Quality Report
2016/17

Our Safe Haven in Aldershot won the 2016 HSJ Value in Healthcare award for
value and improvement in mental health

Part One: Statement on Quality from
the Chief Executive
We were delighted to celebrate our eleventh birthday as an organisation and our eighth
year as a Foundation Trust in 2016/17. This year has been another of both some great
challenges as well as significant successes. Throughout, I have been impressed by how our
staff have worked hard developing new partnerships and new ways of doing things to
continuously improve and do their best for the people we serve, their carers and families.
I am particularly proud of the following key highlights of the year:
 Our new Farnham Road Hospital was opened by HRH Princess Alexandra in April
2016
 Opening of the Deacon Unit, Epsom, our new assessment and treatment facility for
people with a learning disability and the complementary development of our new
Intensive Support Service helping people with learning disabilities, and those who
support them, stay in their own homes
 The success of our Safe Haven cafes, in most Clinical Commissioning Group (CCG)
areas, providing welcome and support for people in mental health crisis
 The first year of our new Mindsight Surrey Child and Adolescent Mental Health
Service (CAMHS) delivered in partnership with colleagues in the voluntary and
independent sector for children and young people. Impressively, in its first year:


the CAMHS One Stop (single point of access to the service) has taken over
26,000 calls from young people, their families and professionals



92% of people who have been touched by the service are ‘extremely likely’ or
‘likely’ to recommend the services to friends and family (Your Views Matter
Survey February 2017)



91% of state schools for 5-18 year-olds are engaged with our Targeted Mental
Health in Schools Service (TAMHS) – February 2017

 Commencing the recruitment of 1400 people with dementia and their carers to join
our Technology Integrated Healthcare Management (TIHM) national test bed
research project, 700 will be on the control arm and 700 on the technology arm.
Our first families went live with the equipment in their homes in March 2017
 Opening of our new Gatton Place hub in Redhill during June 2016 and our Theta hub
in Camberley for our community teams for adults, older people and children during
2017
Our Key Performance Indicators (KPIs) have continued to help our Board and Council track
our priority areas for improvement in 2016/17. They provide us with ‘stretch’ targets in
those areas where we know improvements are critical to enable us to achieve our
potential and deliver our strategy to help people live better lives. We were delighted to
have improved our performance when compared with that of last year with ‘Good’ ratings
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for 12 of the KPIs and ‘Outstanding’ for four (March 2017 data). Notably we are delighted
that:
 87% of carers reported through Your Views Matter they were satisfied (scoring
them 8, 9 or 10 out of 10) with the services they received
 99% of people using our Mind Matters, talking therapies services, started treatment
with us within six weeks of their referral
 75% of people experiencing their first episode of psychosis or ‘at risk mental state’
waited two weeks or less to access treatment
 We are delighted that our financial position has achieved an ‘Outstanding’ rating
However our performance ‘Requires Improvement’ (March 2017 data) to meet the
standards we have set ourselves in the following areas as:
 57% of people surveyed said they were ‘completely’ involved in their care planning;
although 90% of people within our older people’s community services and 70% of
people using our Windmill House drug and alcohol inpatient service answered ‘yes
completely’
 57% of people of people who should have received a physical health check after
attending their first appointment had received one
 1,028 incidents of abuse against our staff were reported during the year
We have also been disappointed to not be able to report on our target to reduce the
duration of untreated psychosis at the end of the year. This is due to the delay in restoring
our full range of reports through our new data warehouse system, called DART. This was
delayed at the start of the year by the introduction of our new clinical information system,
called SystmOne. Whilst this greatly improved throughout the year we are still catching up
with some of the reporting capability we see as critical to being able to perform at our
best. We will continue to focus on improving this in the coming year.
During the year we have worked closely with the CQC to respond to their findings from
their core inspections of our health and social care services in 2016/17. Our core
healthcare inspection in February 2016 resulted in an overall Trust rating for us of
‘Requires Improvement’ which took into account the CQC’s assessment of our core mental
health services and the outcomes of our residential social care homes’ individual
inspections up to July 2016. Whilst disappointed with our overall rating we were really
pleased to see the majority of our mental health services achieving ‘Good’ ratings in many
places and subsequently all the residential social care homes that have been inspected by
the CQC have received ‘Good’ ratings.
During the year we have continued to improve our scrutiny, investigation and reporting of
people’s deaths to help us learn and take further steps to prevent harm or death amongst
people who use our services. We were concerned about the increase in the number of
serious incidents that resulted in severe harm or death which we reported between April
and September 2016. Our Board asked Justin Wilson, our Medical Director, to undertake a
review to understand whether the higher number was as a result of our action or inaction
and what further steps we can take to prevent harm or death amongst people who use our
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services. To do this we looked at our reporting, our serious incidents and associated
processes, and drew on national and regional intelligence and themes.
Justin’s review, presented to our Board in January 2017, found that the increase was
largely due to improved reporting processes within our services and those of the coroner,
and in line with national trends it related in particular to the deaths of people using drug
and alcohol services. Additionally there were 21 serious incidents reported in this year that
relate to the previous year.
Our review of our practice benchmarked against the CQC’s Learning, Candour and
Accountability guidance found that the new processes we have developed over the last 12
months to review and investigate mortality mean that we have already in place much of
the Trust level work highlighted in the report.
However, we want to really accelerate our learning in harm and suicide prevention work in
the coming year, irrespective of national comparisons, as suicide is such a major cause of
death and there is a significant increase in drug and alcohol deaths. We have linked up in
2016/17 with HundredFamilies.org, which provides practical advice for families affected by
mental health homicides, and Angela Samata from SOBS (Survivors Of Bereavement by
Suicide) to help us further progress our suicide prevention strategy.
The CQC have continued to re-inspect our social care residential homes and as at the end
of March 2017, 73% of our residential care homes are rated as ‘Good’ overall. This is a
positive achievement by our staff teams in these homes for the people who live in our
homes and their families.
In November 2016, the CQC undertook an unannounced inspection of our inpatient
services for adults at our new Farnham Road Hospital. They returned in February 2017 and
confirmed that the improvements they wanted to see were evident and no improvement
requirements were issued in their report.
A planned core inspection by the CQC of our drug and alcohol services was undertaken in
February 2017. We await their report.
In 2016/17 we implemented the recommendations from Price Waterhouse Cooper’s
follow up review to our 2015/16 Independent Well Led Review. This follow up moved us to
a rating of ‘Green’ in nine of the 10 domains.
Our staff are at the heart of our success. I am incredibly proud of them and have been
delighted to see their dedication and creative approaches to enabling people we serve to
live better lives recognised again, both locally and nationally, through awards this year
including:
 Our Aldershot Safe Haven won the HSJ Value in Healthcare Award in May 2016 for
its positive impact on reducing admissions and A&E attendances
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 A partnership between our Mind Matters talking therapies service and our Learning
Disabilities service won the “Diversity and Equality in Service Delivery” category at
the 2016 Positive Practice in Mental Health Awards for helping people with a
learning disability access services
 Our mobile device ChargeBoxes - which enable people to charge their phones
independently on our inpatient wards - were ‘Highly Commended’ in the HSJ
Awards in November 2016
I am also proud to have received an Embrace Award for Chief Executive of the Year, along
with our Chief Nurse who was awarded Quality Champion of the Year from the Health and
Social Care Black and Monitory Ethnic Network for our commitment to equality, diversity
and inclusion.
We were delighted that 65% of our staff, 1505 colleagues including those employed by
Surrey County Council working in our integrated teams, responded to our invitation to take
part in the national NHS Staff Survey this year. Their feedback shows we are one of the
best performing NHS employers in our sector nationally achieving better than average
scores in 22 out of 32 key findings. However we want to do better for our staff. Too many
of our colleagues leave us in less than 12 months of joining and this too will be a target
area for us to improve on next year.
Looking ahead to 2017/18, we will continue to focus our work to improve services, through
innovation and co-design with people who use our services, carers and families and
partners across the system. In particular we will target improvements in:
 Staff retention
 Care planning
 Positive behaviour support
 Reducing A&E attendances and people leaving our inpatient settings without agreed
leave
 Achieving a bed occupancy rate of 85%
I am satisfied that the information in the document is accurate, recognising there are some
delays in our ability to report more recently some indicators and noting that remedial
action is underway to address this known issue as identified by the external audit
undertaken in year.

Fiona Edwards
Chief Executive
25 May 2017
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Part Two: Priorities for Improvement
and Statements of Assurance from
the Board
The Trust’s quality improvement priorities for 2016/17 are outlined below. We identified
these quality improvement priorities by consulting our Trust Board, Executive Board and
Council of Governors. Our Governors include members of the public, people who use our
services, carers, and staff. We have also taken into account previous performance
monitoring, our equality objectives, our Your Views Matter experience surveys, and results
from previous national surveys and by mandated indicators.

2.1 Priorities for Improvement
The following is an outline of our progress for each of
our clinical quality priorities under the dimensions of
quality, experience, effectiveness and safety, as
illustrated by our Quality House. We report on our
progress to our Trust Board, Executive Board and
Council of Governors and we publish our performance
on our website.

Experience
Clinical Quality Priority 1

Progress

To retain the percentage of
people, reported through
Your Views Matter, who are
satisfied with the services
they received

We have retained our percentage of people who report, through Your Views
Matter, that they are satisfied with the services they received. We have
increased access to our real time feedback system to more teams and
continue to work with those teams who do not meet our ’10 Survey
Challenge’ each month.
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Evidence

Percentage of people who are satisfied with the services they received
(people who rated their overall experience of the service with a score of
8, 9, or 10 out of 10)
100%
80%
60%
40%

74%

77%

82%

78%

81%

81%

79%

80%

20%
0%
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17
Inadequate <55%

Requires improvement >=55%

Good >=70%

Outstanding >=85%

Source: Your Views Matter Surveys / Meridian

Clinical Quality Priority 2

Progress

To retain the percentage of
carers, reported through
Your Views Matter, who are
satisfied with the services
they received

We have continued throughout the year to focus on ensuring we embed our
carers work within the Trust. We now have a full complement of Carer
Practice Advisors working in the clinical teams to support clinicians to ensure
compliance with the Care Act. Our Carers’ Action Plan details this work and
these plans are monitored by our Carers Action Group. We have also been
working on our Electronic Health Record to ensure that the system is
compliant and has the ability to record the necessary information for carers.

Evidence

Percentage of carers who are satisfied with the services they received
(carers who rated their overall experience of the service with a score of
8, 9, or 10 out of 10)
100%
90%
80%
70%
60%
50%
40%
30%

61%

67%

76%

76%

71%

72%

83%

87%

20%
10%
0%
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17
Inadequate <55%
Requires improvement >=55%
Good >=70%
Outstanding >=85%

Source: Your Views Matter Surveys / Meridian
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Clinical Quality Priority 3

Progress

To ensure that at least 60% of
people identified as carers have
had, or have been offered, a
carers' assessment

This information is provided through the carers surveys rather than
from our electronic health records. From 2017 this information will
be extracted from those electronic health records and we can begin
to audit the quality of the assessments. During 2016/2017 we have
achieved either a good or outstanding rating. During 2017/2018 we
will aim to ensure we consistently offer assessments to carers.

Evidence

Percentage of carers who said they had been offered
a carers needs assessment
100%
90%
80%
70%
60%
50%
40%
30%

66%

65%

80%

76%

68%

71%

79%
61%

20%
10%
0%
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17
Inadequate <30%

Requires improvement >=30%

Good >=60%

Outstanding >=70%

Source: Your Views Matter Surveys / Meridian

The Care Act 2014 came into effect from April 2015 and replaced most previous law
regarding carers and people being cared for. It outlines the way in which local authorities
should carry out carers’ assessments and needs assessments; how local authorities should
determine who is eligible for support; how local authorities should charge for both
residential care and community care; and places new obligations on local authorities.
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Effectiveness
Clinical Quality Priority 4

Progress

To improve the percentage
of people, reported through
Your Views Matter, who
said they were involved in
planning their care

We have struggled to improve our percentage of people feeling
‘completely’ involved in planning their care, especially in our inpatient
services, with the majority of people saying they were involved in their
care either ‘completely’ or to ‘some extent’ and only 10% of people said
they were ‘not involved at all’ in planning their care. Our community
services for older adults have performed well in this regard consistently
reaching ‘outstanding’. Our separate surveys for people with learning
disabilities also show ‘outstanding’ involvement. We have three main
strands of work to support improvements: the introduction of care plan
folders into our inpatient services; a focus on our weekly multi-disciplinary
reviews in our inpatient services to support people’s involvement in
planning; and the introduction of a staff People Experience Network.

Evidence

Percentage of people who said they were involved in planning their care
(people who answered 'Yes, completely')
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

54%

65%

65%

61%

61%

62%

55%

57%

Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17
Inadequate <50%

Requires improvement >=50%

Source: Your Views Matter Surveys / Meridian
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Good >=66%

Outstanding >=85%

Clinical Quality Priority 5

Progress

To establish a baseline of
the numbers of people who
are supported by more than
one team from different
operational Divisions and
who have one [care] plan

During 2016/17 there were several challenges met in the delivery of the
one person one plan quality objective.
Our ambition to deliver one plan has not been possible within our
electronic care record and we have therefore rated our performance
against the Quarter 3 and Quarter 4 milestones for this indicator as
‘requires improvement’. However there has been a significant amount of
positive engagement in the overall issue of how to promote the shared
planning of care between teams and recognition that culture and
behaviour are more significant in effecting a change in this area than
systems.
A positive supporting achievement has been the ratification of the joint
working or dual diagnosis policies which in combination with I-access
being able to view SystmOne will help to promote inter team
communication and planning of care for a large group of people.
We will endeavour to resolve (or work around) our systems issue and to
launch our new care plan templates and work with staff regarding the
expectations of their practice.

Evidence
Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 2016/17

Inadequate

Good

Requires
improvement

Requires
improvement

Source: One Person One Plan Project Manager
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Clinical Quality Priority 6

Progress

People who are
receiving services will
have a physical health
check within three
months of assessment

We have taken the following actions to improve the percentage of people
receiving a physical health check within three months of their initial
assessment:
Adult Mental Health Division
The Physical Health Check assessment for this clinical quality priority
comprises a basic initial assessment of specific key physical health parameters
including confirmation of diagnosed physical health problems, Body Mass
Index, smoking status and alcohol consumption which is completed within
three months of assessment for all people in receipt of care and/or treatment.
It sits alongside related physical health assessments including the Health
Action Plan which is completed for all individuals supported by Care
Programme Approach and the cardio-metabolic health assessment which is
completed as part of the CQUIN (Commissioning for Quality and Innovation)
programme for all people with psychosis supported by Care Programme
Approach. All three assessments therefore have significantly overlapping
coverage and duplication which has had a negative impact on our
performance.
To improve this performance, we are working to develop a single template
form that can be used for all physical health assessments and that can be used
to report completion of the Physical Health Check in the three months after
assessment. We will monitor this through monthly performance reporting.
We communicate the outcome of assessments to the person’s General
Practitioner.
Older People’s Mental Health Division
 All inpatients within our Older People’s Mental Health Division complete
the Monitoring Early Warning Signs physical assessment tool within 72
hours of admission which is monitored based on clinical need


External referral received recorded onto SystmOne



The referral date starts the requirement to record a physical health check
within three months



For Older People’s Mental Health Division, the Physical Health Check
requirement is that there is confirmation that :
- The initial (GP) referral letter includes a list (dated within three
months) of the patients past medical history and/or current (active)
medical problems (if applicable) and this has been uploaded
- A current (dated within three months) list of medications which has
also been uploaded
- Factors associated with the physical health history/problems and
medications in terms of how they might impact on the current
presentation/mental health concerns have been considered



SystmOne Physical Health Assessment form completed on SystmOne with
date of assessment and a statement that says:
- Physical Health Check Complete
- Evidence in GP letters uploaded
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Clinical Quality Priority 6

Progress
People who use our Learning Disabilities Services Division
This Division meets the Physical Health Check clinical quality priority by
ensuring that this is part of the initial assessment pathway in learning
disabilities, with the details recorded in SystmOne.
Children and Young People’s Services Division
Our Children and Young People’s Services (CYPS) have:


Improved the CYPS record-keeping audit to ensure that all physical health
check requirements are covered



Revisited the point at which a Health Action Plan is instigated



Implemented a screening tool for smoking and alcohol use, for young
people over 12 years. Young people are then referred to the QUIT 51
smoking cessation service and CATCH22 substance misuse service if
appropriate

Evidence

Percentage of people who had a physical health check within three
months of their initial assessment
100%
90%
80%
70%
60%
50%
40%
30%
51%
20% 43%
10%
42%
0%

50%

41%
46%

50%

57%
52%
50%

58%
57%

Month of initial assessment
Inadequate <40%

Requires improvement >=40%

Good >=60%

Outstanding >=75%

Source: SABP Information Management Team
Note: The figures shown for each month are the percentage of people, whose initial assessment took
place during that month, who had a physical health check within three months of their assessment. For
example, 57% of people whose initial assessment took place in December 2016 had received a physical
health check by 31st March 2017.
Figures for people who had their initial assessment in January, February and March 2017 are not shown in
the chart because we can only calculate the percentage of people receiving a health check within three
months once three months have passed since the month of the initial assessment.
Figures for people who had their initial assessment in the period July 2015 to March 2016 are not available
during the implementation of our new data warehouse.
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Clinical Quality Priority 7

Progress

Each Division and corporate
service has a targeted plan
to improve information to
ensure that it is in formats
that are accessible for
people who use services

Chief Executive’s Office
In Year 1 our aim was ‘to enhance and build upon the practice of producing’
our easy read Council of Governors papers. By the end of the year we were
successful in making them better by - using the same pictures being used by
our Communications team to explain things when we can; working with our
current Governors for people with learning disabilities to think about how
we could change how we write our easy read papers. Our easy read papers
are also now on our website.
Quality Assurance and Reporting
Our department has undertaken a review of current reporting to ensure
they are fit for purpose. A discussion was held in February at a carers’
support meeting to ascertain if the carers’ performance report was required
in an easy read format. It was agreed that a report written in plain English
was required. Our Records Team has updated the Records Policy and has
produced an easy read Access to Health Records leaflet. Our Information
Governance Team has produced an easy read Freedom of Information
leaflet and has reviewed the Information Commission Officer Publication
Scheme.
Children and Young People’s Services
Within our Children and Young People’s Division there are a variety of
services. The greater proportion that require information in an alternative
format are within the learning disabilities services.
Our children’s learning disabilities service has various software packages
that can be used for alternative formatting of documents. Our
administration staff and resources within children’s learning disabilities
services are available for other services within our Division who will support,
format and provide easy read documents. The links for the Trust photo
library on the Intranet have been circulated to the administration leads in
the Division.
As alternative methods of communication, clinicians often use text
messages this is often expressly requested by the young people accessing
our Mindfulness Service and for families where there is a cultural stigma to
having a mental health issue. There are hearing loops in the clinics and
assistance dogs can be accommodated.
People who use our Learning Disabilities Services
We have reviewed our welcome packs/leaflets in each team and designed
these in easy read format.
We have begun work on refresher training our staff on core Makaton signs.
To support this project, identification of Makaton champions in each service
and on-going support from speech and language therapists is being put in
place.
An update about the Accessible Information Standard and the progress of
our Division was presented at our Quality Action Group on 24 March 2017.
A shared folder for our Division’s Quality Action Group has now been made
for good practice examples of easy read templates, accessible service
leaflets and the Accessible Information Standard presentation slides.

13

Clinical Quality Priority 7

Progress
Older People’s Mental Health Services
As a Division, our early action was to engage all staff in the core
requirements of the standards by explaining what needed to be done using
the powerpoint information developed by the Accessible Information
Standard project group to provide the background to the NHS England
initiative. This was discussed in our Divisional management meeting first as
well as our Quality Action Group meetings and then cascaded to the wider
teams in their business and ward team meetings
Our next step was to ensure that we are assessing people’s communication
needs so that the process of implementing the standards is followed. To
progress this, our Division’s Data Quality Leads started showing staff how to
record the identified communication needs on SystmOne. This included
monitoring the teams’ compliance with asking people and carers accessing
services and how these were being flagged up rather than staff clicking ‘do
later’ in response to the SystmOne prompt
In attending the project group meetings, as a Division we contributed to the
review of documentation and policies to ensure that people accessing
services received communication support as needed and information they
can access and understand, and cascading the resource information picked
up in this group to the wider teams. We took the view that our action plans
should also include carers and staff who also use the service and, as a result,
had a number of quarter target plans to achieve.
Patient Advice & Liaison Service (PALS) & Complaints
Our Complaints and PALS team endeavour to have a telephone
conversation with every person who contacts us with a complaint. As part of
the implementation of the Accessible Information Standard, our Complaints
and PALS team now indicate on their electronic files that they have had this
conversation, ensuring their communication preferences are recorded and
that our response to their complaint is communicated to them as per their
wishes.

Evidence
Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 2016/17

Good

Requires
improvement

Requires
improvement

Good

Source: Internally collected data
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Safety
Clinical Quality Priority 8

Progress

Through the Safe CARE programme
reduce the number of suspected
suicides, Absent Without Leave
incidents, Accident & Emergency
attendances due to severe selfharm, and face down restraints

We have seen a considerable and sustained reduction in the use of
prone restraint, and this is attributed to a change in the MAYBO
techniques and training. We used prone restraint on 18 occasions
in 2016/17 compared with 34 occasions in 2015/16 and we
achieved our zero prone restraint target for three consecutive
months. We also have low numbers for suspected suicides of
people on the acute care pathway.
Through our quality improvement work in safe care, we are
focusing on incidents where people who are detained using the
Mental Health Act abscond from our inpatient services. Since we
moved two of our Adult Acute wards (Elgar and Delius), we have
seen a reduction in these types of absent without leave incidents,
and this is now indicative of special cause variation; this means that
the reduction in these types of incidents is directly related to a
change made. It seems that the key change driving this special
cause variation is the improved environmental safety and security
in the new environment, alongside quality improvement initiatives
of risk management plans, safety crosses, leave cards and signing in
and out books on wards.
Where we have been less impactful is serious self-harm resulting in
transfer to A&E, as this has increased. This will be a focus of quality
improvement work moving forward.

Evidence

Cumulative total numbers of suspected suicides, AWOL incidents, A&E
attendances due to severe self-harm, and face down restraints
100
Cumulative
Totals

50
Suspected suicides

0

Suspected suicides

Apr- May Jun- Jul- Aug- Sep- Oct- Nov Dec- Jan- Feb- Mar
16 -16 16 16 16 16 16 -16 16 17 17 -17
0 1 1 1 1 1 1 1 2 2 2 3

AWOL incidents

10 19 34 40 46 55 62 71 73 77 81 84

A&E attendances

12 20 30 33 41 51 55 61 66 73 77 84

Face-down restraints

4

6

9

10 11 14 15 16 16 16 16 17

Source: Positive and Safe Dashboard
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AWOL incidents
A&E attendances
Face-down restraints

Clinical Quality Priority 9

Progress

To increase the numbers of
incidents reported and
reduce the number of patient
safety incidents resulting in
severe harm or death from
the number in 2012/13

The amount of incidents that resulted in severe harm or death has
increased this year with a total of 102. Our assessment of the reasons for
the increase in numbers is:



The data is based on ‘reported date’ and therefore the numbers
include 21 deaths that occurred before April 2016 and were reported
late for various reasons



The Surrey Coroners are reporting more deaths to us especially drug
and alcohol related deaths that we may previously have not been
informed about



I-Hear Partnership Services (in Hounslow) worked in partnership with
other agencies to increase awareness of unexpected deaths and they
improved their overall reporting of incidents



Psychiatric Liaison Services have been running 24 hour services
regularly throughout this fiscal year and this has shown a slight
increase in the number of Serious Incidents reported by this service

Evidence
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Source: STEIS (Strategic Executive Information System) is managed by the Department of Health. Data is
generated by the number of serious incidents registered that month on STEIS that resulted in severe or
extreme harm including serious incidents where a fractured neck of femur resulted
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Clinical Quality Priority 10

Progress

To reduce the number of
incidents of abuse (including
discriminatory abuse)
experienced by staff in the
workplace

We have seen an increase in incidents throughout the year with higher
incidents in Quarters 2 and 3 than predicted and then a slight decrease
again in Quarter 4.
There were nine incidents in Quarter 2 and 25 incidents in Quarter 3 of
abuse towards staff reported involving one individual who was admitted
to our acute wards whilst awaiting a specialist placement. The security
and safety of our staff, people who use our services and visitors
continues to be a key priority for us as an organisation. It is recognised
that our staff working in inpatient settings are at risk of verbal and/or
physical assault due to the acute needs of the people being supported in
those settings.
Our Local Security Management Specialist has supported services and
trained services in the use of the Respect Programme for reporting
discriminatory behaviour and other incidents of abuse towards our staff.
The use of the respect programme has been used across community and
inpatient units as a deterrent to abuse of staff. In 2016 -17 staff reported
42 written warnings or behavioural contracts, an increase from 31
reported in 2015-16.
Our Local Security Management Specialist has emphasised the use of the
Trust respect programme to new staff at induction. Our Local Security
Management Specialist has supported staff following abuse by our
people who use services and supported police with investigations.
Our Local Security Management Specialist has worked with Surrey Police
in establishing a Joint Working Agreement to enable investigations of
abuse of our staff and patients to be investigated and if necessary with
convictions.

Evidence

Cumulative total number of incidents of abuse (including discriminatory
abuse) experienced by staff in the workplace
1,200
Cumulative
Totals
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400
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Q2

KPI 16 Actual 2015/16

KPI 16 Actual 2016/17

Source: Datix incident system
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Q3

Q4
Trajectory

Clinical Quality Priority 11

Progress

To have a response rate of
80% to the National Staff
Survey

In 2016, we achieved an increased return rate of 65% compared with 59% in
the previous year. This compares favourably to a national average of 44%
return rate. We ran weekly information updates for all senior managers on
their completion rates and numerous briefings for our staff, including a
video about anonymity. Our award of prizes through sponsorship by NHS
Professionals has proved popular with our staff. Many of our teams did
achieve 80% returns with some areas managing 100%.

Evidence

Staff Survey response rate: 2016
100%
80%
60%
40%

66%

59%

54%

59%

65%

2012

2013

2014

2015

2016

20%
0%
Inadequate <50%

Requires improvement >=50%

Good >=60%

Outstanding >=80%

Source: NHS National Staff Survey

Clinical Quality Priority 12

Progress

To improve our staff
satisfaction/engagement
rating in the National Staff
Survey

Our overall engagement indicator was 3.84 which was a slight improvement
from 3.81 in 2015 and above the national average for mental health of 3.77.
These figures are calculated using questions that relate to aspects of staff
engagement such as employees’ perception of being able to contribute to
improvements at work; their willingness to recommend our Trust as a place
to work or receive treatment and the extent to which they feel motivated
and engaged with their work.
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Evidence

Staff Survey staff satisfaction/engagement rating
5.00
4.00
3.00
2.00

3.67

3.74

3.81

3.81

3.84

2012

2013

2014

2015

2016

1.00
0.00
Inadequate <3

Requires improvement >=3

Good >=3.81

Outstanding >=3.93

Source: NHS National Staff Survey

Duty of Candour
The Duty of Candour is a legal duty on hospital, community and mental health Trusts to
inform and apologise to people if there have been mistakes in their care that have led to
significant harm.
At Surrey and Borders Partnership we take seriously our requirement to comply with the
Duty of Candour and we continue to be open and transparent with all people who use our
services, families and significant others, about their care and treatment, including when it
goes wrong. In accordance with our Trust values we have systems in place to ensure that
we are open and that we provide people with support, truthful information and when
things go wrong we would provide a written apology. We accept that being open and
honest and discussing safety incidents promptly, fully and compassionately can help
people who use our services, their families and our staff to cope better with the after
effects of an incident.
We have three key steps in place to ensure we comply with the Duty of Candour:
Step 1
As soon as reasonably possible after becoming aware that a serious incident has occurred
we will:
 Notify the relevant person (ie the person or family affected) that the incident has
occurred
 Provide support to the person in relation to the incident
Step 2
We ensure that the notification of the incident is followed by a written letter given or sent
to the relevant person containing details of enquiries to be undertaken, the results of any
further enquiries into the incident and an apology.
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Step 3
We keep a copy of all correspondence with the persons involved.
Patient Safety Improvement Plan
The
programme is our quality improvement work which helps us coordinate
quality initiatives under three key work-streams: suicide prevention; physical health; and
Safe Wards. As part of this programme we use improvement methodologies such as the
Model for Improvement, Plan-Do-Study-Act cycle and Safety Crosses to help deliver
learning and implement change ideas from the Safe Wards initiative, our falls prevention
work, Absent Without Leave (AWOL) interventions and delivering improvements in
physical health care management and monitoring.
Through our membership of the South of England Mental Health Collaborative, we are
currently working to further enhance our quality improvement strategy, which involves the
transitioning of our Safe CARE programme into a Quality Improvement programme,
Qi@SABP, which will have a greater emphasis on using the model for improvement to
deliver sustainable and reliable change Trustwide.
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NHS Staff Survey Results for the Workforce Race Equality Standard
The scores presented below are the un-weighted question level scores for question Q17b
and un-weighted scores for NHS Staff Survey 2016 key findings, allocated by White and
Black and Minority Ethnic (BME) staff, as required for the Workforce Race Equality
Standard. Our results are slightly more positive than the average for mental health but we
note that experience is less positive for BME staff. To address these differences we have
been co-designing and co-producing how we work together through our ‘people before
process’ programme to improve the experience of our staff from black and minority ethnic
communities.

KF26
KF21

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

White
BME
White
BME

Our Trust

Average
(median) for
mental health

27%
38%
90%
81%

31%
38%
89%
79%

Our ‘people before process’ programme has found new ways of working together to
address over representation of BME staff in our disciplinary processes. This has resulted in
changes to our policies and procedures and initiated action learning for our senior leaders
and staff network chairs.
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Care Quality Commission
The table below illustrates Care Quality Commission ratings for our social care inspections.
This table currently details the most recent ratings.
Our Healthcare Services
Core service
area

Overall rating Is the service
safe?

Is the service Is the service
effective?
caring?

Acute wards for
Requires
Requires
adults of working age
Good
and psychiatric
Improvement Improvement
intensive care units
Long stay
/rehabilitation
mental health wards
Good
Good
Good
for working age
adults
Wards for older
Requires
Good
Good
people with mental
Improvement
health problems
Wards for people
Requires
Good
Good
with learning
Improvement
disabilities
Community based
mental health
Good
Good
Good
services for adults of
working age
Mental health crisis
Requires
Requires
services and health
Good
based places of
Improvement Improvement
safety
Specialist community
Requires
mental health
Good
Good
services for children
Improvement
and young people
Community based
mental health
Good
Good
Good
services for older
people
Community mental
health services for
Good
Good
Good
people with learning
disabilities or autism
Trust wide
Requires
Requires
Good
Improvement Improvement

Is the service Is the service
responsive?
well-led?

Good

Good

Requires
Improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Requires
Improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

We submitted our action plan in response to the areas for improvement on 19 August
2016. We had 14 ‘Breach of Regulation’ with 59 agreed actions to progress themed as
below in table 1 into 11 key areas.
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Table 1
Visibility of incidents and
complaints at our Board

Incident management and
learning lessons

Medicines management, storage
and recording

Consistency of training

Consistency of supervision and
appraisal

Recording of risk
Updating policies in line with
national changes

Crisis Line response times

Nurse call alarms

Single sex accommodation

Environment - confidentiality

As of 31 March 2017, we had completed 58 out of the 59 actions. The outstanding action
relates to the recording of people’s allergies in our Home Treatment Teams which is ongoing as we are working to assure ourselves that improvements are made in this regard
across all of our healthcare services.
Our Social Care Homes and Short-Break Services – ratings on 31 March 2017
Overall rating

Is the service
safe?

Is the service
effective?

Is the service
caring?

Is the service
responsive?

Is the service
well-led?

Redstone
House Care
Home

Good

Good

Good

Good

Good

Good

Ashmount
Care Home

Requires
Improvement

Requires
Improvement

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Oakwood
Care Home

Good

Good

Good

Good

Good

Good

Shielings
Care Home

Good

Good

Good

Good

Good

Good

Jasmine
Short Break
Service

Requires
Improvement

Good

Good

Good

Requires
Improvement

Requires
Improvement

Service

Rosewood
Care Home
Derby
House
Care Home
Court Hill
House
Care Home
Hillcroft
Care Home
Larkfield
Care Home
Kingscroft
Short Break
Service
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Over the year, we have focused on improving the quality of our social care homes and
people’s experience. There has been an increase in the opportunities for people to be
supported in a variety of individualised activities, environmental improvements, training
and team support/development underpinned by a consistent value base.
We have had four homes re-inspected; Derby House, Oakwood and Redstone are all now
rated as ‘Good’ in all five CQC domains.
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Clinical Quality Priorities for 2017/18
Our clinical quality priorities for 2017/18 are outlined below. We identified these quality
improvement priorities by consulting our Trust Board, Executive Board and Council of
Governors and by building on our learning from talking with people who use our services,
carers, commissioners, our clinical leaders, staff and other stakeholders and regulators. We
have also taken into account our equality objectives, mandated indicators, our monitoring
of previous performance, our Your Views Matter experience surveys, and results from
national surveys.
We will monitor our progress throughout the year against the definitions for each
indicator. We will measure our performance against quality thresholds set by our Board.
Our Chief Finance Officer will report our progress against these indicators to our Trust
Board and Council of Governors throughout the year and we will publish our progress in
our Quality Accounts for 2017/18 at year end.
Experience
1. For people who use services – satisfaction
To improve the percentage of carers, reported through Your Views Matter, who are satisfied with the
services they received by 10% over next two years
2. For Families/Carers – satisfaction
To improve the number of carers being offered a carers assessment by 15% over next two years
3. For our Staff – satisfaction
To have a response rate of 80% to the national staff survey by 2020
Effectiveness
4. People led outcomes
To implement a selection of Improving Access to Psychological Therapy (IAPT) measures in our Mindsight
Surrey Child and Adolescent Mental Health Services (CAMHS) to demonstrate outcomes for children using
this service
5. One person one plan
To have comprehensive nursing care plans for all people who use our inpatient services
6. Physical health
To be a smoke free Trust by October 2017
7. Equality
50% of people who use our people with learning disabilities community services will have a Health Equality
Framework documented
Safety
8. Safe CARE
Through the safety hub programme demonstrate we are the safest, in relation to suicide prevention,
Absconding Without Leave (AWOL), face down restraint and self-harm benchmarked against other mental
health organisations
9. Reduction of severe harm incidents
To increase the numbers of incidents reported and reduce the number of patient safety incidents resulting
in severe harm or death from the number in 2016/17
10. Reduction of abuse of staff
To reduce the number of incidents of abuse (including discriminatory abuse) experienced by staff in the
work place
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2.2 Statements of Assurance from the Board
Review of Services
During 2016/17 the Surrey and Borders Partnership NHS Foundation Trust provided and/or
sub-contracted 131 relevant Health and Social Care Services:
Services
provided
45
28
25
14
19
131

Division
Adult Mental Health Services
Children and Young People’s Services
Learning Disabilities Services
Older People Mental Health Services
Specialist Services
Total

The Surrey and Borders Partnership NHS Foundation Trust has reviewed all the data
available to them on the quality of care in all 131 of these relevant health and social care
services.
The income generated by the relevant health and social care services reviewed in 2016/17
represents 100% of the total income generated from the provision of relevant health
services by the Surrey and Borders Partnership NHS Foundation Trust for 2016/17.
Participation in Clinical Audits and National Confidential Enquiries
During 2016/17, 11 national clinical audits and three national confidential enquiries
covered the relevant health services that Surrey and Borders Partnership NHS Foundation
Trust provides.
During 2016/17, Surrey and Borders Partnership NHS Foundation Trust participated in
91.66% of national clinical audits and 100% of national confidential enquiries which it was
eligible to participate in.
The national clinical audits and national confidential enquiries that Surrey and Borders
Partnership NHS Foundation Trust was eligible to participate in during 2016/2017 are as
follows:
 National Confidential Enquiry into Suicide And Homicide By People With Mental
Illness Inpatient Suicide While Under Non-Routine Observation.
 National Confidential Enquiry into Suicide And Homicide By People With Mental
Illness – Suicide In Children And Young People
 National Confidential Enquiry into Suicide And Homicide By People With Mental
Illness – Suicide and Homicide and Sudden Death
 Delivering single sex accommodation (Unify return)
 National Mental Health Community Survey
 POMH-UK: Prescribing antipsychotic medication for people with dementia
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 POMH-UK: Monitoring of patients prescribed lithium
 POMH-UK: Rapid tranquillisation
 POMH-UK: Prescribing high dose and combined antipsychotics
 Mental Health CQUIN indicator 3a = Improving Physical health are care to reduce
premature mortality in people with SMI
 Social Care Survey – carers
 Social Care Survey – for people who use services
The national clinical audits and national confidential enquiries that Surrey and Borders
Partnership NHS Foundation Trust participated in during 2016/17 are as follows:
 National Confidential Enquiry into Suicide And Homicide By People With Mental
Illness Inpatient Suicide While Under Non-Routine Observation.
 National Confidential Enquiry into Suicide And Homicide By People With Mental
Illness – Suicide In Children And Young People
 National Confidential Enquiry into Suicide And Homicide By People With Mental
Illness – Suicide and Homicide and Sudden Death
 Delivering single sex accommodation (Unify return)
 National Mental Health Community Survey
 POMH-UK: Topic 11: Prescribing antipsychotic medication for people with dementia
 POMH-UK: Monitoring of patients prescribed lithium
 POMH-UK: Rapid tranquillisation
 Mental Health CQUIN indicator 3a = Improving physical health are care to reduce
premature mortality in people with serious mental illness
 Social Care Survey – carers
 Social Care Survey – for people who use services
The national clinical audits and national confidential enquiries that Surrey and Borders
Partnership NHS Foundation Trust participated in, and for which data collection was
completed during 2016/17, are listed below alongside the number of cases submitted to
each audit or enquiry as a percentage of the number of registered cases required by the
terms of that audit or enquiry.
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National clinical audits and national confidential enquiries SABP
participated for which data collection was completed during 2016/17

National Confidential Enquiry into Suicide And Homicide By People With
Mental Illness Inpatient Suicide While Under Non-Routine Observation
National Confidential Enquiry into Suicide And Homicide By People With
Mental Illness – Suicide in Children and Young People
National Confidential Enquiry into Suicide And Homicide By People With
Mental Illness – Suicide and Homicide and Sudden Death
Delivering single sex accommodation (Unify return)
National Mental Health Community Survey
POMH-UK: Prescribing antipsychotic medication for people with
dementia
POMH-UK: Monitoring of patients prescribed lithium
POMH-UK: Rapid tranquillisation
Mental Health CQUIN indicator 3a = Improving Physical health are care to
reduce premature mortality in people with serious mental illness
Social Care Survey – carers
Social Care Survey – for people who use services

No of cases submitted
as % of registered cases
required by the terms of
the enquiry/audit
%
100%
100%
100%
100%
29.4%
100%
100%
100%
100%
100%
100%

The reports of 11 priority clinical audits were reviewed by the provider in 2016/17 and
Surrey and Borders Partnership NHS Foundation Trust intends to take the following
actions to improve the quality of healthcare provided:
 Improving cognition measurement pre and post Electro-Convulsive Therapy (ECT)
 Developing awareness and training around suicide prevention
 Improving compliance with and raising awareness of National Institute for Health
and Care Excellence (NICE) guidelines
 Ensuring compliance with single sex accommodation requirements
The reports of 15 local clinical audits were reviewed by the provider in 2016/17 and
Surrey and Borders Partnership NHS Foundation Trust intends to take the following
actions to improve the quality of healthcare provided:
 Improving our walk around quality systems
 Improving our care planning and risk assessment documentation
 Improving the quality of co-production with experts by experience and their
families, friends and carers
 Working to increase the amounts of services going through the accreditation
process
 Improving the quality of physical healthcare of people using our services
Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by
Surrey and Borders Partnership NHS Foundation Trust in 2016/17 that were recruited
during that period to participate in research approved by a research ethics committee is
30.
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Use of the Commissioning for Quality & Innovation (CQUIN) Payment Framework
2016/17
A proportion of Surrey and Borders Partnership NHS Foundation Trust’s income in
2016/17 was conditional on achieving quality improvement and innovation goals agreed
between Surrey and Borders Partnership NHS Foundation Trust and any person or body
they entered into a contract, agreement or arrangement with for the provision of
relevant health services, through the Commissioning for Quality and Innovation payment
framework. Further details of the agreed goals for 2016/17 and for the following 12month period are available on request from email: performance@sabp.nhs.uk or tel:
01372 216056.
The table below identifies the Trust’s CQUINs for 2016/17:
Surrey Collaborative
Goal No
National 1a Option B
National 1b
National 1c
National 3a
National 3b
Local
Local

Local

Goal Name
Introduction of health and wellbeing Initiatives
Healthy food for NHS staff, visitors and patients
Improving uptake of influenza vaccinations
Cardio Metabolic assessment and treatment for patients with psychosis
Communicating with GPs
Increased number of health action plans developed for people with a
learning disability
Increase awareness of trauma and dissociative symptoms and will provide
expertise to review and consider care plans and ensure that necessary,
evidenced based treatment options are available
One Person One Plan

Child and Adolescent Mental Health Service (CAMHS)
Goal No.
National 1a Option B
National 1b
National 1c
National 3a
National 3b
Local
Local

Goal Name
Introduction of health and wellbeing Initiatives
Healthy food for NHS staff, visitors and patients
Improving uptake of influenza vaccinations
Improving healthcare for children and young people in the Child and
Adolescent Mental Health Service
Communicating with GPs
Transition to Adult Services
Poly-Pharmacy Medication Review

The monetary total for the amount of income in 2016/17 conditional upon achieving
quality improvement and innovation goals is not yet agreed but is against a target of
£2,451,587. The monetary total for the associate payment in 2015/16 was £1,580,417.
Registration with Care Quality Commission
Surrey and Borders Partnership NHS Foundation Trust is required to register with the Care
Quality Commission and its current registration status is registered without conditions.
The Care Quality Commission has not taken enforcement action against Surrey and
Borders Partnership NHS Foundation Trust during 2016/17.
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Surrey and Borders Partnership NHS Foundation Trust has not participated in any special
reviews or investigations by the CQC during the reporting period.
All our health services are appropriately registered however we have submitted an
application to register Beeches, our Children’s short break stay facility, to Ofsted so will
discontinue registration with CQC once this is finalised.
In February 2016 a comprehensive review was completed of our services. Our action plan,
in response to the February 2016 Comprehensive inspection was due to be complete by 31
December 2016. 98%, 58 of our 59 actions are complete with one overdue against the
deadline of 31 December 2016.
Hospital Episode Statistics
Surrey and Borders Partnership NHS Foundation Trust submitted records during 2016/17
to the Secondary Uses Service for inclusion in the Hospital Episode Statistics which are
included in the latest published data. The percentage of records in the latest published
data:
 Which included the patient’s valid NHS Number was: 99.8% for admitted patient
care and 100.0% for outpatient care
 Which included the patient’s valid General Practitioner Registration Code was:
100.0% for admitted patient care and 100.0% for outpatient care
Information Governance
Surrey and Borders Partnership NHS Foundation Trust’s Assessment Report overall score
for 2016/17 was 88% and was graded ‘Satisfactory’ (‘Green’).
Payment by Results Clinical Coding Audit
Surrey and Borders Partnership NHS Foundation Trust was not subject to the Payment by
Results clinical coding audit during 2016/17 by the Audit Commission. This has been
replaced by the local audit framework. During 2016/17, Surrey and Borders Partnership
NHS Foundation Trust sub-contracted Maxwell Stanley Consultancy to carry out a clinical
coding audit based on the methodology detailed in the NHS Digital Clinical Classifications
Service publication, Clinical Coding Audit Methodology Version 10.0. Primary diagnosis
coding accuracy is outstanding at 98.00% and secondary diagnoses coding accuracy is
excellent at 92.52%.
Data Quality
Surrey and Borders Partnership Foundation NHS Trust has further improved the systems
and processes to ensure a sustainable, continuous improvement for data quality remains a
top priority. The following actions are in progress to improve data quality:
 All new staff are inducted and provided systems training based on roles and services
 Operational Managers and Professional Leads continue to have discussions within
respective Divisional, Team and Quality Action Group Meetings
 Data Leads and Data Co-ordinators offers training and briefing sessions as required
to teams
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 Monthly Performance Reports are reviewed by service and by teams to check data
completeness
 A Record Keeping Audit has been introduced through Meridian since November
2017, the results are holding teams to account in improving data quality
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2.3 Reporting Against Core Indicators
1. The percentage of patients supported by Care Programme Approach who were
followed up within seven days after discharge from psychiatric inpatient care during
the reporting period
2014-2015
Q1
Q2
Q3
Q4
SABP
98.6%
99.6%
97.5%
97.2%
National
97.0%
97.3%
97.3%
97.5%
Lowest National
93.0%
91.5%
90.0%
93.1%
Highest National
100.0%
100.0%
100.0%
100.0%
2015-2016
Q1
Q2
Q3
Q4
SABP
97.0%
96.3%
96.3%
DNA*
National
97.0%
96.8%
96.9%
97.2%
Lowest National
88.9%
83.4%
50.0%
80.0%
Highest National
100.0%
100.0%
100.0%
100.0%
2016-2017
Q1
Q2
Q3
Q4
SABP
79.0%
95.0%
94.3%
96.4%
National
96.2%
96.8%
96.6%
96.7%
Lowest National
71.4%
73.9%
73.3%
84.6%
Highest National
100.0%
100.0%
100.0%
99.4%
* DNA – Data not available. We were unable to submit data for Quarter 4 2015/16 due to the move to our
new clinical record system and data warehouse.

The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
 Our procedural guidance instructs staff how to record information accurately. The
data is based on reports that have been tested to ensure they accurately reflect
information recorded by service teams
 Our Data Quality Leads and their manager investigate and sign off any breaches.
The results are sense checked by the Quality Assurance and Reporting team before
they are submitted to NHS Improvement and NHS England
 The figure of 79.0% for Quarter 1 2016/17 has not been validated by our Data
Quality Leads because the move to a new data warehouse meant this was not
possible. Based on previous and subsequent validation work, it is likely that some of
the apparent breaches for Quarter 1 are due to data input errors and some will be
discharges that should have been excluded from the analysis (such as people
transferred into the care of another provider). The un-validated figure for Quarter 1
is therefore likely to understate the percentage of people followed up within seven
days of discharge
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The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to maintain and improve this high percentage, and so the quality of its services: daily
conference calls across teams to help prepare for discharge and to ensure community
services are available to follow up with individuals; and weekly team meetings within
community services to discuss all cases and ensure follow up. The results are shared with
Operational Managers and Professional Leads and equally presented to the respective
teams on their performance and they are advised on areas which require improvement.
2. The percentage of admissions to acute wards for which the Crisis Resolution Home
Treatment Team acted as a gatekeeper during the reporting period
2014-2015
Q1
Q2
Q3
Q4
SABP
97.2%
96.7%
97.4%
97.7%
National
98.0%
98.5%
97.9%
98.1%
Lowest National
81.8%
93.6%
73.0%
59.5%
Highest National
100.0%
100.0%
100.0%
100.0%
2015-2016
Q1
Q2
Q3
Q4
SABP
97.0%
96.9%
96.9%
DNA*
98.2%
National
96.3%
97.0%
97.4%
84.3%
Lowest National
18.3%
48.5%
61.9%
100.0%
Highest National
100.0%
100.0%
100.0%
2016-2017
Q4
Q1
Q2
Q3
97.8%
SABP
91.7%
96.6%
95.6%
National
98.1%
98.4%
98.7%
98.8%
Lowest National
93.9%
87.5%
88.3%
90.0%
Highest National
100.0%
100.0%
100.0%
100.0%
* DNA – Data not available. We were unable to submit data for Quarter 4 2015/16 due to the move to our
new clinical record system and data warehouse.

The Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
 Our procedural guidance instructs staff how to record information accurately. The
data is based on reports that have been tested to ensure they accurately reflect
information recorded by service teams
 Our Data Quality Leads validate each record on the report. The results are sense
checked by the Quality Assurance and Reporting team before they are submitted to
NHS Improvement and NHS England
 The figure of 91.7% for Quarter 1 2016/17 has not been validated by our Data
Quality Leads because the move to a new data warehouse meant this was not
possible. Based on previous and subsequent validation work, it is likely that some of
the apparent breaches for Quarter 1 are due to data input errors and some will be
admissions that should have been excluded from the analysis (such as people
transferred into our care from another provider). The un-validated figure for
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Quarter 1 is therefore likely to understate the percentage of admissions that were
gate-kept by our Home Treatment Team
The Surrey and Borders Partnership NHS Foundation Trust has taken the following actions
to maintain and improve this high percentage, and so the quality of its services: staff are
fully aware of the protocols in place to ensure all admissions go through the Home
Treatment Team who act as gatekeepers to our acute wards. The results are shared with
Operational Managers and Professional Leads and equally presented to the respective
teams on their performance and they are advised on areas which require improvement.
3. Readmissions within 28 days of discharge
SABP – Readmissions within 28 days of discharge
2015/2016

2016/2017

Q1
12.1%

Q2
11.8%

Q3
7.3%

Q4
10.3%

Q1

Q2

Q3

Q4

6.6%

8.8%

9.1%

7.6%

Source: Information Management Team
The table shows readmissions with 28 days for people discharged from our adult acute and
intensive care services, adult rehabilitation services, older people’s acute services, and
inpatient services for people with learning disabilities. A number of people were
readmitted within 28 days more than once during 2016/17. These are primarily people
with a personality disorder or who need treatment for substance misuse.
National data and figures for other providers is not available. This is because NHS Digital
has suspended publication of the ‘Hospital Episode Statistics: Emergency readmissions to
hospital within 28 days of discharge’ data, pending a methodology review and results of
the HSCIC statistics consultation.
Surrey and Borders Partnership NHS Foundation Trust considers that this data is accurate
and up to date as entered onto SystmOne.
Surrey and Borders Partnership NHS Foundation Trust has taken the following actions to
improve this percentage, and so the quality of its services:
 Discharge planning starts early during people’s hospital stay to help them prepare
better for discharge
 Crisis and contingency plans are put in place for all people prior to discharge
 Our Community teams follow people up within seven days of discharge
 People can access their nominated Care Co-ordinator and the Home Treatment
Team direct
 Our Crisis Line service is available 5.00pm - 9.00am Monday to Friday, with 24 hours
cover at weekends including Bank Holidays
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 Our Safe Haven project provides access to mental health support when people need
it
 In partnership with the Police we have implemented the Surrey High Intensity
Partnership Programme (SHIPP) to support people with complex needs and whose
behaviours can be challenging and risky differently
4. Admissions of Under 18s
There were two people under 18 who were admitted into our adult inpatient services
during 2016/17. One of these admissions was a person aged 15 years and the other has
been admitted twice in this 12 month period.
5. Patient experience of community mental health services indicator score with regard to
patients’ experience of contact with a health or social care worker during the
reporting period
Health and social care
workers 2014
Section score
Did this person listen carefully
to you?
Were you given enough time to
discuss your needs and
treatment?
Did the person or people you
saw understand how your
mental health needs affect
other areas of your life?
Health and social care
workers 2015
Section score
Did this person listen carefully
to you?
Were you given enough time to
discuss your needs and
treatment?
Did the person or people you
saw understand how your
mental health needs affect
other areas of your life?

SABP score

Highest
national score
8.4
8.9

Surveys
completed

7.5
8.0

Lowest
national score
7.3
7.7

7.4

7.2

8.4

270

7.1

6.5

8.1

259

Highest
national score
8.2
8.7

Surveys
completed

7.6
8.2

Lowest
national score
6.8
7.6

7.4

6.8

8.0

259

7.0

6.0

7.8

254

SABP score
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269

267

Health and social care
workers 2016
Section score
Did this person listen carefully
to you?
Were you given enough time to
discuss your needs and
treatment?
Did the person or people you
saw understand how your
mental health needs affect
other areas of your life?

SABP score

Lowest
national score

Highest
national score

Surveys
completed

79.5%

72.9%

85.6%

229

75.3%

67.5%

81.1%

229

65.8%

61.7%

78.3%

221

Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reasons:
NHS Surveys designed the CQC Community Mental Health Survey and collated the results.
Service teams encourage people using services to complete experience and satisfaction
surveys.
Surrey and Borders Partnership NHS Foundation Trust has taken the following action to
improve this percentage, and so the quality of its services:
We have built on our previous action plan which focuses on the key areas for
development. This includes the implementation of the Your Views Matter surveys. This
system provides people using services with a continuous opportunity to feedback their
experiences and allows us to respond in a timely and efficient way. This improves the
experience for people using services and in turn the results of the national survey.
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6. The number and rate of patient safety incidents reported within the Trust during the
reporting period, and the number and percentage of such patient safety incidents that
resulted in severe harm or death

April 2011 Sep 2011
Oct 2011 March 2012
April 2012 Sep 2012
Oct 2012 March 2013
April 2013 Sep 2013
Oct 2013 March 2014
April 2014 Sep 2014
Oct 2014 March 2015
April 2015 Sep 2015
Oct 2015 March 2016
Apr 2016 –
Sept 2016

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

Average number of
incidents reported
per 1,000 bed days:
Mental Health
Trusts

Lowest number of
incidents reported
per 1,000 bed days:
Mental Health
Trusts

Highest number of
incidents reported
per 1,000 bed days:
Mental Health
Trusts

3.06

24.31

0.00

86.22

5.32

23.47

0.00

86.89

8.06

25.56

0.00

70.29

10.64

26.79

0.00

99.75

15.81

28.03

0.00

67.06

13.54

28.50

9.00

58.69

29.53

36.97

7.25

90.40

22.58

38.92

4.83

92.53

34.48

42.00

6.46

83.72

32.92

42.03

14.01

85.06

40.03

46.23

10.28

88.97

Surrey and Borders Partnership NHS Foundation Trust submits data to the National
Reporting and Learning System (NRLS) on a monthly basis for all incidents that occur, and
are recorded on Datix, relating to people who use our services. This data is collected by the
NRLS who release data overviews twice a year for each NHS Trust in relation to occurrence
of incidents per 1,000 bed days and also compares submitted data to other Trusts
throughout the country.
Over previous years we have featured in the lower end of the NRLS national comparison of
incidents reported per 1,000 bed days. The incident data exported to the NRLS from 2011 Sept 2016 (the latest NRLS data can be seen in the table above). We are now in line with
median national reporting by Mental Health Trusts.
Surrey and Borders Partnership NHS Foundation Trust considers that this data is as
described for the following reason: Incident reporting has improved year on year in recent
years and we have taken a proactive approach to increase the number of incidents being
reported to encourage an open and transparent culture where we can learn from one
another and to improve the services we offer to people. Historically staff have actively
reported those incidents that result in extreme harm or death but did not always recognise
occurrences resulting in a lesser degree of harm or near miss as an incident to be reported.
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Surrey and Borders Partnership NHS Foundation Trust has taken the following actions to
improve these results, and so the quality of its services:
 Launch of Datix huddles to review and sign off reported incidents increasing
awareness of the process and importance of reporting incidents and the learning
and how this is embedded
 Dedicated Datix incident reporting training directed to specific teams
 Monthly Learning Report explaining what happens with the data reported and how
this creates themes and trends to learn from and encourages reporting
The latest NRLS release of data (September 2016) also includes the ratio of those incidents
reported as deaths of people who use our services in relation to 1,000 bed days and
comparison with other Mental Health Trusts.

April 2011 Sep 2011
Oct 2011 March 2012
April 2012 Sep 2012
Oct 2012 March 2013
April 2013 Sep 2013
Oct 2013 March 2014
April 2014 Sep 2014
Oct 2014 March 2015
April 2015 Sep 2015
Oct 2015 March 2016
Apr 2016 Sept 2016

Number of deaths
reported by SABP to
NRLS

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

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

28

5.9%

0.6%

40

4.9%

1.0%

26

4.0%

1.0%

30

3.5%

0.9%

26

2.2%

1.1%

32

3.2%

0.9%

22

1.8%

0.8%

32

3.7%

0.9%

41

3.2%

0.8%

38

3.2%

1.0%

26

1.8%

1.1%

On first view it appears that we have a much higher than average reporting rate of
incidents reporting deaths of people who use our services.
The NRLS website gives the following guidance:
Nationally, 72 percent of incidents are reported as no harm, and just under one per cent as
severe harm or death. However, not all organisations apply the national coding of degree
of harm in a consistent way, which can make comparison of harm profiles of organisations
difficult.
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Organisations should record actual harm to patients rather than potential degree of harm.
Recognising and reporting incidents resulting in severe harm, or death is an important sign
of an organisation's reporting culture. If the numbers of incidents reported as severe harm
or death are low compared with peers you should check that your reports reflect all
incidents you are aware of through sources such as mortality review, inquests, litigation or
complaints.
The 26 deaths of people recorded between April 2016 – September 2016 can be broken
down as follows:
 Unexpected deaths/suspected suicide of people who use, or have in the past used,
our services
 Deaths of people that have been classified as natural causes – these deaths are not
reportable to NRLS. A delay in establishing a cause of death can lead to these deaths
to be reported to NRLS as we view all deaths of people without an established
natural cause of death as an unexpected death up until the point this is confirmed
by HM Coroner
 Incidents established as not related to the death of a person in use, or past use, of
our services
We are currently in the process of refreshing this data with NRLS to provide accurate
figures. When refreshing this data for October 2015 - March 2016 the revised figures are:

April 2015 Sep 2015
Oct 2015 March 2016

Number of deaths reported
by SABP to NRLS

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

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

35

2.69%

0.83%

36

3.06%

0.79%

The
programme was designed and launched in 2014 further to our desire to
identify, test, make reliable, spread and embed all the safety and experience improvement
works that were occurring in isolation in the Trust. Suicide prevention is a critical
component of ensuring that we learn lessons from adverse events and take actions to
ensure that risks to safety are effectively managed.
Caveats to this declaration
Surrey and Borders Partnership NHS Foundation Trust considers that the data above is as
described for the following reasons:
We are actively driving up the numbers of incidents being reported and logged as
incidents. There is an element of local clinical judgement in the reported figures which we
have tried to manage by providing training and there are various policies and processes in
place relating to incident reporting to support this process.
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However this does not provide sufficient assurance that could be subject to audit to ensure
that all incidents are being reported. This is in line with all other Trusts.
There is also clinical judgement needed in the classification of an incident as ‘severe harm’
as it requires moderation and judgement against subject criteria and processes. This can
be evidenced as classifications can change once they are reviewed.
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Part Three: Other Information
The following is an overview of the care offered by Surrey and Borders Partnership NHS
Foundation Trust based on performance in 2016/17 against indicators selected by the
Board in consultation with stakeholders, with an explanation of the underlying reason for
selection. These indicators are different from those used in the 2015/16 Quality Account as
we felt that those indicators previously used were already being reported elsewhere in the
report. We also feel that this part of the Quality Account gives us the opportunity to
demonstrate our performance in other areas that are not mentioned in the Quality
Account thus far. The indicators for 2016/17 were approved by the Trust Board on 30
March 2016.

Performance Against Indicators
Patient Safety
1. Absent Without Leave Incidents (AWOLs)
We have seen a reduction throughout the year of the numbers of AWOL incidents from
inpatient services, and we attribute this to the relocation of the inpatient services. During
the initial opening of Farnham Road Hospital, there were some environmental issues
related to door security that needed to be addressed, which did not fully mitigate against
absconding behaviours. These issues have now been resolved. We also had two inpatient
units running in Epsom which had some significant environment issues that could not be
resolved and so this service has since been relocated to St Peters Hospital, allowing a more
physically secure environment.
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2. Physical restraints by position
Our year to date has shown a considerable reduction in the use of prone restraint,
especially since October 2016. Driven by our Positive and Safe restrictive practice
reduction plan, we have achieved this by the introduction of new MAYBO training and
techniques. As the use of prone restraint has decreased, there has been a slight increase in
the use of supine restraint, as this has become the dominant position held when a restraint
goes to the floor.
Physical restraints by position
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3. Falls
In the 12 months between April 2016 and March 2017, 427 falls were reported, over half
of which were classified as being a fall on level ground. The following graph shows the
cumulative falls reporting, by type, for this period. The Falls Working Group is now
established within the Trust, and is focusing on falls prevention, monitoring falls, and best
practice falls safety initiatives.
Slip, trip and falls incidents affecting people who uses our services by
reported date
1 April 2016 to 31 March 2017
Fall after an act of aggression

3

Accident of some other type or cause

30

Collision with an object

23

Fall from a height, bed or chair
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Fall on level ground
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Suspected fall
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Tripped over an object

22
0
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4. Statutory training

At the end of Quarter 4, our compliance with this indicator remains good at 94.8%. The
Education Department are providing both in-house and e-learning additional support to
address key training issues where employees have slipped behind in their compliance.
During the year we overcame difficulties with the different releases of Internet Explorer
which were causing difficulties for e-learning.
Percentage of staff who are up to date with their statutory training
100%
95%
90%
85%

92%

80%
75%

83%

84%

88%

94%

94.8%

94%

94.8%

70%
Q1 2015/16Q2 2015/16Q3 2015/16Q4 2015/16Q1 2016/17Q2 2016/17Q3 2016/17Q4 2016/17
Inadequate <80%

Requires improvement >=80%

Good >=90%

Outstanding >=95%

5. Mandatory training

At the end of Quarter 4, our compliance with this indicator remains good at 90.85% and
we continue to see small improvements each month. The Education Department are
providing both in-house and e-learning additional support to address key training issues
where employees have slipped behind in their compliance.
Percentage of staff who are up to date with their mandatory training
100%
80%
60%
40%

83%

79%

88%

84%

90%

92%

91%

91%

20%
0%
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17
Inadequate <75%

Requires improvement >=75%

Good >=80%

Outstanding >=95%
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Clinical Effectiveness
1. Staff appraisals
The aim of our appraisals is to ensure that our staff are supported to be able to undertake
what is required of them in their role and to agree with our employees what they would
like to do to develop and progress, either within our organisation or the wider NHS. Our
overall reported appraisal position improved from 84% in April 2016 to 92% in March
2017; an increase of seven percentage points. Managers are able to sustain improvements
by planning appraisals diligently and by ensuring that data entry is undertaken at the time
of the appraisal.
Percentage of staff with an up to date appraisal
100%
90%
80%
70%
60%
50%
40%

91%

87%

82%
83%

85%

30%

83%
85%

85%

81%
85%

83%

84%

90%91%

88%87%89%

84%
85%

92%

88%

20%

92% 92%

10%

Inadequate <75%

Requires improvement >=75%

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

Oct-16

Sep-16

Aug-16

Jul-16

Jun-16

May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

0%

Outstanding >=93%

Source: Electronic Staff Record system (ESR)
2. Protected characteristics
We aim to support our adherence to the Equality Act 2010 by improving the data
collection of the protected characteristics of people who use our services. The protected
characteristics are age band, disability status, gender, marriage and civil partnership,
ethnicity, religion and belief and sexual orientation). We have embedded a culture in the
Trust which ensures that clinicians are consistently reporting the protected characteristics
of people. Any data quality work is addressed through the work the Data Quality Leads
complete within the clinical teams.
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Average percent completeness of protected characteristics information
for people using our services
100%
80%
60%
40%

91% 88% 86% 85% 85% 85% 84% 85% 85% 84% 89% 87%

88% 88% 88% 89% 89%

20%
0%

89%

Inadequate <40%

Requires improvement >=40%

Good >=80%

Outstanding >=90%

Source: SABP Information Management Team
Note: To calculate the figures shown in the chart we first calculate, for each of the
protected characteristics, the percentages of people where information about the
protected characteristic has been recorded on SystmOne. We then calculate the average of
the percentage figures for the seven protected characteristics.
Figures for the period October 2015 to March 2016 are not available following our move to
a new data warehouse.
3. Children and Young Persons Services (CYPS) Eating Disorders waiting times

CYPS Eating Disorders waiting times - for urgent referrals
100%
80%

33%

60%
40%

100%

100%

100%

Quarter 2

Quarter 3

Quarter 4

67%

20%
0%
Quarter 1
1 week or less

> 1 week, to 4 weeks

> 8 weeks, to 12 weeks

> 12 weeks

45

> 4 weeks, to 8 weeks

CYPS Eating Disorders waiting times - for routine referrals
100%

18%

5%

80%
60%
40%

82%

95%

100%

100%

Quarter 2

Quarter 3

Quarter 4

20%
0%
Quarter 1
4 weeks or less

> 4 weeks, to 8 weeks

> 8 weeks, to 12 weeks

> 12 weeks

Source: The waiting times figures are calculated from manually-collated information
provided by the Children and Young Persons Services Eating Disorders service. The figures
are for people under the age of 18 as this is the age range covered by our Children and
Young Persons Services Eating Disorders service.
The NHS England access and waiting time standard states that children and young people
(under the age of 19) referred for assessment or treatment for an eating disorder should
receive National Institute for Health and Care Excellence (NICE) approved treatment with a
designated healthcare professional within one week for urgent referrals and within four
weeks for routine referrals. Our Children and Young Persons Services Eating Disorders
service has taken the following steps to achieve the waiting times standards during
2016/17:
 We have increased the number of assessment slots in the team timetable from
three to five, embedding two urgent assessment slots into the timetable
 All senior staff have been fully briefed on the actual waiting times standards for selfreferrals, as these are slightly different, and have appraised junior staff. We have
received a few self-referrals
 Our Service Manager meets regularly with OneStop (our single point of access for
our children’s services) to ensure that they allocate within the 24 hour timeframe
also.
 The schedule for staff to attend the Access and Waiting Times national training
programme has been for the whole of 2017
 We have a Duty System in place to respond to all referrals in a timely way.
 We have briefed our CAMHS colleagues about ensuring that they notify the Children
and Young Persons Services Eating Disorders service as soon as they detect an
eating disorder and that they consult the team before making a referral
 We have increased our therapy staff by 40% to meet the NICE requirements
 The whole team has undergone the family based therapy training so that we can
offer this (NICE Concordant) family based therapy
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 We have developed an enhanced pathway to be able to rapidly respond to urgent
referrals
People’s Experience
1. Your Views Matter – Friends and Family Test
Percentage of people using our services who said they were extremely likely
or likely to recommend our service to their friends and family
100%
80%
60%
40%

80%

82%

91%

88%

93%

90%

88%

89%

20%
0%
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17

3,201 people answered the Your Views Matter survey question ‘Based on your experience
- how likely are you to recommend our service to friends and family if they needed similar
care or treatment?’ during 2016/17. Of these people, 89% answered ‘Extremely likely’ or
‘Likely’.
2. Your Views Matters – Carers Friends and Family Test
Percentage of carers who said they were extremely likely or likely to
recommend our service to their friends and family
100%
90%
80%
70%
60%
50%
40%

78%

82%

94%
77%

76%

76%

96%

74%

30%
20%
10%
0%
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17

We achieved our second gold star as part of the Triangle of Care which has also helped our
clinical Divisions focus on the needs of carers. We continue to see an improvement in
carers’ satisfaction with our services.
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3. Your Views Matter – People with a learning disability
Percentage of people using our Learning Disabilities services who said they
would tell their family and friends to come to us for support
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

100%

98%

97%

94%

91%

96%

97%

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 2016/17

Source: Your Views Matter Survey for people with a learning disability (community
services)
Our Learning Disabilities services strive to ensure that everyone with a learning disability
would want their families and friends to come to us for support. We are aware that many
people we support may not be able to answer the Your Views Matter questions, so we
have introduced other methods of finding out whether people are having a good
experience. For example in our MyTime Reigate day opportunities, people are supported
to indicate whether they have enjoyed a particular activity through the use of coloured
balls representing liked or disliked.
325 people using our Learning Disabilities community services answered the Your Views
Matter survey question ‘Would you tell your family and friends to come to us for support?’
during 2016/17. Of these people, 94% answered ‘Yes a lot’ or ‘Yes, a little’.

48

Performance Against Key National Priorities
The following gives an overview of performance in 2016/17 against the key national
priorities from the Department of Health’s Operating Framework. This includes
performance against the relevant indicators and performance thresholds which appear in
both the NHS Improvement Risk Assessment Framework and the Single Oversight
Framework.
Minimising delayed transfers of care
Definition/notes
Numerator: the number of non-acute
patients (aged 18 and over on
admission) per day under consultant and
non-consultant-led care whose transfer
of care was delayed during the quarter.
For example, one patient delayed for
five days counts as five

Data
period

Q–
Actual

Target
Q1

< = 7.5%

3.88%

2016/17
Q2
Q3

3.85%

2.99%

Q4

1.26%

Denominator: the total number of
occupied bed days (consultant-led and
non-consultant-led) during the quarter

The external auditors tested a number of people who use services captured as delayed transfers of
care during quarters 2 to 4, which identified inconsistent application and interpretation of NHSI’s
mandated guidance, and specifically when a person who uses our services should be captured as a
delayed transfer. As a result, a number of individual cases have been incorrectly recorded and the
Trust does not have assurance that the figures disclosed in the above table are accurate.

EIIP waiting times
Definition/notes

Data
period

Target

2016/2017
Q1

Q2

Q3*

Q4*

64.3%

85.5%

85.9%

75.4%

Early Intervention in Psychosis: first
experience treated with a NICEapproved package within two weeks
Numerator: The number of referrals to
and within the Trust with suspected first
episode of psychosis or at ‘risk mental
state’ that start a NICE-recommended
package care package in the reporting
period within two weeks of referral

Q–
Actual

Denominator: The number of referrals
to and within the Trust with suspected
first episode psychosis or at ‘risk mental
state’ that start a NICE-recommended
care package in the reporting period
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IAPT waiting times
Definition/notes
Improving access to psychological
therapies (IAPT):
 people with common mental health
conditions referred to the IAPT
programme will be treated within
six weeks of referral
Improving Access to Psychological
Therapies (IAPT):
 people with common mental
health conditions referred to the
IAPT programme will be treated
within 18 weeks of referral

Data
period

Target
Q1

2016/2017
Q2
Q3*

Q4*

Q–
Actual

75%

98.2%

97.6%

98.6%

98.5%

Q–
Actual

95%

99.7%

99.6%

99.9%

99.6%

Meeting commitment to new EIIP cases
New cases of psychosis served by EIIP teams
Meeting
commitment to
serve new
Apr
May Jun
Jul
psychosis cases
16
16
16
16
by early
intervention
teams
Cumulative Total 11
23
43
63

Aug
16

Sep
16

Oct
16

Nov
16

Dec
16

Jan
17

Feb
17

Mar
17

93

112

126

153

169

191

204

218

Our Early Intervention in Psychosis (EIIP) teams served 218 new psychosis cases during
2016/17, exceeding the target of 126 new cases by year-end.
Data completeness: identifiers
Definition/notes

Data
period

Target

2016/2017
Q1

Q2

Q3

Q4

99.86%

99.86%

99.85%

99.84%

Data completeness: identifiers
Numerator: count of valid entries for each
data item below

Q–
Actual

Denominator: total number of entries
Date of birth

Q–
Actual
Q–
Actual
Q–
Actual

Patient's current gender
Patient's NHS number
Organisation code of patient’s registered GP

Q–
Actual

Postcode of patient's normal residence

Q–
Actual
Q–
Actual

Organisation code of Commissioner
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97%

100.00% 100.00% 100.00% 100.00%
99.99%

99.99%

99.98%

99.77%

99.85%

99.83%

99.99%
99.85%

100.00% 100.00% 100.00% 100.00%
99.42%

99.35%

99.27%

99.23%

100.00% 100.00% 100.00% 100.00%

Data completeness: outcomes for patients on CPA
Definition/notes

Data
period

Target

2016/2017
Q1

Q2

Q3*

Q4*

71.28%

75.19%

77.36%

77.36%

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

Q–
Actual

50.00%

Completed %
Numerator: count of valid entries
(valid, other, default)
Denominator: total number of entries

The figures shown are the average of the percent completeness figures for Employment
Status and Settled Accommodation. Completeness figures for the HoNOS 12 month’s
element of the indicator are not available following the move from RiO to SystmOne.
Care Programme Approach (CPA) patients having formal review within 12 months
Definition/notes

Data
period

Target

2016/2017
Q1

Q2

Q3*

Q4*

Care Programme Approach (CPA) patients
having formal review within 12 months
Numerator: the number of adults in the
denominator who have had at least one formal
review in the last 12 months

Q–
Actual

95.00% 36.93% 71.68% 78.92% 85.20%

Denominator: the total number of adults who
have received secondary mental health services
and who had been on CPA for at least 12
months at the end of the reporting period

The figure of 36.93% for Quarter 1 2016/17 has not been validated by our Data Quality
Leads because the move to a new data warehouse meant this was not possible. Based on
previous and subsequent validation work, it is likely that some of the apparent breaches
for Quarter 1 are due to data input errors, such as reviews being recorded incorrectly on
SystmOne. The Quarter 1 datasets included people and services that should not have been
included. The un-validated figure for Quarter 1 is therefore likely to understate the
percentage of people with a review in the past 12 months.
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Annex 1: Statements from
Commissioners, local Healthwatch
organisations and Overview and
Scrutiny Committees
Response by Council of Governors
Overall the report read well and demonstrated good process that the governors were
pleased to see. Our nurse governor stated that the staff feel positive about their
performance and in particular, through the Care Quality Commission inspections, they
have improved outcomes for people who use our services. Coupled with the positive staff
survey results we have seen positive clinical practice changes in our services. We are
pleased to see how the staff awards are a reflection of the good work within the Trust, and
also have a positive impact on staff morale.
We reviewed the increase in deaths, but following a further discussion with the Chief
Nurse we were assured that this relates to reporting rather than an actual increase. We
would however like to see death levels decreased, and are pleased that the Trust now
conducts mortality reviews to ensure we continue to learn from these to improve practice.
There are concerns about the number of Prevention of Future Deaths (PFD) notices from
coroners. We heard that there has been an increased scrutiny on our mortality information
and how the Trust is focusing on ensuring that people receive the necessary physical
health care checks in order to support the reduction in mortality rates. We noted the
difference in how physical health care is provided within the divisions and were assured
that older adults and learning disabilities have processes in place to ensure that these
needs are met. We would like to see more evidence in the adult services and across all
services that the Trust ensures that people do not fall through the gap with primary and
secondary care. We are pleased to hear that the Trust is better connecting with GPs and
have appointed a physical health nurse and an oral hygiene nurse.
We noted CQCs’ comment concerning the low number of complaints in our Trust. We need
to encourage more people to make complaints, to enable us to understand better where
practice needs to be improved. We hope that the new role of Speak Up Guardian will
support and help our staff, and in doing so improve services for people.
We are delighted to see the appointment of the new Chief Operating Officer who will be
working with staff in the clinical services to improve the quality of care.
We continue to have concerns about people signing their care plans and the issues with
SystmOne. We would ask the Trust to ensure they continue to keep on top of these issues
and ensure performance continues to improve. We do acknowledge that getting people to
sign their plans when unwell can be a challenge.
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There is evidence of good work with the Accessible Information Standard Requirements
but this now needs to be embedded in the clinical and corporate services to ensure it
makes a difference for people who use services and their carers.
We heard from a staff governor that the positive and safe work is improving practice
within the teams, and there has been a focus on reducing face down restraints. We also
saw in the report how there has been a reduction in AWOLs (Absent Without Leave), and
the move to our new inpatient services may have had a positive impact on this. However,
the people who use services governors and the carer governors are particularly concerned
about the issues visitors and carers face travelling further to see people with a travel plan
which is not supporting the new moves. We are also concerned that people are not easily
able to access escorted home leave and sometimes unable to see their care co-ordinator
as often as they need to.
We are disheartened that the new inpatient hospital consultation has become delayed
between the six CCGs and the three STPs that cover our Foundation Trust area. This limits
the options for our Trust to progress.
With regards to the CQC ratings, we are disappointed by the length of time it has often
taken to implement necessary improvements, but we acknowledge that improvements
have been achieved at this year end and we await the outcome of the subsequent CQC
visits and reports.
Some governors are unhappy about the implementation of the smoking ban that is due
this October.
Finally with concerns for improvement, we would like to see more STEIS (Strategic
Executive Information System) reporting, and more NRLS (National Reporting and Learning
System) reporting. We are particularly aware of the focus on staff retention, with a staff
turnover rate of 22%. We are pleased to see the services are now undertaking exit
interviews to understand the reasons behind staff leaving. We also note that the Care
Programme Approach 12 month reviews need improving, as we see this as an important
part of a person’s care.
To conclude we were very pleased to see four teams were awarded the Care Accreditation
and this was acknowledged by the Trust at the Care Awards ceremony 2016. We would
also like to congratulate Fiona and Jo on their EMBRACE Awards. Fiona was named CEO of
the Year and Jo was named Quality Champion of the Year at the event, which took place
on 4 November at University College London in Euston.
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Response by Clinical Commissioning Group (CCG)
I am writing to confirm that the Commissioners have reviewed the draft Quality Account
2016/17 (version 7) for your organisation. They have examined a range of areas and the
general feedback is as follows:
 It is a very comprehensive report, easy to read and complies largely with all the
nationally mandated requirements as indicated in the February 2017 guidance from
NHS Improvement entitled ‘Detailed requirements for quality reports for foundation
trusts 2016/2017’
 It reflects the data and information shared with commissioners through the Clinical
Quality Review Meeting during 2016/17
 The data and actions are valid and there is good use of data and data displays (eg
graphs)
It is also noted that there are small, but important refinements needed in the Account. The
organisation has received these suggestions in a separate communication and the
Commissioners have asked for assurance that these will be incorporated into the final
account.
Finally, we would like to acknowledge formally that the organisation is one which regularly
displays a committed to a culture of quality improvement and safety. Their leadership
teams, who attend many quality focused reviews that we hold with them, are open to
suggestions and ideas from Commissioners, and this was demonstrated only most recently
where they ‘opened the doors’ to their organisation for a ‘mock’ inspection.
Vicky Stobbart
Executive Director of Nursing, Quality and Safety
Guildford and Waverley Clinical Commissioning Group
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Response by Health Overview and Scrutiny Committee
The Wellbeing and Health Scrutiny Board welcomes the opportunity to comment on Surrey
and Borders Partnership Trust’s Quality Account. It has worked closely with the Trust in the
past six months. This has included reviewing the relocation of Elgar and Delius wards to the
Abraham Cowley Unit. The Board thanks staff, governors and service users for their input
in this process. A working group report was considered by the Board on 17 February 2017.
The Trust Medical Director informed the Board in July 2016 that consultation on the
location for the second modern hospital facility was due to commence. The Board
recognises that whilst the relocation of Elgar and Delius wards to the Abraham Cowley Unit
was necessary in the interests of patient safety, it has emphasised the need for a facility in
east Surrey. The Board would welcome an update as consultation progresses.
The Board Chairman met with the Medical Director in March 2017 to discuss patient
safety, and an increase in the number of reported serious incidents. The Chairman was
assured that the Trust has changed its reporting in response to feedback from CQC, and
that processes were in place to review and learn from trends in serious incidents. The
Board also recognises the Safe Care programme is a key priority to assist the Trust in the
reduction of serious incidents.
The Board notes implementation of the new model of care within CAMHS in April 2016
provided improvements for service users and an opportunity for change as CAMHS
assisted the delivery of a multi-agency service.
The Board notes the positive patient and carer feedback, and congratulates the Trust in
achieving this. The priorities around retaining this high performance demonstrates that the
Trust considers patient and carer experience at the heart of the services they provide. The
Board welcomes the priority to improve people’s involvement in planning their care. It
notes the success of the Safe Havens, and endorses this community based approach to
supporting people. The uptake of people with dementia and their carers joining the
Technology Integrated Healthcare Management national test bed research project also
demonstrates that the Trust is exploring innovation in how it delivers its services.
In respect to the core indicators, the Board wishes to highlight the notable increase in
readmissions within 28 days after discharge over 2016/17. It also has some concerns with
respect to the increasing absent without leave incidents. The Board commends the Trust
for having reduced the use of physical restraints, particularly given the concerning sharp
increase in September 2016. It would also highlight the significant improvement in the
number of Care Programme Approach patients having formal review within 12 months.
The Board thanks the Trust for its continued efforts to provide services for Surrey
residents. It recognises there have been some significant steps taken to learn and improve
over 2016/17 and looks forward to hearing how these will continue to support people who
use the Trust’s services in 17/18.
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Response by Healthwatch Surrey
As the independent consumer champion for health and social care, Healthwatch Surrey is
committed to ensuring the people of Surrey have a voice to improve, shape and get the
best from their health and social care services by empowering local people and
communities.
For several years now, local Healthwatch across the country have been asked to read and
comment on Quality Accounts produced by NHS providers, as required by the legislation.
In Surrey this involves at least nine Quality Accounts working to similar deadlines, often to
tight timescales. Each document is lengthy and involves many hours work by our staff and
volunteers to digest and comment in a meaningful way. Last year we attempted, with the
help of volunteers, to comment on the Quality Accounts and to provide a perspective
based on the evidence we collect from the public, however we are not convinced that it
was a good use of our resources. We do not believe that this process is an effective way of
getting our information out to the public; nor an effective way of using our evidence to
improve services.
This year our Board has decided that we will not to get involved in commenting on the
Quality Accounts. With limited resources we do not believe this is the best way to use our
time to make a difference for the people of Surrey. We know that this issue is under
discussion at a national level and that other local Healthwatch are adopting a similar
approach. We have chosen to concentrate this year on ensuring we feedback what we’ve
heard on NHS and social care services to commissioners on a regular basis; and that we
have the processes and relationships in place to escalate any cases of particular concern to
the providers involved and seek outcomes.
Kate Scribbins
Chief Executive
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Statement of Directors’
Responsibilities in Respect of the
Quality Account
The Directors are required under the Health Act 2009, National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS Foundation Trust boards on the form and
content of annual quality reports (which incorporate the above legal requirements) and on
the arrangements that Foundation Trust boards should put in place to support the data
quality for the preparation of the Quality Account.
In preparing the Quality Account, Directors are required to take steps to satisfy themselves
that:
 The content of the Quality Account meets the requirements set out in the NHS
Foundation Trust Annual Reporting Manual 2016/17 and supporting guidance
 The content of the Quality Account is not inconsistent with internal and external
sources of information including:
- Board minutes and papers from the period April 2016 to March 2017
- Papers relating to quality reported to the Board over the period April 2016 to
March 2017
- Feedback from the commissioners dated 4 May 2017
- Feedback from Local Health Watch dated 24 April 2017
- Feedback from our Council of Governors dated 5 May 2017
- Feedback from the Health Overview and Scrutiny Committee dated 9 May 2017
- The Trust’s complaints report published under regulation 18 of the local authority
social services and NHS Complaints Regulations 2009, dated 2 August 2016
- The 2016 national patient survey dated 25 October 2016
- The 2016 national staff survey dated 7 March 2017
- The Head of Internal Audit’s annual opinion over the Trust’s control environment
dated 12 May 2017
- CQC inspection report dated 28 July 2016
 The Quality Accounts presents a balanced picture of the Trust’s performance over
the period covered
 The performance information reported in the Quality Account is materially reliable
and accurate
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 There are proper internal controls over the collection and reporting of the measures
of performance included in the Quality Account, and these controls are subject to
review to confirm that they are working effectively in practice
 The data underpinning the measures of performance reported in the Quality
Account is robust and reliable, conforms to specific data quality standards and
prescribed definitions, is subject to appropriate scrutiny and review
 The Quality Account had been prepared in accordance with NHS Improvement’s
annual reporting guidance (which incorporates Quality Accounts regulations) as well
as the standards to support data quality for the preparation of the Quality Account
 As the trust is currently not reporting complete validated performance against the
indicators ‘Minimising delayed transfers of care’ and’ ‘The percentage of admissions
to wards for which the Crisis Resolution Home Treatment Team acted as a
gatekeeper during the reporting period’, due to concerns over Q1 data quality from
the migration to a new patient records system (SystmOne), the Directors have a
plan in place to remedy this and will return to full reporting during 2017
The Directors confirm to the best of their knowledge and belief they have complied with
the above requirements in preparing the Quality Account.
By order of the Board

Signed

Ian McPherson
Chairman

Signed

Fiona Edwards
Chief Executive

25 May 2017
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Independent Auditor’s Report
Independent Auditor’s Report to the Council of Governors of Surrey and Borders
Partnership NHS Foundation Trust on the Quality Report
We have been engaged by the Council of Governors of Surrey and Borders Partnership NHS
Foundation Trust to perform an independent assurance engagement in respect of Surrey
and Borders Partnership NHS Foundation Trust’s Quality Report for the year ended 31
March 2017 (the ‘Quality Report’) and certain performance indicators contained therein.
Scope and subject matter
The indicators for the year ended 31 March 2017 subject to limited assurance consist of
the following two national priority indicators (the indicators):
 minimising delayed transfers of care; and,
 admissions to inpatient services had access to crisis resolution home treatment
teams.
We refer to these national priority indicators collectively as the ‘indicators’.
Respective responsibilities of the directors and auditors
The directors are responsible for the content and the preparation of the Quality Report in
accordance with the criteria set out in the NHS Foundation Trust Annual Reporting Manual
issued by NHS Improvement.
Our responsibility is to form a conclusion, based on limited assurance procedures, on
whether anything has come to our attention that causes us to believe that:
 the Quality Report is not prepared in all material respects in line with the criteria set
out in the NHS Foundation Trust Annual Reporting Manual and supporting guidance;
 the Quality Report is not consistent in all material respects with the sources specified
in the Detailed requirements for quality reports for foundation trusts 2016/17 (‘the
Guidance’); and
 the indicators in the Quality Report identified as having been the subject of limited
assurance in the Quality Report are not reasonably stated in all material respects in
accordance with the NHS Foundation Trust Annual Reporting Manual and the six
dimensions of data quality set out in the Detailed Requirements for external
assurance for quality reports for foundation trusts 2016/17.
We read the Quality Report and consider whether it addresses the content requirements
of the NHS Foundation Trust Annual Reporting Manual and consider the implications for
our report if we become aware of any material omissions.
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We read the other information contained in the Quality Report and consider whether it is
materially inconsistent with:
 Board minutes and papers for the period April 2016 to May 2017;
 Papers relating to quality reported to the board over the period April 2016 to May
2017;
 Feedback from commissioners, dated 4 May 2017;
 Feedback from Council of Governors, dated 5 May 2017;
 Feedback from Overview and Scrutiny Committee, dated 9 May 2017;
 the trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009;
 the 2016 national patient survey, dated 25 October 2016;
 the 2016 national staff survey, dated 7 March 2017;
 Care Quality Commission Inspection, dated 28 July 2016.
We consider the implications for our report if we become aware of any apparent
misstatements or material inconsistencies with those documents (collectively, the
‘documents’). Our responsibilities do not extend to any other information.
We are in compliance with the applicable independence and competency requirements of
the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our
team comprised assurance practitioners and relevant subject matter experts.
This report, including the conclusion, has been prepared solely for the Council of
Governors of Surrey and Borders Partnership NHS Foundation Trust as a body, to assist the
Council of Governors in reporting the NHS Foundation Trust’s quality agenda, performance
and activities. We permit the disclosure of this report within the Annual Report for the
year ended 31 March 2017, to enable the Council of Governors to demonstrate they have
discharged their governance responsibilities by commissioning an independent assurance
report in connection with the indicator. To the fullest extent permitted by law, we do not
accept or assume responsibility to anyone other than the Council of Governors as a body
and Surrey and Borders Partnership NHS Foundation Trust for our work or this report,
except where terms are expressly agreed and with our prior consent in writing.
Assurance work performed
We conducted this limited assurance engagement in accordance with International
Standard on Assurance Engagements 3000 (Revised) – ‘Assurance Engagements other than
Audits or Reviews of Historical Financial Information’, issued by the International Auditing
and Assurance Standards Board (‘ISAE 3000’). Our limited assurance procedures included:
 evaluating the design and implementation of the key processes and controls for
managing and reporting the indicator;
 making enquiries of management;
 testing key management controls;
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 limited testing, on a selective basis, of the data used to calculate the indicator back to
supporting documentation;
 comparing the content requirements of the NHS Foundation Trust Annual Reporting
Manual to the categories reported in the Quality Report; and
 reading the documents.
A limited assurance engagement is smaller in scope than a reasonable assurance
engagement. The nature, timing and extent of procedures for gathering sufficient
appropriate evidence are deliberately limited relative to a reasonable assurance
engagement.
Limitations
Non-financial performance information is subject to more inherent limitations than
financial information, given the characteristics of the subject matter and the methods used
for determining such information.
The absence of a significant body of established practice on which to draw allows for the
selection of different, but acceptable measurement techniques which can result in
materially different measurements and can affect comparability. The precision of different
measurement techniques may also vary. Furthermore, the nature and methods used to
determine such information, as well as the measurement criteria and the precision of
these criteria, may change over time. It is important to read the quality report in the
context of the criteria set out in the NHS Foundation Trust Annual Reporting Manual and
supporting guidance.
The scope of our assurance work has not included governance over quality or the nonmandated indicator, which was determined locally by Surrey and Borders Partnership NHS
Foundation Trust.
Basis for adverse conclusion
As set out in the Statement on Quality from the Chief Executive of the Foundation Trust on
pages 2 to 5 of the Trust’s Quality Report, the Trust currently has concerns relating to both,
the completeness and accuracy of the underlying data. The Trust migrated to a new
Electronic Patient Records System at the start of the year and during quarter one of
2016/17 was in the process of improving data quality associated with minimising delayed
transfer of care and admission to inpatient services had access to crisis resolution home
treatment teams. Consequently we were unable to give limited assurance on these
indicators. Management has reflected the wider context of the internal improvement
programme and other reviews and assurance they have received over the indicators within
their commentary in the Quality Report, but we are not able to conclude that the Trust has
effectively used performance information to support informed decision making and
performance management during 2016/17.
As a result of these issues, we have concluded that we are unable to test sufficiently the
minimising delayed transfers of care and admissions to inpatient services had access to
crisis resolution home treatment team indicators for the year ended 31 March 2017.
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Adverse conclusion
Based on the results of our procedures, except for the effects of the matters described in
the ‘Basis for qualified conclusion’ section above, nothing have come to our attention that
causes us to believe that, for the year ended 31 March 2017:
 the Quality Report is not prepared in all material respects in line with the criteria set
out in the NHS Foundation Trust Annual Reporting Manual; and
 the Quality Report is not consistent in all material respects with the sources specified
in the Guidance.

KPMG LLP
Chartered Accountants
15 Canada Square, London, E14 5GL
26 May 2017
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