northwest, which continues to result
in relatively frequent use of locum cover for shifts in that sector. In updating this report for October and November,
the same trends of use of internal locums have continued, with frequency of use slightly increased.
Positive Findings
 The number of exception reports based on breaches of Junior Doctors hours remains low.
 There is little to report formally with regard to them or work schedule reviews.
 There have been a total of 2 exception reports in the quarter being reported.
Areas for Improvement
 The main area of concern surrounds the report in December made by an FY1 doctor which was based on
safety. The report entailed what the junior viewed as unsafe levels of staffing on the ward she was working on.
 The need to improve engagement with the exception reporting system.
 The same trends of use of internal locums have continued compared to previous quarters.
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Executive summary
The report follows a set format required by NHS Employers highlighting the set areas of Guardian concern;
exception reports, work schedule reviews and the Trust’s use of Locums to cover the Junior Doctor rota in
each of the localities. No fines have been accrued over the reported period.
Regarding significant issues that require the Board’s attention, there has now been an exception report from a
junior doctor on the basis of safety. Whilst the situation has been resolved at the time of writing, it is clear that
ongoing review is required, as there remains the possibility of recurrence within the short-term future.
There is a need to monitor the new arrangements for making payments to junior doctors who have been
asked to cross cover additional sectors as part of their duties when on shift for their usual sector.
Regarding the relatively high levels of absence in the shift rota, stakeholders have agreed some initial actions
to begin to address these, including new arrangements for formal management of sickness in doctors formally
employed by the acute Trusts. There will also be further reviews of the East junior doctor rota in particular.
High-level data
Number of doctors / dentists in training (total):
Number of doctors / dentists in training on 2016 TCS (total):
Amount of time available in job plan for guardian to do the role:
Admin support provided to the guardian (if any):
Amount of job-planned time for educational supervisors:
a)

54
54
1 PAs / 4 hours per week
0.25 WTE
0.25 PAs per trainee

Exception reports (with regard to working hours)

Exception reporting is the process by which junior doctors report breaches of their hours, working conditions,
training and educational commitments, or any additional safety concerns under the terms of new junior doctor
contract.
During the reported period, there have been two exception reports. Neither required time off in lieu or
additional hours payment.
There have only been 12 exception reports made since the new junior doctor contract was adopted by the
Trust. Exception reports, once raised, are being resolved but there continues to be some difficulty in closing
reports on the system in good time.
Exception reports by department
Locality
No. exceptions
carried over
from last report
NW
0
SW
0
East
0
Total
0

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

1
1
0
2

1
1
0
2

0
0
0
0

2
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Exception reports by grade
Specialty
No. exceptions
carried over
from last report
F1
0
F2
0
CT1-2 / ST1-2
0
ST4-6
0
Total
0

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

1
0
0
1
2

1
0
0
1
2

0
0
0
0
0

Exception reports (response time)
Addressed
within 48 hours

Addressed
within 7 days

Still open

F1
F2
CT1-2 / ST1-2
ST3-8
Total

0
0
0
0
0

Addressed in
longer than 7
days
1
0
0
1
2

0
0
0
0
0

0
0
0
0
0

b) Work schedule reviews
The concept of work schedules is central to the new contract. A trainee should receive their work schedule 8
weeks prior to starting a new post, with this being adapted into a personalised work schedule at their first
meeting with their supervisor.
In this quarter and extended period, there have not been any work schedule reviews.
c)

Locum bookings

Agency
During the period 1st October to 31st December 2017, there were 8 instances of agency locum use, to cover
shifts that remained uncovered despite advertisement within the internal locum field or emergency vacancy.
There is an available breakdown of the individual localities involved and this is reflected in the information
below.
Locum bookings (agency) by department
Locality
Number of shifts Number of shifts
requested
worked
NW
5
5
SW
0
0
East
3
3
Total
8
8

Number of hours
requested
62.5
0
37.5
100

Number of hours
worked*
62.5
0
37.5
100
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Locum bookings (agency) by grade
Grade
Number of shifts
requested
CT1-3
8
ST4-6
0
Total
8

Number of shifts
worked
8
0
8

Number of hours
requested
8
0
100

Number of hours
worked
100
0
100

Locum bookings (agency) by reason**
Number of shifts
requested
Vacancy
Not recorded
Sickness
Not recorded
Total
8

Number of shifts
worked
Not recorded
Not recorded
8

Number of hours
requested
Not recorded
Not recorded
100

Number of hours
worked
Not recorded
Not recorded
100

d) Locum work carried out by trainees (Bank)
This section of the report covers the breakdown of locum work carried out by trainees within the Trust.
In producing the report for October and November, the same trends of use of internal locums have continued,
with frequency of use slightly increased.
There is now good recording of these shifts, allowing some analysis. Where a trainee is required to ‘cross
cover’ on an emergency basis, locum payment is offered to the junior doctor in recognition of the increased
workload.
Listed below is a breakdown of cover as it was required. A precise breakdown of the causes are not available
at this stage.
Locality

Number
of shifts
worked

Number
of hours
worked

NW
SW
East
ST4-6,
Trustwide
Total

15
8
30
0

163.5
100
351
0

53

614.5

e)

Number
of hours
rostered
per week
48
48
48
Not
known

Actual
hours
worked
per week
<72
<72
<72
Not
Known

Opted out
of WTR?

None
None
None
None

Vacancies

There are 2 vacancies in training posts prior to the beginning of the current rotation of juniors. 1 training post is
filled with an LAS appointed doctor, with 1 further LAS to start in post in January.
f)

Fines

At this stage, no fines have been levied against the Trust in this, or previous, quarters.
Qualitative information, issues arising and actions taken to resolve
There have been 2 exception reports in the quarter being reported.
The main area of concern surrounds the report in December made by an FY1 Doctor which was based on
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safety. The report entailed what the junior perceived as unsafe levels of staffing on the ward she was working
on. She approached the Postgraduate department at St Peters (as they are an Ashford and St Peter’s
trainee), and liaison was done with them by the Locality tutor, Director of Medical Education and the Guardian
of Safe Hours. The situation was escalated to the Associate Medical Director, and addressed immediately to
a satisfactory level. However, as the situation may recur, it will require continued monitoring.
Concern remains to ensure trainees and trainers remain well versed in how and when to make reports.
Trainees from other localities are being asked to cover shifts at another locality quite regularly. A new system
has been agreed to aid the ease of locum payments for these shifts, with trainees being asked to sign on to
the Trust bank to allow them to be paid directly by the Trust. A fuller evaluation of the effectiveness of this
system will follow in the next quarter report.
There has not been a further meeting of the junior doctor forum as the proposed date fell over the period of
switchover of junior doctor rotations.
The Guardian of Safe Hours continues to support trainees with rota swaps.
Summary
In the context of the low number of exception reports being received, there is no action required on a formal
basis to make significant changes to the current rota and cover arrangements from an hours point of view.
Informal reports can be taken the Junior Doctors forum and this can allow for action from the Guardian of Safe
Hours or reporting to Associate Medical Directors for advice and further action.
The situation that gave rise to an exception report based on safety will be monitored.
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Trust Board in Public
Date

8th February 2018

Item No

13/18

Paper Title

People’s Experience Quarterly Report

Director

Jonathan Warren, Chief Nursing Officer and Deputy CEO

Report for

Discussion/Information

Discussed to date and
next steps

People’s experience information is shared at the Quality Committee and Executive
Board. Team level issues are shared at the Divisional Quality Action Groups and
reported through to the Operational Board.

Purpose of the paper

The Board are asked to comment on and note the report on the following:
 The results of the 2017 CQC National Community Survey
 Increase in people’s satisfaction in quarter 3
 Increase in people’s satisfaction in our CAMHS services – up 8%

Health/Social Impact –
Contribution to our
objectives

Caring: The relationships we build really makes a difference to people’s experience
Responsive: We need to ensure we find smarter ways of feeding back changes we
make
Safe: People understanding that listening to people’s feedback drives up our ability to
deliver safe services
Effective: People’s feedback help us deliver real evidence based change to improve
services
Well-led: we know that good leaders value people’s feedback and are driven to make
improvements and to help their teams understand how it feels to use their service

Impact on Risk

An inability to learn from what people tells us may enhance the likelihood of adverse
events and poor outcomes for people.

Financial Implications

Nil associated with this paper

History

The Quality Committee has receives an annual people’s experience Yours Views
Matter report and we meet quarterly with Healthwatch to discuss people’s feedback
and experience.

Executive Summary
This report summarises key feedback we have received from people in quarter 3 from our Your Views Matter real
time feedback system. The report also shows our performance in the 2017 CQC National Community Mental
Health survey including how we benchmark against other Trusts in our region.
Positive Findings
 We have performed the best to date in the CQC National Community Survey 2017
 We have seen a 10% increase in overall satisfaction from quarter 2
 91% of people would recommend us to their friends and family
Areas for Improvement



People feeling involved their care in our inpatient services remains around 20% lower than in our
community services
We need to improve our collection of people’s feedback in our learning disability services

1
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1. Peoples’ Experience
This report summarises key feedback we have received from people in quarter 3 from Your Views Matter
real time feedback system. The report also shows our performance in the 2017 CQC National Community
Mental Health survey including how we benchmark against other Trusts in our region.
1.1 Involvement in care planning – inpatient services
78% of people (272
surveys completed) who
took part in the Your
Views Matter inpatient
surveys in quarter 3 said
they were involved in
planning their care (either
completely or to some
extent).
24/7 Windmill House
continues to perform well
for
this
indicator,
consistently
achieving
100%.
We continue to recruit more volunteers to spend time with people in our inpatient services supporting them
to complete the surveys. This is resulting in an increase in the number of surveys being completed and
quality of the feedback.
1.2 Involvement in care planning – Community services
93% of people (512 surveys
completed) who took part in the
Your Views Matter community
surveys in quarter 3 said they
were involved in planning their
care (either completely or to
some extent). Our Older People
Mental
Health
Community
Services continue to perform well
for this indicator. Our Adult
Mental
Health
Community
Services continue to show
improvement on involving people
in planning their care.
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1.3 Friends and Family Test
Out of the overall 1121
surveys completed in quarter
3, 91% said they were
extremely likely or likely to
recommend our services to
their friends and family. This
is a 4% rise on our quarter 2
performance.
Our Older People Mental
Health
and
Specialist
Services consistently achieve
better friends and family test
results than our Adult Mental
Health services.
1.4 Overall experience
69% of people who completed
a questionnaire in Quarter 3
said they were satisfied with
the service they received
which is a 10% increase on
quarter 2 performance and a
7% increase on the same
quarter last year.
Our Older People Mental
Health
and
Specialist
community services continue
to perform particularly well.
Our Quality House indicator
for 2017/18 defines ‘satisfied’
as scores 9-10.
It is pleasing to report that
although our CAMHS Services
are under significant pressures and subject to much scrutiny, people’s satisfaction levels have risen from
61% from last quarter to 69% for this quarter. The number of CAMHS complaints has also reduced in this
timeframe. However, we continue to receive negative sentiments from Healthwatch and Family Voice. We
are working with Healthwatch to develop an independent feedback piece for our CAMHS Services and
have engaged Healthwatch with the CAMHS Rights and Participation team.
2. CQC National Community Mental Health Survey
National picture from survey feedback
While 71% of respondents reported that they know who to contact when they experienced a mental health
crisis out of hours, fewer people are satisfied with the quality of care and support that they feel they are
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receiving when they do make contact. This year, 26% of respondents said that they did not feel they
received the help they needed from crisis care, compared to 21% in 2014.
 25% of respondents reported they had not seen workers from their mental health services often
enough to meet their needs in the last year – up from 21% in 2014.
 68% of respondents felt listened to by their healthcare or social workers –down from 73% in 2014.
Also, 61% of respondents answered ‘yes, definitely’ to whether they felt they had enough time to
discuss
their
needs
and
treatment
–
down
from
65%
in
2014.
 Experiences seemed to vary across different population groups, particularly around overall care,
respect and dignity, involvement, access and communication. There was a general trend that
respondents aged 50 and above reported more positive experiences. Also, there was a marked
trend that the longer a person is in contact with mental health services, the worse the experience
reported.
It is pleasing that the national comparison shows that we are the “same as other Mental Health Trusts” in all
areas, but that we are ‘better than other Trusts’ for 5 individual questions. This is our best performance to
date.
In comparison to last year’s results, we have seen a statistically significant improvement in 1 question,
where people felt more involved in discussing how their care is working.

In comparison to other trusts
in our region, we are the
highest scoring Trust for
people’s overall experience.

 Our final response rate was 27.3%, which was 2.1% lower than 2016 but 1% higher than the national
average.
 The findings suggest that we have had a statistically significant decrease for the question around
people having had a formal meeting with someone from the NHS to discuss how their care is working
within the last 12 months, which we will work with to understand peoples experience further in this area.

4
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Trust Board in Public
Date

8th February 2018

Item No

14/18

Paper Title

CQC Update – Implementation of new framework

Director

Jonathan Warren – Chief Nursing Officer and Deputy CEO

Report for

Discussion/Information

Discussed to date
and next steps

Discussed at SABP Executive Board December 2017.

Purpose of the paper

The Board are asked to comment on and note the following:
 To reflect on the impact of the new inspection framework
 The need to be inspection ready in all our core services
 Our key areas to expect inspection activity in 2018

Health/Social Impact
– Contribution to our
objectives

Our ability to maintain and improve the quality of care gives people, families a great
experience and helps us achieve the following:
Safe: People are protected from abuse and avoidable harm.
Effective: The care, treatment and support provided achieve good outcomes, help to
maintain quality of life, and are based on the best available evidence
Caring: Our staff involve people and treat them with compassion, kindness, dignity
and respect.
Responsive: Services are organised to meet patients’ needs.
Well-led: The leadership, management and governance of the organisation ensure
that it provides high-quality care based on individuals’ needs; encourages learning and
innovation; and promotes an open and fair culture.
The CQC essential Standards provide an important minimum indication of the quality of
care being provided by services and where we need to target our resources to reduce
risk and improve experience

Impact on Risk

Financial
Implications

There may be financial / reputational implications if we do not meet the essential
standards for quality and safety and non-compliance can lead to further involvement
from our regulators.

History

We report our progress against the 5 key CQC questions at our Trust Board

Executive Summary
This report describes how the new CQC inspection framework will impact on us, and what inspection activity we
should expect for 2018 in our health and social care services.
Positive Findings
 Through our relationship management meetings we can close many of our outstanding ‘Requirement
Notices’
Areas for Improvement


Our inspection readiness work across operational services supports us having reliable systems and
processes in place and highlights the need for improvements
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CQC Update Report
1. Implementation of the new CQC assessment frameworks
CQC have simplified their assessment frameworks to help complex providers and those with more than
one type of service. The 11 separate frameworks for healthcare services have been merged into one, and
the two frameworks for adult social care have also been merged into one.
They intend to fully embed the approach by spring 2019, by which all trusts can expect to have an
inspection of the well-led key question and at least one core service inspection approximately once each
year. We will receive a provider information request (PIR) once a year with 4 weeks to return the
information. This will being two parts, a Trust level request and a sector request which will ask us to report
on a limited number of key information items for our core services
CQC will use our previous ratings as a guide to setting maximum intervals for re-inspecting its core
services alongside its inspection of the well-led key question. Each core service will be inspected over a
five-year period. More than 5 core services in one phase could be considered to be a comprehensive
inspection.
They will re-inspect after:
• One year for core services rated as inadequate
• Two years for core services rated as requires improvement
• Three and a half years for core services rated as good
• Five years for core services rated as outstanding
While our ‘health’ services will move away from comprehensive inspections, our adult social care services
will continue to receive them, but the timing will vary. Services rated ‘good’ will be inspected after two and
a half years; ‘outstanding’ services after three; while those rated ‘requires improvement’ will be inspected
annually, and ‘inadequate’ after six months.
CQC will take into account our own assessment of the quality of our core services. If we tell them that
services have improved, they will inspect them wherever they can. They will develop their insight data
model to include mental health services in January 2018 and publish this on their portal so we have
visibility of this.
They will request to attend a Council of Governors and Board meeting and possibly our Quality
Committee at least once a year. CQC will work with NHS Improvement to assess and rate our use of
resources at the trust level. Along with the new framework, CQC have strengthened their key lines of
enquiries (KLOES).
They include new content to strengthen specific areas and reflect current practice, and they have
improved the wording to simplify the language to aid clarity and understanding.
New focus on:
 Support for carers and families, including people’s emotional support
 The protection of people with protected characteristics from discrimination and the Equality Act
 Stronger evidence base and the need to evidence working in line with the most current legislation
and guidance
 How we work with national priorities such as smoking cessation, dementia care, drug and alcohol
 How technology is used to support timely access to care and treatment
 Alignment of strategy to local plans in the wider health and social care economy, and how services
have been planned to meet the needs of the relevant population
62
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 When considering developments to services or efficiency changes, how is the impact on quality
and sustainability assessed and monitored? Are there examples of where financial pressures have
compromised care?
 Is appropriate and accurate information being effectively processed, challenged and acted on?
 Are the people who use services, the public, staff and external partners engaged and involved to
support high-quality sustainable services?
2. What this means for us
We can predict that we will have inspection activity in our core services with a current ‘Requires
Improvement’ rating next year. These are:



Acute Adult Inpatient Services and PICU
Crisis and Health Based Places of Safety

We also believe that our Children and Young People’s Services are likely to be inspected due to national
interest and our improvement plans.
We can, of course, receive an unannounced visit to any of our services at any time should an issue be
raised to CQC that is of sufficient concern to trigger an inspection.
The inspection of the well-led key question at trust level will follow the core services’ inspection. This will
be announced after the Regulatory Planning Meeting (RPM) to give time to schedule the appropriate
interviews. On-site activity will take approximately two days. This assessment focuses on well-led at trust
level, and will draw on CQC’s wider knowledge of quality in our trust at all levels, focusing on its
leadership, governance and management. This will also examine how well we work with our partners,
and how we integrate services across the sector. This is a new development for the CQC’s inspection
regime, and fits in with an approach that believes that if the leadership is right, the overall quality should
follow.
3. Relationship Management
We are meeting with our inspection team in February 2018 to provide evidence to remove the
‘Requirement Notices’ which remain from our February 2016 comprehensive inspection. We can predict
that the following could be closed in conjunction with the outcome of our recent well-led inspection where
significant improvements were noted with regard to incidents and complaints.
1. The Trust board did not have a thorough oversight of incidents and complaints.’
2. The Trust had weaknesses in their systems for reporting and learning from all incidents. Incidents
logged by staff were not signed off by some managers which resulted in a backlog.’
3. There was a lack of governance and oversight of the incident reporting system. Front line staff
reported incidents but the ward managers on Delius and Elgar wards did not review them. This
meant there was no assurance that potentially serious incidents were fully investigated or
escalated to the attention of the service manager and matron.’ ‘Risk assessments were not
consistently reviewed and updated following incidents.’
4. ‘The trust does not ensure that all policies have been reviewed and updated in line with changes in
national guidance and guidelines. The trust’s seclusion policy had not been updated to reflect the
revised Mental Health Act Code of Practice dated 1 April 2015.’
5. In the adult acute mental health wards and psychiatric intensive care unit, staff compliance with
mandatory training was below acceptable targets. Some staff had not received an appraisal.’
6. In the child and adolescent community mental health services, compliance with staff supervision
and appraisal was below acceptable targets.’
63

3

7. The provider had not ensured that staff in the crisis resolution and home treatment teams had
received appropriate training to enable them to deliver care and treatment to service users safely
and to an appropriate standard.’
8. The provider had not ensured that patients on Primrose ward had access to toilet and bathroom
facilities without having to pass bedrooms occupied by patients of the opposite sex.’
9. The provider had not ensured that nurse call alarms in shower areas on Spenser ward were
appropriately located to be used by people.’
10. The trust had not protected service users in the home treatment teams against the risk of
inappropriate or unsafe care by ensuring that allergies were appropriately recorded.’
11. The trust had not protected service users from risk of harm because the trust had not responded to
all calls made to the crisis line.’
12. The trust did not ensure the privacy of service users at the Spelthorne CMHRS service. Service
users were required to walk through the staff office in order to access interview rooms. There was
a risk that members of the public could access confidential material within the office.’ ‘There was
an inadequate level of sound proofing in the interview and meeting rooms.’
Successful closure of the above will leave the following 3 ‘Requirement Notices’ that we are likely to be
tested again through inspection activity.
1. There was inconsistent medicines management practice across the trust. There were controlled
drugs discrepancies on two wards and out of date drugs on three wards. On three wards, liquid
medicines and creams did not have opened dates recorded. Medicines fridge temperatures were not
recorded correctly at 3 sites. Staff did not follow policies and procedures about managing medicines,
including those related to administration, disposal and recording in the adult acute mental health
wards and psychiatric intensive care unit.’
2. Risk assessments and risk assessment tools in the home treatment teams were not consistent or
always updated in response to changes in risk.’
3. The provider did not always assess the risks to the health and safety of service users of the child
and adolescent community mental health services and did not always do all that was reasonably
practicable to mitigate such risks.’
In addition, we have 2 ‘Requirement Notices’ from the April 2017 Abraham Cowley Unit inspection in
relation to the lighting and layout of our dormitories. We are working to make improvements to this
environment.
We had a planned ‘Inpatient Services for People with Learning Disabilities and Autism’ core service
inspection at our Deacon Unit from 8th January 2018. This inspection report will replace the April Cottage
report. Initial feedback from this inspection has been very positive.
Our short break stay service for children, Beeches, closed on 30th November and our Ofsted registration
has been cancelled.
Children and Family Health Surrey Partnership – we are connecting with our colleagues across the
partnership to scope the work required to be inspection ready. We have been informed by our Surrey
inspection team that our Paediatric service is likely to be considered as a separate core service for us as a
provider.
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Trust Board in Public
Date

8th February 2018

Item No

15/18

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
Children’s and Young People’s services: managing well demand and respond quickly
and improve services across the wider system to achieve good outcomes and
improve life chances
Plan delivery: Developing a deliverable Plan for 2018/19 in view of the delay to
planning guidance and confirmation of commissioning intentions.

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 - 1942: 1853: 1865: 1989: 1833: 1920: 2000: 2017: 1927: 1901:
1960: 2014: 1984: 1817
Children and Young People Risks - 1992: 1980: 1946: 1960: 2004: 1965: 2002: 1948:
1947: 1949: 1928: 1978: 1999: 1979: 1891: 1950: 1951: 1944
Plan Delivery - 1945
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.
 Pressures: bed occupancy has reduced during the last two weeks of November in working age as well
as older people’s services to <85%. It is too soon for this to be considered to be a sustained trend.
Areas for Improvement
Our highest risks are:
 Pressures: Staffing remains a significant risk requiring continuous proactive management
 Pressures: Bed pressures have been seen in December & January resulting in the use of some private
beds.
 Children’s and Young People’s services - in particular waiting times and due diligence post transition of
service inherited from Ashford & St Peter’s Hospital
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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, and 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 which continue, including
managing our staffing levels, particularly in our inpatient services and during peak holiday
periods 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: 1942:
1853: 1865: 1989: 1833: 1920: 2000: 2017: 1927: 1901: 1960: 2014)
- Bed occupancy - consistent occupancy over 85% leading to delays in access to acute
emergency treatment. Bed occupancy has increased again in December and January.
Bed availability for children and young people continues to be difficult to source when
needed. (Links to Risk Register:1984: 1817)

Key Mitigations (latest additional actions)
 Community staffing calculator being developed


Annual leave forward planning for last quarter



Focus on Delayed Transfers of Care with system partners



Monitoring and review
community teams

of

caseload

allocation(s)

Chief
Finance
Mar. 18
Officer
Chief
Operating Mar. 18
Officer
/
Chief
Medical
Officer
Chief
Operating
Officer

Mar. 18

within Chief
Operating
Officer

Feb. 18

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
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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: 1992: 1980: 1946: 1960)
- Children and Family Health Surrey Community Paediatrics - (Links to Risk Register:
2004: 1965: 2002: 1948: 1947: 1949: 1928: 1978)
- System and partnerships governance - (Links to Risk Register: 1999: 1979: 1891: 1950:
1951: 1944)
Key Mitigations (latest additional actions)
 Delivery of Community Paediatric recovery plan for Individual
Health Assessments (IHAs) - backlog of children waiting
resolved
 Implementation of improvement plan developed with Beacon,
our One Stop partners, to support transformation in line with
care pathway
 Planned prescribing review for transferred service from Ashford
& St Peter’s Hospital


Chief
Operating
Officer
Chief
Operating
Officer
Chief
Operating
Officer
Progression of Tier 4 CAMHS specialist commissioning Chief
partnership - (in shadow from 01/10/2017) - Programme Finance
Officer
/
Director in place
Director of
Innovation
&
Developm
ent

Jan.18

Mar.18

Feb. 18

Dec.17

Plan Delivery
Developing a deliverable Plan for 2018/19in view of the delay to planning guidance and
confirmation of commissioning intentions.
The following risks have been identified:- Commissioning intentions: (Links to Risk Register: 1945)
Key Mitigations (latest additional actions)
 Negotiations with Commissioners on investment and growth
funding aligned with pressures and demand, STP objectives Chief
Finance
and agreements, and Strategy priorities
Officer

Feb. 18

The Board is advised that the Executive has also agreed to “tolerate” one high level risk.
This is (1644) Risk of Cyber Attack. This will continue to be closely monitored.
3.0

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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Item No

16/18

Paper Title

Complaints and Compliments Report – Quarter 3

Director

Jonathan Warren, Chief Nursing Officer and Deputy CEO

Report for

Discussion

Discussed to date
and next steps

Complaints and PALS information is shared at the Quality Committee and executive
Board. Team level issues are shared at the Divisional Quality Action Groups and
reported through to the Operational Board.

Purpose of the paper

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




Health/Social Impact
– Contribution to our
objectives

Impact on Risk
Financial
Implications
History

We have received fewer complaints in quarter 3 than we received in quarter 2.
Experience of clinical treatment and the values and behaviours of our staff are
people’s main concerns
We are working to collectively improve our response times to complaints
through the scrutiny panel process as we are underachieving at 62.5% of
responses delivered against a target of 75% in the first 3 months of the new
processes inception.

Caring: The tone of our communication really makes a difference to people’s
experience
Responsive: We need to ensure we find of showing the good local response work
Safe: People understanding that listening to people’s concerns drives up our ability to
deliver safe services
Effective: Complaints help us deliver real change evidence based change when things
have gone wrong
Well-led: we know that good leaders value people’s feedback and are driven to
support local resolution of concerns
An inability to learn from complaints may enhance the likelihood of adverse events and
poor outcomes for people
Nil associated with this paper
The Quality Committee has received an annual Complaints, Compliments and PALs
report and we meet quarterly with Healthwatch to discuss people’s feedback and
experience.

Executive Summary: This report gives the overview of the positive and negative sentiments from people,
families and carers received through Complaints and PALS. It reports the quarter 3 data showing a month on
month comparison with last year, the main themes of complaints and gives a summary of learning from a sample
of complaints where a response has been provided with a learning action.
Positive Findings
 We have seen a significant amount of compliments for Elmbridge CMHRS this quarter (17)
 We received 178 compliments regarding care across 61 different teams.
Areas for Improvement


We need to continue to improve our collective responsiveness to investigation complaints and delivering
on the promises we have made to families.

69

1

1. Complaints and Compliments Report
This report provides the Board with detailed feedback, which helps show how people experienced our
services in Quarter 3.
16
14
12
10
8
6
4
2
0

2017/18
2016/17

We received 19 complaints this quarter,
6 in October, seven in November and 6
in December. We received fewer
complaints in quarter 3 compared with
the 28 in quarter 2. This chart shows the
number of complaints received in
2017/18, compared to 2016/17.
62
complaints have been received since
April 2017.

Out of the 100 PALS contacts received
this quarter, 45 were from people who
use our services and 48 from carers and families. We also received 7 contacts from others for example,
the public.
Out of the 19 complaints received, 7 were about medical concerns and 12 were about operational matters.
The majority of complaints we receive continue to be for our Working Age Adult Mental Health Services – of
the 13 received, 5 were for our inpatient services (a decrease of 3 from last quarter), however, 4 of the
inpatient complaints were about our services at Abraham Cowley Unit. We have seen a further decrease in
the number of medical complaints received during this period in all services.
Experience of clinical treatment and the values and behaviours of our staff are people’s main concerns
during this quarter. The table to below shows the 19 complaints received and the services they relate to.
Service
24/7 Blake Ward

Number
received
2

People’s primary concern

Spelthorne CMHRS

2

Liaison ESH

2

24/7 Anderson Ward
24/7 Clare Ward
24/7 Mulberry
Guildford CMHRS

1
1
1
1

Admissions, discharge and transfer arrangements
Failure to follow agreed procedures
Clinical treatment – treatment did not have expected outcome
Values and behaviours of staff - confrontational
Communication – lack of explanation
Clinical treatment – lack of continuity
Clinical treatment – coordination of medical treatment
Clinical treatment – coordination of medical treatment
Communication – patient not kept informed
Clinical treatment – lack of continuity

NEH CMHRS
Reigate CMHRS
Tandridge CMHRS
Waverley CMHRS
Community Paediatrics
CYPS NW

1
1
1
1
1
1

Values and behaviours of staff – insensitive to patient needs
Clinical treatment – coordination of medical treatment
Values and behaviours of staff – lack of support
Clinical treatment – lack of continuity
Values and behaviours of staff – insensitive to patient needs
Communication – lack of explanation

Liaison ASPH
Liaison FPH
Psychotherapy NW

1
1
1

Clinical treatment – treatment did not have expected outcome
Clinical treatment – treatment did not have expected outcome
Values and behaviours of staff - confrontational
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2.

Breakdown of positive sentiments/compliments

We received 178 compliments
from people across 61 teams.
10
This table shows the teams that
have received 5 or more
0
Elmbridge
AEDS
Post Order
24/7
Surrey
3 C's
Windmill 24/7 Clare
compliments during this quarter.
CMHRS
CAMHS Anderson
Heath
CAMHS
House
The theme from compliments
CMHT-OP
received is that people have
thanked us for our encouragement to continue with their recovery, stopping a crisis from escalating and
improving family relationships. Additionally a carer thanked us for being able to get back to work.
20

3.

Responsiveness

Our improvement plan agreed at the Quality Committee is to improve our performance from 50% to 75% of
complaints responded to within 49 days. A new process started at the commencement at quarter three to
improve our timeliness of response, where we now are focussed on the management of timelines and
working with divisional colleagues to drive up our performance.
At the end of quarter 3 we delivered 62.5% of responses within 49 days which falls short of ensuring a good
experience for people we serve. Of the 19 complaints received during the quarter, 7 have been completed
(5 were completed early or on time and 2 were over the 49 day timeframe). However, in addition to these 7
complaints, a further 19 complaints have been completed from previous quarters.
Of the 12 active complaints we have ‘stopped the clock’ on one is due to lack of consent to share and 8 of
the remaining 11 complaints are due to meet the timescale.
4.

Ombudsman (PHSO)

At the start of Quarter 3, one complaint is with the PHSO for investigation from CYPS Division (NW Sector
CAMHS).
We received notification that 1 complaint will be investigated by the Ombudsman for our Working Age Adult
Division (Runnymede CMHRS) about social care support.
The Ombudsman completed 1 investigation in quarter 3 for WAA (NE Hants CMHRS/AEDS) and an action
plan was developed. These actions are being monitored through the monthly WAA QAG meetings until
their completion.
5.

Learning and actions taken from complaints

The following key learnings are identified from complaints that were closed in quarter 3 where there were
actions for improvement.
Children and Young People’s Services
We received a complaint for CAMHS SE about medical treatment for a young person and that medication
was the only intervention provided. The investigation upheld this complaint and we apologised to the family
and ensured the appropriate support is now in place.
We investigated a complaint for CAMHS NW about the outcome of an assessment and apologised for
information being sent to another party in error and we have changed our processes to ensure that this
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does not happen again.
We received a complaint about our Child and Family Health Services (CFHS) - We are now asking
administrators to check appointment dates on the system and upload questionnaires on to records so they
are available.
Specialist Services
We received a complaint from a family member who raised concerns about the treatment of a person by
our i-access service and our endeavours to engage them with detox treatment prior to their passing. We
acknowledged that we could have done more to support the family member in their role as a carer, and we
apologised for this.
Working Age Adult Mental Health Division
We received a complaint about the decision to discharge someone from Langley Green Hospital and
confirmed that this discharge was appropriate. We advised that the parents should have been offered a
carer’s assessment, and there have been some improvements in practice around support for carers. We
apologised for the lack of support offered following a serious incident that then occurred. We acknowledged
that we should have done more to support the person and their family.
We received a complaint from the family of someone who was admitted to Clare Ward. We apologised for
poor communication around an incident where the person went missing from the ward. We explained that
temporary staff had been on duty and that they were not as familiar to the ward processes as they should
have been. We advised that we have since reviewed staffing levels across our in-patient units and we are
now working with an extra member of staff during the day and have a more robust temporary staff induction
process has been put in place.
We received a letter from a family regarding concerns about someone’s care and treatment on Blake Ward
before the person took their own life. The family told us that information was shared with the family by
phone without checking who the person was. We confirmed that confidentiality is paramount and that the
Matron will look into how to reinforce this message to staff. We apologised for how a telephone call was
conducted which informed the family of the death. We apologised about how the offer of a meeting was
handled, that the letter to the family was of a poor quality and that we have improved the quality of any
future correspondence. We provided clarification on some of the comments made by the doctor at the
meeting.
We received a letter from the family of a person who was under the care of Elmbridge CMHRS and iaccess raising concerns about their care and treatment. The investigation found no evidence that an
assessment of their social care needs or an assessment of carer needs was undertaken. We apologised
for this as a failing. We can also see that there was a funding dispute between authorities which created a
delay in moving forward. The lack of assessment and support also contributed to the delay. We
apologised for the lack of support for this person while the family was away and there was not a sufficient
response from our service. We apologised for the lack of communication between our CMHRS and iaccess.
We received a complaint from the family of someone receiving services from Magnolia Ward. We
acknowledged that there are challenges with recruitment of staff and at times there are more agency staff
working on our wards than we would like. We advised that the Ward Manager has confirmed that there
have been occasions where care has fallen short of our expectations.
We received correspondence from the family of someone who was discharged from Elmbridge CMHRS.
We explained that a previous email was responded to by letter to the home address by the manager. We
confirmed that the manager spoke to the family in September and relayed what had been written in the
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letter. We apologised that the family felt that the person did not receive enough support, however our
investigation found that various types of support had been offered but the person had declined to engage
with the groups. After receiving a further referral, a previous worker contacted the person and found that
they were already receiving assistance with housing issues, and no other issues had been identified for
CMHRS support.
We received a complaint from someone who received a service on Blake Ward about the restraints that
had taken place. We explained that there had not been a specific staff member who had been involved in
all of the restraint incidents, that no member of staff acted alone during any physical intervention and an
explanation why the restraints had taken place.
We received a complaint from the family of someone awaiting psychological therapy at Reigate CMHRS.
We explained that there had been problems with the delivery of psychology due to staffing changes within
the team. We apologised for our communication with the family as this was not undertaken in a timely way.
We received a complaint from someone using our Waverley CMHRS regarding their treatment and
subsequent discharge from the service and feeling left without support. We apologised for how the person
had been left feeling despite finding that the treatment had been appropriate. However we found that the
person’s discharge had not followed our processes and we have ensured that the person has now been
discharged with the appropriate follow up plan.
We received a complaint from someone regarding their treatment from our psychotherapy service.
apologised that the person was not able to form a therapeutic relationship with their therapist and
sessions were not productive, leading to further concerns developing. We acknowledged the distress
the person had felt during the sessions but reported that after investigation the treatment provided
been appropriate.

We
that
that
had

We investigated a complaint regarding Mental Health Act paperwork during transfer between wards. We
apologised for this error and advised that our process had been changed to ensure that when paperwork is
sent to the Mental Health Act Administrators this is documented in the person’s record.
We received a complaint about comments made by a locum doctor at our Spelthorne CMHRS during an
appointment. We investigated and found that the records made were appropriate, however we apologised
that this was the person’s experience of this locum. Unfortunately the locum has now left and we were
unable to speak to the doctor about this.
Older People’s Mental Health
We received a letter raising concerns about our safeguarding and serious incident procedures.
We
acknowledged that a serious incident investigation is being undertaken and apologised for the delay in this
investigation taking place.
We received concerns about the interventions of Mid Surrey CMHT-Older People’s and subsequent
removal of a person’s driving licence. Concerns were raised about the person’s memory and a MRI scan
was requested. Our doctor wrote to the DVLA giving further information about this person’s condition as
concerns had been received. We did not inform the person that we would be writing to DVLA and a
dementia and driving protocol has now been implemented within the team. We apologised for this mistake.
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Item No
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Paper Title

Quality Improvement Update Report

Director

Jonathan Warren, Chief Nursing Officer and Deputy CEO

Report for

Discussion

Discussed to date and
next steps

Previous committees or groups consulted and next steps- This paper was discussed at
the January Executive Board

Purpose of the paper

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




Health/Social Impact –
Contribution to our
objectives

Impact on Risk

There are currently 48 projects actively in progress with some successes with the
physical health clinic on Clare Ward.
Training to skill up our staff in the use of Control charts has taken place.
Extensive work continues to build the will and foundations for QI in the
organisation, through effective training, recognition and celebration of success and
senior leadership support.

How this will contribute to achieving/demonstrate
Caring- Will ensure people receive care that delivers the best possible experience
Responsive-Will ensure processes are made more reliable to deliver the clinical
strategy; Safe-QI will bring reliability to all processes thereby reducing likelihood of an
adverse event. Effective-Emphasis on measurement will ensure we don’t chase the
RAG rating but deliver sustained positive outcomes for people. Well-led- QI will build
the will to improve and will ensure we deliver safe, reliable care all of the time
To achieve this work there is a need for the approval of the QI business case to ensure
the right level of resources is available to deliver the changes in approach.

Financial Implications

Funding from Health Education England has helped with the delivery of some key
improvement initiatives.

History

We have enhanced our pace on the delivery of the QI Agenda

Executive Summary
Quality improvement is an approach to support teams to continuously improve the safety and quality of the care they
provide. In the last 3 months, we have been working to build the ‘Will’ in sharing and showcasing what we can
achieve through embedding robust QI processes in everyday work. We have commenced our in-house training for QI
champions; we have showcased our work at the South of England collaborative and enhanced our focus on use of
Data for improvement instead of judgement.
Positive Findings
 Continued improvement in engagement with QI initiatives.
 Champions training has been developed and the 1st cohort has now commenced
 Filming for Suicide Prevention and Clare ward clinic celebration has commenced
 Recognition at national event for training
 Focused effort on presenting data in control charts that will support the identification of areas for targeted
improvement
Areas for Improvement


Development of our Quality Improvement and safety culture to increase the momentum and enthusiasm for
Quality Improvement as “the way we do things around here”

Version 1.0
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1. Introduction
This report provides a high-level summary of our progress with delivering QI projects in the last
quarter. Our ambition is to achieve a sustained reduction in harm and an increase in reporting
of good care outcomes and experience, from people, carers & families who use and work in
our services. To achieve this we will make processes more reliable through the embedding of
our quality improvement approach.
2. Building the Will
In the last three months we have been working to build the ‘Will’ in sharing and showcasing
what we can achieve through embedding robust QI processes in everyday work. We have
commenced our in-house training for QI champions who will be the advocates for QI in their
services. (pic 1)

Pic 1

Pic 2

Pic 3
Keith, Clare Ward Manager, showcased our Physical Health Wellness clinic at the South of
England mental health collaborative. This was well received, with very positive comments from
over 200 delegates. Our QI approach has been about helping leaders own their space and
speak confidently about the improvements in their own services. Keith left the conference
enthused and energised wanting to do even more to improve the quality of care on his ward,
particularly on embedding clinic work. We are in the process of filming him and his ward
celebrating their QI success with the Wellbeing clinic. The video will be hosted on our ‘you
tube’ page.
3. Building Foundations
We have enhanced our training approach to support the building of QI understanding across
the organisation. Our target is to train 1000 people in QI by April 2018. To date 645 people
have been recorded as having undergone training in QI. This includes receiving an
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introduction to QI at induction see chart 1. In November 2017, 18 people became our first
cohort of QI champions, and they will graduate in May 2018, when the second cohort will
commence (pic 1). Teams who requested and received bespoke QI training in November
include HR, Psychiatric Liaison, Victoria Ward and Juniper Ward. We have also commenced
focused training at development forums for doctors.

Pic 4

Chart 1
Pic 4 above shows our data teams receiving training on reliability/ collection of data for
improvement and use of control charts from our colleagues from NHS Improvement. This
training has helped build the momentum in developing our first proof of concept report to the
Executive Board in January with control charts.
4. Testing New Ideas / Fidelity to model
There are currently 48 projects actively in progress. There are an additional 14 projects which
have completed or closed, and a further 27 ideas which have been registered but are yet to be
developed into a QI project. Below chart 2 is showing a project currently taking place at
Margaret Laurie House, focusing on how we can encourage exercise and healthy living for
those people using our rehab services.
A “move and grove” group was started with the team, and we have seen some early signs of
reduction in weight and reduction in levels of isolation. Picture 6 shows Oakwood staff
receiving training on PDSA and measurement as we build the will for improvement in our
Learning Disability Services. Picture 5 shows a QI team led Rowan Ward away day helping
build foundations for QI, where the team wore red against racism.
Spenser Ward have been actively leading a project we have worked together with the research
and innovation team looking at using a Jdome bike linked to google earth where they can see
and cycle on roads they recognise. Measures have been agreed and will focus on using Jdome
as a coping mechanism for older adults with anxiety and depression.
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Pic 5

Pic 6

Chart 2
5. Holding the Gains
Physical health Wellbeing clinic has been a success over the last few months, as it has
delivered very positive outcomes for people using our services with an average of 6 people
seen in clinic every week on Clare Ward with a number of different needs. Some have been
supported and managed in the clinic, and some have helped identify a gap in provision.
We have identified 12 podiatry problems that needed intervention. 30 new care plans were
initiated following the clinic, 10 people were referred for smoking cessation and 5 sexual health
concerns were identified and treatment sought (see appendix 1). These are all issues that may
have not been identified if a protected clinic with dedicated time / staff was not in place. We
have now reached a point where there is reliability in our data to start spreading and clinics are
being tested in Magnolia and Mulberry with some good initial feedback.
Magnolia Handover project looks at trying to build reliability in our handover processes and
the use of the SBAR tool. The data in appendix 1 shows that there has been some
improvement in the perceived quality of handover, but there are some dips in performance
which appears to align with Agency staff leading a shift. Our focused work is now to identify
steps to make the process reliable across the board even when agency staff are leading a shift.
6. Celebrating Success
In December, we were successful as part of the South of England Mental Health Collaborative
in winning two gold awards for training at the National Training Journal Awards. We continue
to take a leadership role in the collaborative with 3 SABP staff leading as Faculty members. We
have commenced our Suicide prevention training development/ filming and we have been
approached by South London and the Maudsley to work with them and share our expertise in
providing mouth care support in a mental health setting. We remain pace makers with regards
to how well we have embedded the Mouth Care Matters work in a mental health and LD
setting.
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Appendix 1
Fig 1- Wellness Clinic Clare Ward

Fig 2- Magnolia handovers
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Workforce Race Equality Agenda

Director

Gavin Wright, Director of Workforce

Report for

Discussion/Information

Discussed to date and
next steps

The contents of this report have been discussed at the Executive Board

Purpose of the paper

The purpose of this paper is to provide an update on the Trust’s race equality agenda.
The Board is asked to note:
 The key workforce data in relation to BME staff.
 The likelihood of BME staff to enter into the disciplinary process
 The proposed direction of travel in moving this agenda forward
Ensuring the Trust clearly places equalities at the heart of its agenda and
organisational culture is key to effectively achieving its objectives.

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

There is considerable risk to the Trust if it does not respond to and address both its
race equality as well as its overall equalities agenda.

Financial Implications

There are no financial implications associated with this report

History

N/A

Executive Summary
This paper provides the Board with contextual information in relation to the Trust’s race equality agenda,
highlights particular areas of concern, and details the proposed direction of travel. A further update will be
provided to the Board in April.
Positive Findings
 The number of BME staff entering the disciplinary process has reduced.
 Immediate action has been taken in response to the recent Health Service Journal article
 The Trust has secured the assistance of the Chair of the BME Network at NHSE to advise on its agenda
moving forward
Areas for Improvement




The number of BME staff who move from being shortlisted for a role to then being the successful
candidate is low compared to white applicants.
BME staff are underrepresented in senior pay grades
BME staff are reluctant to apply for promotion
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Workforce Race Equality Agenda
1.
Introduction
The purpose of this report is to provide an update to the Board on the Trust’s workforce race
equality agenda and the action that is being taken to progress this critical work stream. The report
also provides some context to the recent Health Service Journal article which placed the Trust as
the third worst in terms of the likelihood of BME staff entering the disciplinary process.
2.
Background
As of January 2018 70.23% of our staff classify themselves as being White or White British (White)
and 29.77% as being from a BME background. The make-up of White and BME staff at a service
level is shown below.

Trust
Corporate
Clinical
24 7 Services
Community & Other
Clinical Services

White %
70.23
78.44
68.40
46.97
74.32

BME %
29.77
21.56
31.60
53.03
25.68

Other key data which provides a context to our workforce race equality agenda and the issues
raised in this report are detailed below:






The number of BME staff reduces significantly in senior pay grades. For example,
14.88% of staff in Band 8A are from a BME background, 24.76% in Band 8B, 7.86% in
Band 8C and 0% in Band 8D. The most significant representation of BME staff in nonmedical grades is in Band 2 at 47.20%
In our 24/7 services, BME staff make up 53.03% of the workforce.
In our Community Services, BME staff make up 25.68% of the workforce.
In terms of recruitment, the annual workforce equality and diversity data highlighted that
at the end of March 2017, the position was:
Ethnicity
BME
White



Applications
Shortlisted Appointed
Submitted
40.2%
38.3%
30.8%
57.2%
58.8%
67.4%

In 2017, there were 16 disciplinaries. Of these, 4 (25%) involved white staff and 12
(75%), BME staff. In 2016, there were 37 disciplinaries. Of these, 13 (35%) involved
white staff and 24 (65%), BME staff.

3.
Workforce Race Equality Standard (WRES)
As an NHS Trust, we are subject to the Workforce Race Equality Standard, the objective of which is
to ensure employees from black and minority ethnic (BME) backgrounds have equal access to
career opportunities and receive fair treatment in the workplace.
As part of meeting the standard, we develop an annual plan to facilitate improved performance
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against the WRES objectives. The current draft plan is attached as appendix one.
In addition to developing the plan, the Trust is required to make an annual return on key workforce
data relating to BME staff. One of these metrics relates to the number of BME staff entering the
disciplinary process and it is this aspect which was subject to a recent Health Service Journal
article. This placed the Trust as the third worst in terms of the likelihood of BME staff entering the
disciplinary process. As is often the case, the headlines did not portray the complete picture and in
reality, in 2017 the number of BME staff reduced by 50% with 12 individuals entering the process
compared to 24 in 2016.
However the proportion of white staff entering the disciplinary process fell even further so
proportionally the likelihood of BME staff entering the process did indeed increase.
There may be very good reasons why BME staff are more likely to enter the disciplinary
process. For example, there are more individuals from a BME background in junior grades and who
work in our 24/7 services where the greatest number of disciplinaries appear to arise. However, the
figures are of concern and this is reinforced by the fact that in January 2018 there were 12 live
disciplinary cases and 6 of these involved BME staff. On further examination of these 6, 4 should
not have entered the disciplinary process but rather have been dealt with in a different way.
4.
Moving Forward
It is clear that as an employer, we have a significant agenda in terms of how we manage our
existing and prospective BME staff. The three main areas of concern from my perspective are:




Our recruitment processes and whether these disadvantage BME staff in any way.
The perceived reluctance of BME staff to apply for promotion on the basis that they will
not be successful regardless.
The number of BME staff entering the disciplinary process

Whilst these three issues have been of concern for some time, insufficient progress has been made
in terms of identifying the causal reasons behind them and then what we need to do to address any
areas requiring change.
Given the spotlight that has recently been shone on the disciplinary issue, immediate action has
been taken to ensure there are appropriate arrangements in place to review any potential
disciplinary matter both at an operational as well as an HR level to robustly assess the merits of the
case before any formal process is instigated. Moving into the disciplinary process should not be the
default position, and we need to create an environment where it is the exception as opposed to the
norm. We also need to further develop a culture whereby alleged failings on the part of a staff
member provide the potential opportunity for development and learning rather than simply imposing
a disciplinary sanction.
To help the Trust develop its wider workforce race equality agenda, we have reached out to Marie
Gabriel, Chair of the BME network at NHSE, who has kindly offered to share her experience of best
practice in other NHS Trusts, and assist us in taking stock of our current position. Working closely
with the BME staff network we will use the information gathered from this exercise as well as our
own internal reflections to redevelop the workforce race equality action plan. My intention would be
to provide a further update to the Board at its April meeting
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WORKFORCE RACE EQUALITY INDICATORS 2017
APPENDIX 1 - ACTION PLAN – OCTOBER 2017
WRES
Indication
Number
1

3.

Indicator

Director
Lead

% of BME staff in each of
the Agenda for Change
pay bands is
representative of our
overall workforce.
Relative likelihood of
staff being appointed
from shortlisting across
all posts.
Percentage believing
that the trust provides
equal opportunities for
career progression or
promotion

Director of
Workforce

Relative likelihood of
staff entering the formal
disciplinary process

Director of
Workforce

Version 1.0

Key Deliverable

Target
Date

 Work with BME network to find out what is stopping our BME
colleagues applying for promotion and what are their career
aspirations. Interrogate recruitment data to evaluate external success
in recruitment vs. internal applicants.
 Look at recruitment process to evaluate if the process is causing
challenges for BME staff. Provide values based interview skills for staff.
 Reset the data to have a realistic target for the percentage of staff in
each Agenda for Change Pay Band that is suitably ambitious.
 Include spot salaries within Senior Agenda for Changes Bands
grouped by salary and include in the Trust target.
 Look at development process – facilitate individuals to apply for
permanent post or acting up
 Continue with developmental roles
 Review management development programmes to ensure they
provide appropriate training to facilitate acting up including skills such
as budget management
 Review cases that did not progress to a formal investigation to look
at root cause and whether People before Process is having a positive
impact
 Analyse if there are any patterns in alleged actions of BME staff
which lead to investigations.
 Monitor numbers of investigations involving BME staff from each
part of the Trust. Further investigate where numbers are
disproportionately high to assess whether there are issues such as
unconscious bias issue and whether training required? Are we using
the data to interrogate the culture and behaviour
84

Expected
Impact

June
2018

Increase in
opportunities for our
internal staff for
promotion. To equip
staff with the skills to
apply and be successful
in promotion. We
understand what the
reasons why BME staff
are less likely to be
appointed.

February
2018

Reduction in the
number of BME
employees involved in
formal disciplinary
processes

WRES
Indication
Number

5./ 6.

Indicator

Director
Lead

% of staff experiencing
harassment, bullying or
abuse from staff in the
last 12 months

Director of
Workforce

Relative likelihood of
staff accessing nonmandatory training and
CPD

Director of
Workforce

Key Deliverable

Target
Date

 Consider the use Circle of Support/QI early warnings by HR /BME
network to look at potential cultural issues
 Increase communication and engagement with BME network
through the 17/18 year to support initiatives
 Undertake a staff questionnaire to establish some baseline data in
the New Year
 Increase communication and engagement with all staff networks
through the 17/18 year to raise confidence that HR will be supportive
to individual employees who are experiencing issues at work
 Strengthen the awareness of the Staff Liaison Officer and Speak up
Guardian role who can guide and support all employees to access
support
 Engagement with staff when they start in the organisation – asking
how they are feeling and how they perceive other staff are being
treated.
 Provide training on what constitutes bullying and harassment – the
subtleties. Consider making training in people management skills
mandatory for all managers so they can support staff who have been
bullied or harassed.
 BME network already offers support to staff via induction and
supply a report to the Board. The network will look at themes.
 BME network and HR to promote working hand in hand to support
staff, recognising there have been issues and offering information and
support
 Education Department to set up systems to ensure that we are
logging all applicants, whether successful or not, so that data can be
analysed

April
2018

Expected
Impact

Improvement in the
17/18 staff survey
results. Improved
retention.

March 18
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Trust Board in Public
Date

8th February 2018

Item No

19/18

Paper Title

Quality Committee Report (November 2017)

Director

Jonathan Warren, Chief Nursing Officer and Deputy CEO

Report for

Information

Discussed to date and
next steps

This is a summary of the Quality Committee meeting in November 2017 which is a
subcommittee of the Trust Board

Purpose of the paper

The Board are asked to note the report on the following:
 Carers report demonstrated ongoing positive improvements
 Physical health care programme was noted to be more preventative and more
comprehensive
 Noted further action was needed to ensure the oversight of Deprivation of Liberties
safeguards and escalation of delays in authorisations
 Substantial assurance was provided regarding health and safety and fire audit
following Grenfell
 CQC overall Trust rating of GOOD has been attained this year and all residential
care homes are now rated as GOOD
Evidence to provide assurance was attained in the systems and processes being
delivered in the caring, effectiveness, responsive, safe, staff experience and well led
domain at this meeting

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

One new risk was escalated to the risk register and this was the lack of a named doctor
or nurse for looked after children

Financial Implications

None noted

History

This paper provides a summary of the reports and discussion received at the Quality
Committee in November 2017

Executive Summary
The paper highlights the key discussion points and evidence provided to offer assurance to our Board in relation
to areas of ‘caring’, ‘effective’, ‘responsive’, ‘safe’, staff experience’ and ‘well led’ domains of our quality house.
Reasonable assurance was provided in all these areas.
Positive Findings
 Carers Respect Programme content and outcomes
 Good progress with clinical strategy implementation, supported by evidence of comprehensive physical
health programme and medicines management improvements
 Health and Safety and Fire Safety
Areas for Improvement




Reaching young carers and those from Black and Minority Ethnic Groups in our surveys
Improvements in our physical health checks within 3 months
Capacity and consent compliance and oversight and escalation of Deprivation of Liberties safeguards
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Quality Committee Report – November 2017
1. Introduction
The Quality Committee meets 4 times per year and is made up of Non-Executive and Executive
Directors, Council of Governors representatives, people who use services and family carer
representatives and senior managers / clinical leaders. Internal Audit is present also. The aim of the
committee is to assure our Board and Council of Governors that the essential standards of quality and
safety are being delivered, that we are the best possible in all we do and that quality processes and
learning are embedded throughout our organisation.
2. Papers received at the November Meeting


Carers annual report



CARING


Physical health
improvements



Mental Health Act, Mental
Capacity Act and
Deprivation of Liberty
safeguards

EFFECTIVE

RESPONSIVE





Health and Safety
Committee annual report
and work plan
Fire Safety Report



Workforce Annual Report

SAFE

STAFF EXPERIENCE

WELL LED




Regulatory Compliance
annual report
CQC/Ofsted – compliance
and lessons learnt

Safeguarding – child
exploitation



Clinical Strategy – progress
report



Medicines Management
Clinical Risk Report



Internal Audit Report

3. Highlights from the committee
3.1. Carers Annual Report
We received substantial assurance regarding the progress being made to deliver our carers action
plans and Triangle of Care. Evidence included the Carers Respect programme, Your Views Matter
positive satisfaction scores and the progress with carers prescriptions. We noted that more young
carers and carers from Black and Minority Ethnic communities should be represented in the survey
data and that more work is still needed to explain better what a carers assessment is to encourage
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more take up, which would improve our family approach. Action included the reinstatement of the
Section 75 monitoring group to oversee performance.
3.2. Child Exploitation
We noted our contribution to the system structures and processes. It was reported that there were
127 know children at risk, of which 9 were rated as high risk. 5 of these 9 children were known or
have been known to our services. We noted the high risk of exploitation associated with Looked
After Children and the need to ensure high awareness of this risk by our teams working with these
children. We also noted that culturally focused training is provided when we provide learning about
Female Genital Mutilation.
3.3. Physical Health Care
We received reasonable assurance overall, noting we have now gone ‘smoke free’, we have good
progress with our physical health clinic quality improvement initiative, there have been no reported
grade 3 or 4 pressure ulcers and our programme overall is more comprehensive with a focus on
prevention rather than being reactive.
We recognised that the gap in life expectancy for people with severe and enduring mental illness
remains unchanged and we are working in the sustainable transformation programmes to connect
primary care with mental health secondary care. We also noted that following a recent coroner’s
inquest, there is more work for us to do to help General Practitioners better support people with
learning disabilities and complex needs. Improvements in physical health checks should be observed
over this next period now that some of the reporting and recording issues have been rectified.
3.4. Clinical Strategy Delivery – progress report
We found the paper very helpful in giving us assurance regarding good progress. We noted that
whilst some areas are rated as green, this indicates we have progressed as well as we expected but
that this did not mean more work is not needed. Examples included family approaches/ Think Family
and Positive Behavioral Support for all. We were encouraged to further develop the technological
enable care and support programmes, especially interactive solutions.
3.5. Mental Health Act, Mental Capacity and Deprivation of liberties safeguards
The report indicated the rises in detentions are reflected in all the national data, and although we
have reported more S136 this year than last, our numbers remain below the national benchmarks,
with no use of police custody for this purpose.
We were disappointed that our excellent performance with consent to treatment rights being given on
time, has not been as consistent recently, and an action to address this is being taken. We also
noted the senior oversight of Deprivation of Liberties safeguards needs to be reinstated, and
escalation processes for when there are delays in authorisations of applications by the county
councils are put into place.
3.6. Health and Safety Report
We noted substantial assurance regarding our health and safety programme with steady
improvement reported. We need low Riddor numbers, no falls from a height and good ligature
minimsation processes. Areas of challenge included being more assured regarding health and safety
knowledge of our temporary workers, specially associated with local knowledge through induction.
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3.7. Medicines management
Reasonable assurance was provided with evidence of improved medicines management processes
in our acute services, increased percentages of nursing staff compliant with medicines management
and increases in our incident reporting.
Rapid tranquilisation processes are subject to a quality improvement initiative this year.
3.8. Fire safety
Substantial assurance was received regarding our fire safety audit processes and outcomes of our
inpatient services check following the Grenfell Tower tragedy
3.9. Workforce report
Reasonable assurance was provided with evidence of a significant focus on recruitment and
retention, statutory and mandatory training coverage and sickness absence levels being low.
Levels of use of temporary workforce remains a challenge as does the age profile of our staff.
Actions to reduce temporary staff and new initiatives to retain staff who retire, as well as making our
jobs more attractive to younger workers, were discussed.
3.10.Regulatory compliance
Three areas of non-compliance this year were noted: A few breaches in regulation for CQC
standards; some breaches in capacity and consent assessment on admission; late responses to
some Subject Access Requests. Actions to address these areas were noted in the report.
3.11.Care Quality Committee
We received reasonable assurance of our CQC and Ofsted compliance and learning from lessons
evidenced by our Trust now being overall rated as GOOD this year and that all our residential care
services are rated GOOD also. We noted that the quality of care plans has been a significant area of
focus particularly in our in-patient settings.
4. Risks escalated from meeting
4.1. Carers Rights Training: Noted this as an issue
4.2. Deprivation of Liberties safeguards: Delays in authorisations continue and senior oversight of
this in the organisation needs to be reinstated/ repositioned
4.3. No Perinatal Services: noted that phase 2 bid has been submitted for this service
4.4. Temporary Staffing induction: Noted gaps in assurance regarding inductions for temporary
staff but also noted the comprehensive ‘action card’ approach developed and positively
commented on by CQC on our adult wards.
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Trust Board in Public
Date

8th February 2018

Item No

20/18

Paper Title

Report from the Audit Committee

Director

Graham Wareham

Report for

To note the report

Discussed to date and
next steps

The Audit Committee met on 6th December 2017, and this report provides a
summary of its business.

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 committee is an
important part of our financial control environment

History

None

Executive Summary
This paper summarises the 6th December 2017 Audit Committee meeting.
Positive Findings


The progress on the Committee’s work plan

Areas for Improvement



Learning from Legal Claims
Improved performance in following up outstanding actions
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Introduction
This report provides a summary of the business considered by the Audit Committee on 6th
December 2017.
Committee Membership and Meetings
The Committee noted that Mark Perry would be joining the Committee following the
resignation of Andy Field. There have been no other changes to the membership of the
committee.
Counter Fraud Plan
The Committee considered the proposed counterfraud plan for 2018/19. The committee
discussed the proposed work plan and noted the focus on consultant job planning, timesheets,
pre-employment checks, conflicts of interest and secondary employment.
The Committee discussed the proposed number of days for counterfraud and whether this
was appropriate and concluded that it was.
It was noted that as part of the plan counterfraud would be holding a training session with the
governing body and that the Director of Governance would be leading on scheduling this
session.
The Committee noted the report and endorsed the work plan.
Final Accounts Timetable
The Committee considered the timetable for the preparation and approval of the Annual
Report and Accounts including the Quality Accounts. It was noted that the timing of the Audit
Committee, the completion of the audit and the Trust Board did not at the moment align and
that the Audit Committee would re-arrange the schedule of its meeting in May 2018.
Accounting Policy Changes
The Committee considered a report highlighting key accounting policy changes which included
the consolidation of Children and Family Health Surrey LLP and the revaluation of the assets.
The Committee discussed these changes and approved the changes to the accounting
policies.
KPMG confirmed that although significant areas of management judgement would still need
representation as part of the year-end, this should be simpler than last year.
Internal Audit Report
The Committee noted the regular report from TIAA and the conclusion of recent audits. There
was a discussion about the number of overdue actions and the frequency of which action
deadlines had been extended to 31st March 2018. The Committee asked TIAA and
Management to reconsider if the dates set for, and follow up on, actions could be more robust
in the future.
TIAA also presented a revised format for future reports that split the design of controls from
the effectiveness of controls. The Committee approved
this change in the report design.
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Counter-fraud Progress Report
The Committee considered TIAA’s report on Counter-fraud. Recent cases were discussed,
and progress with the CPS noted. The Committee considered the more detailed report on the
use of single tender waivers and asked management to consider how all waivers could be
reported to the Committee in the future.
Legal Claims
The Committee considered the report on claims from NHSLA and noted that SABP seemed to
perform relatively well compared to its peer group. There was a further discussion about the
nature of claims, and it was agreed the Director of Governance would follow up on how
learning was disseminated to the organisation from claims.
Losses and Specia Payments
The Committee noted the report on losses and special payment including the fact that all
losses and special payments are regarded as material. There was a discussion about what
was the root cause for special payments.
Over 90 Day Debtors
The Committee noted the report on debts that are over 90 days old and that in the main these
were with government organisations and would not need to be written off. It was also noted
that though the value was still high, it was with different counterparties.
Board Assurance Framework
The Committee noted the report on the Board Assurance Framework. There was a discussion
on some of the changes since the last report and the items that were now marked as red. The
Committee debated these highlights and debated whether regulatory compliance, in the light
of our financial difficulties, should now be amber.
Audit Committee Self Assessment
The Committee endorsed the paper describing how the Committee would conduct its selfassessment.
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