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About the Strategy
This strategy sets the direction for Surrey and Borders Partnership NHS Foundation Trust’s
clinical and care services over the next 10 years. It provides a clear statement for people
who use our services, their families and carers, our partners, and staff about our
commitment to deliver high quality, effective, safe and accountable care.

Our Vision for Health and Care Services
Our core purpose is to work with people and lead communities in improving their mental
and physical wellbeing for a better life; through delivering excellent and responsive
prevention, diagnosis, early intervention, treatment and care. We aspire to create efficient
and integrated care networks with our partners that are tailored to both the health and
social needs of the people and communities we serve.

Shaping the Vision
 Connecting mind, body and social context: Our clinical strategy offers a holistic
approach to promoting health and wellbeing by connecting mind and body, family and
friends, community and environment. We recognise that health and wellbeing is shaped
by a complex interaction of personal characteristics, lifestyle choices, and environmental
forces and that “people” not “conditions” should be at the heart of all we do.

Key Factors Influencing Health and Wellbeing


Access to health and care services



Basic nutrition and hydration



Biology and genetic endowment



Gender and age



Child development and the caregiving environment



Culture



Opportunities for education, training and employment



Personal health and wellbeing practices



Socio-economic environment



Social support, friendship and loving relationships



Working conditions

Each of these factors is important in its own right but they also interact to affect health
and wellbeing outcomes.
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Example: Family Factors and Childhood Mental Health
Emotional well-being and self-confidence in childhood has been found to be
affected by family structure, household income, parental employment and
educational level. Research shows that the rate of mental health problems
doubled in children whose parents were chronically unemployed.7,11,12

Example: Birth Weight and Income
A mother’s income level has been shown to influence the birth weight of her
baby. 4,6 In turn, low birth weight can be linked to problems later in childhood
and adulthood, such as increased risk of psychological distress,17 poor
educational achievement, lower rates of employment, higher blood pressure,
and complications with respiratory function.8

Example: Hopelessness and Heart Disease
Hopelessness appears to be an important factor in cardiovascular diseases. A
study of Finnish men found that those who were defined as having a high sense
of hopelessness, negativity or pessimism deposited fat in their arteries at a faster
rate than their optimistic peers and they were four times more likely to die
prematurely of heart disease.5

 Prevention & Early Intervention: Reviewing this evidence, Chief Medical Officer for
Scotland, Dr Harry Burns (2011) highlights society as a powerful driver of health and
wellbeing in childhood and a key influence over the lifestyle choices that children make
as they grow up. He describes how children with emotional and behavioural difficulties
are more likely to go on to become regular drinkers, smoke, use drugs and develop an
array of physical health problems in adulthood. From this basis he makes a compelling
case for promoting greater health awareness and empowering families and communities
to improve their health outcomes at an early stage.
At the heart of Dr Burns’ message is the idea that growing up in an emotionally secure
family environment with caregivers who are tuned in and responsive to their children’s
needs can reduce sickness and help people live longer. He challenges the idea that ill
health can be attributed solely to adult behaviours, such as smoking or poor diet, by
emphasising the adverse consequences of being carried in the womb of a chronically
(dis)stressed mother and then born in the midst of family conflict and poor care.
Children in these circumstances often miss out on the benefits of a protective and
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secure attachment relationship which provides the basic building blocks for healthy
cognitive, emotional, and social development. A wealth of research has shown that
early emotional security is fundamental in helping children to thrive, learn, and
understand how to form positive relationships for the future.

Example: Early Stress & Brain Development
Exposure to high levels of stress hormones in infancy can affect brain
development and create a biological vulnerability for poor physical and mental
health later in life. Areas of the brain particularly affected are those involved with
processing social information, making sense of relationships, and regulating
overwhelming emotions .13,14,15

Example: The Dunedin Study
The Dunedin study followed 1000 children into adulthood. Those rated as ‘at risk’
at aged 3 because of abusive, chaotic and hostile home circumstances were more
likely to be unemployed, have criminal convictions, use substances, and have
physical health problems as adults.10,16

Providing the right support at an early stage to promote family wellbeing is essential to
building healthier and more resilient communities. 1 Over the next 10 years our clinical
and care priorities will shift towards health promotion, diagnosis and early intervention
to enable people to have increasing control over their healthcare needs and improve
their wellbeing.
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 Promoting Wellbeing by Empowering People: Our ambition is to create the right
environment to empower people to live healthier. Far too often services focus on
“fixing” people and their problems or doing things to them rather than with them.
Paradoxically this deficit-based approach only fuels need and creates a culture of
dependency in which people are prevented from developing the knowledge and skills
they need to proactively manage their own health needs.3 Our recovery led services
will define people by their health assets and focus on empowering them to live
independently and achieve their potential.
 Connecting with Individuals, Communities, and Partner Organisations: We strongly
believe in the transformative effect of promoting health awareness by connecting with
all our partners to build more confident and resilient communities. This means
empowering people and communities to use their collective knowledge, skills and
resources to improve their health, sustain wellbeing and reduce health inequalities.9
Key to this will be our capacity to build strong local networks that promote support,
friendship, public participation and innovation.
 Connecting with National Policies and Local Need: We are committed to building
services around the needs of the people we serve and supporting them to achieve the
best possible state of health that they can. Our strategy is aligned with Government
thinking about the personalisation of care and increasing choice for people who use
services. We are proud of our track record in providing personalised diagnosis,
treatment and care planning based on each individual’s unique profile of needs.
Preventing ill health and increasing wellbeing through more holistic, person-centred,
and collaborative services is also at the heart of our approach.
 Innovation and Technology: New technologies will enable our ambitions to deliver
services closer to the point of need, in a more integrated way, and at reduced cost. This
includes embracing mobile working practices, using new diagnostic tools to enhance
early detection, supporting people with long-term conditions at home or in their
communities, and providing better access to health information to promote selfdirected care. We will play an active part within the Kent, Surrey and Sussex Academic
Health Science Network (AHSN) and the Local Collaborative Research Network (LCRN) to
identify new and innovative ways of supporting the communities we serve.
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Principles Underpinning the Vision
The clinical and care services we provide help people to develop, sustain and recover
independence for better lives. This strategy and its objectives are underpinned by the
following enabling principles.

Enabling Principles


Services tailored around the needs of people who use them, their
families and carers



Services provided where people are and closer to the point of
need



Working in partnership with people rather than doing things to
them



Focusing on the whole person; connecting body, mind and social
context



Supporting people to make healthier choices and promoting wellbeing



Detecting and intervening early to help people live as well as
possible



Building on people’s strengths by adopting an asset based
approach



Promoting resilience and shared responsibility to reduce
dependency on services



Focusing on recovery and enabling people to achieve the best
possible state of health



Providing integrated and evidence-based diagnostic and treatment
approaches



Managing risk well to reduce the need for hospital admission
whenever possible



Partnering with people, communities and other organisations who
share our values and playing our part in wider networks of care to
build social capital



Offering expert consultation to our partners in order to enhance
capacity and capability within the health and care systems



Safeguarding and improving the quality of our clinical and care
services



Supporting people from birth until death.
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Strategic Priorities and Objectives
This strategy sets out six priority areas and underlying objectives to take our clinical and
care vision forward over the next 10 years. These are:
 One person, one plan: Connecting mind, body and social context
 Promoting wellbeing through prevention, early detection and early intervention
 Building services around people and communities
 Supporting people to recover
 Consulting and partnering for success
 Safeguarding and improving the quality of clinical and care services.
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Our Values
Our values describe how we want people to experience us and are designed to safeguard
our practice and help us maintain a course of empathic support, accountability, and
continuous improvement. They were developed through conversations with people who use
our services, their families and carers, and our partners and staff in the local health and
social care system.

These values are at the heart of everything we do and emphasise our passion for people and
our respect for their equality and human rights.
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One Person, One Plan: Connecting
Mind, Body and Social Context
Aims
We recognise that health and wellbeing depends on a range of inter-related and interdependent factors. For example, a high proportion of adults with mental health problems
and people with learning disabilities experience physical health challenges. Traditionally
each need has been considered separately but our strategy is based on a holistic approach
of connecting mind and body, family and friends, community and environment.
We believe this service philosophy is fundamental to supporting people to achieve the best
possible state of health and wellbeing that they can. By considering the person in-the-round
we are able to provide personalised diagnosis, treatment and care planning based on each
individual’s unique profile of needs. We refuse to take ‘a one size fits all’ approach to service
delivery, preferring instead to see people as individuals through our commitment to ‘One
Person, One Plan.’

One
person

One
plan

Objectives
We are committed to the development of holistic, person-centred clinical and care services.
This means:
 Embracing the Philosophy: We will ensure everyone working in or using our services
understands the idea of the holistic, person-centred approach and why it is so
important to improving wellbeing and quality of life. This means providing
information and training and embedding the philosophy into our organisational
10

infrastructure e.g. through recruitment, appraisal and supervision processes,
removing confusing access thresholds, and promoting a “no wrong door” approach.
 Developing Holistic, Person-Centred Needs Assessment: Our holistic needs
assessment will consider all aspects of the person, including their physical,
psychological, social and spiritual needs. This means ensuring our workforce has the
skills and confidence to conduct such a wide ranging assessment and building tools
into our existing assessment processes and electronic information systems to ensure
the holistic approach is adopted and recorded.
 One person, one plan: The assessment will result in a care or action plan that is coproduced in partnership with the person using services and focuses on their mind,
body, spiritual and social needs. The plan should be accessible and open to review.
 Care Coordination and Teamwork: We will work with the person using services,
their families, carers and other clinical and care providers to agree the best care
pathways and to support the journey across and between services. This will include
physical and mental health services, social and pastoral care, and community based
activities. Our ambition is to create a culture of greater openness and remove
barriers between our teams/services and partner agencies.
 Focusing on Families: We believe it makes sense to focus our attention and support
on families, however they are constituted. Too often family needs fall between
adults’ and children’s care services and are met by neither until a crisis arises. We
want to adopt a ‘no wrong door’ approach by making services more accessible at
times of need. Stable and supportive family relationships provide the best emotional
and physical start in life, building a life-long resilience to stress and a positive
approach to adverse life events.
 Promoting Community Opportunities: Our goal is to support recovery and wellbeing
by promoting and strengthening community networks. This means:
1. Knowing what community resources are available and how to access them;
2. Strengthening community networks and tackling stigma by involving people
with mental health problems and intellectual disabilities in our service design
and delivery;
3. Creating environments and cultures that support wellbeing in schools,
colleges, workplaces and community settings.
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One Person, One Plan - our best practice examples

Connecting mind, body and social context - the
Epiphany Project and St Barnabas drop-in service
Our Pastoral and Spiritual Care Team work hard to develop
community based resources for people who use our
services, their families and carers. The Epiphany project
provides spiritual care andsupport by involving people with
learning disabilities and those with mental health problems
alongside the local faith community.
The drop-in at St Barnabas, Epsom is also a thriving selfsupport group providing a vital context for whole
community friendship development and a shared spiritual
journey.

Connecting mind, body and social context –
Robert’s story
Robert has a learning disability and lives in his own flat with
his dog Alfie and has recently retired from his job as a
gardener. Robert lives an independent life despite having
diabetes and he went to see his GP with an infected foot
ulcer. Robert’s district nurses were worried that his home
conditions were causing infections and that Robert was
neglecting his care. His foot was at risk of needing
amputation.
The nurses contacted our Community Team for People with
a Learning Disability who spent time with Robert and
noticed that although he could inject himself with insulin,
he was not giving himself the right dose. At a Best Interests
meeting it was agreed that amputating Robert’s foot would
be detrimental to his quality of life as he wouldn’t be able
to walk Alfie. It was agreed to try and work with Robert to
manage his condition in a different way. We gave him an
easy read guide and support to inject himself safely and
worked with his social care teams to give Robert a little
daily support to help him cook meals and keep his flat
clean. Three months later Robert’s signs of infection had
reduced significantly and he was happier and healthier.
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One Person, One Plan - our best practice examples
Connecting mind, body and social context – Kirsty’s
story
The Community Health Psychology team applies psychological
knowledge, particularly Cognitive Behaviour Therapy (CBT) and
Acceptance and Commitment Therapy (ACT) to help people face
the impact of long term illnesses, accidents or frightening
diagnoses. By focusing less on avoiding health problems and
more on their personal values and what they want to achieve in
life, people are able to find ways to reduce their distress and
gain a greater sense of choice and control.
Kirsty’s story: “I live with excruciating back pain 24 hours a day,
having been told by medics that there was nothing that can be
done. I attended a pain support group, which has enabled me to
learn about how to live my life more fully in spite of the pain; to
find things that help give my life more meaning with my physical
limitations and in spite of them; to balance and pace my
activities and to learn that I’m probably going to be in as much
pain – maybe more – getting up and doing things with the
children as I would be lying in bed – only I’m going to get SO
much more pleasure out of being up.”
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Promoting Wellbeing through
Prevention, Early Detection and Early
Intervention
Aim
Over the next 10 years our current emphasis on treatment will shift to a predominant focus
on prevention, diagnosis and early intervention.

In order to build more confident and resilient communities we strongly believe in the
transformative effect of promoting public health and wellbeing, as well as acting on early
warning signs of ill health and deterioration.

Objectives
Core objectives to take forward our focus on prevention, diagnosis and early intervention
are:
 Focusing on Expertise: We will focus and grow our resources in expert diagnostic
and early intervention services, at both the traditional specialist (tertiary) and
community (primary care) level, as well as in specialist niche (small volume-high
cost) health consultation services and wider consultancy services related to health
promotion and behavior change management.
 Health Promotion and Prevention: We will work to optimize mental health and
wellbeing in the communities we serve by promoting awareness and acceptance of
mental health needs and intellectual disabilities, and engaging families and
communities in programmes that strengthen their resilience and connectedness. Our
14

goal is also to reduce risk factors for mental health problems and enhance protective
factors that promote wellbeing. Our workforce will take a proactive approach to
promoting health and wellbeing by using every contact as an opportunity to check
health status and promote healthy living.
 Early Intervention: To promote recovery and wellbeing we will use our expertise to
support people with emerging signs and symptoms of health problems to ensure
timely, effective and appropriate treatment.
 Consultation and Partnering: We will support other organisations to deliver more
effective prevention and health promotion services by offering training, expert
consultation and supervision.
 Developing Assistive Technology: We aim to use a range of assistive technologies to
support the growth of our preventative and early intervention services. Home
monitoring and new diagnostic technologies are rapidly altering the investigation of
health conditions and increasing opportunities for healthcare to be delivered directly
into people’s homes at an early stage.
 Tackle Health Inequalities: We will apply our expertise in engaging hard-to-reach
groups to ensure interventions are targeted at those currently suffering health
inequality, where the most health gain could be made (e.g. children growing up in
care, those who have been exposed to early abuse and trauma, individuals with
learning disabilities, and frail older people).
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Promoting Wellbeing - our best practice examples

Earlier support for Surrey’s elderly
Wellbeing centres are being established across Surrey in
partnership with Surrey County Council and borough councils,
The Alzheimer’s Society and Surrey and Borders to offer a
wide range of information and advice about a range of older
people’s issues, particularly focussing on early stages of
dementia. Early intervention is essential to help people with
dementia and their carers manage their journey successfully.
Creating opportunities for wellbeing through centres such as
this enables services to reach out to the community to give
advice and support – rather than just waiting for people to
come to us.
Centres provide:
 Access to advice, support and information on all areas
of health and social care
 Early intervention to help people recognise and
manage conditions such as dementia
 Groups, workshops, activities and networking to help
people stay connected with their community
 Signposting to services such as memory clinics.
Areas in existing day centres for older people are now being
refurbished to accommodate the new centres over the next
two years.
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Promoting Wellbeing - our best practice examples

Strengthening early attachment relationships
Mental health problems are rising: half begin before age 14 and poor
mental health in childhood has consequences in for poor health in later
life. Intervening at the earliest opportunity can bolster a
secure attachment relationship between parents and their children and
provide a platform for healthy emotional and interpersonal
development. Our Child and Adolescent Mental Health Service offer a
range of early intervention services:
 Parent-Infant Mental Health Service
Training and awareness raising for Education staff through
TAMHS targeted mental health in schools service
 Support, training and consultation by Primary Mental Health
Team to health visitors and front line workers
 Early intervention addressing early onset of challenging
behaviour in children Parenting programmes

Transforming lives through community
engagement
North East Hampshire has a growing Nepalese community and
we became aware that some people were not readily engaging
with health and social care services. In response our Early
Intervention in Psychosis service established a programme to
engage the community through recruiting Community Health
Ambassadors. Ambassadors are prominent individuals in the
local community who are engaged, trained and supported to
use their experience, understanding and position of influence
to help their communities to lead healthier lives and access
services when necessary. Eight volunteers were recruited from
Rushmoor’s Nepalese community and undertook mental health
awareness training which involved a two week training
programme to spot the early signs of mental ill health and
guided tours and orientation to mental health services in the
area.
A promotional mental health campaign targeted at the
Nepalese community in Rushmoor using traditional and online
social media has also been launched to raise awareness of the
issues and how to get help. It is anticipated the scheme will
increase health awareness and knowledge, improve wellbeing
through timely access to services and offer economic benefits
by treating people before they become severely unwell.
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Compassionate Care - Building Services
with People and Communities
Aims
At various times in our lives we all need health and care support – at birth, during our early
years, when we get ill or old, and when we approach the end of our lives. Sometimes the
need is for timely advice and support with the basics, whereas at others it’s for a highly
technical or complex intervention. Whatever the need, our aims are to:
1. Work in partnership with the people who use our services, their families and
carers;
2. Respect their preferences; and
3. Empower them to live independently and achieve their potential.
Our emphasis is on personal choice and we aspire to place people who use our services at
the heart of our decision making processes. We are proud to be an organization that values
kindness and treats people with dignity and respect.

Objectives
The best ways for us to demonstrate that our services are flexible, participative and tailored
to the needs of the individual are to:
 Actively Engage: Listening to what people who use our services, their families and
carers want to achieve is critical in successful care and treatment planning. We
believe in building on people’s strengths and doing things with them, rather than
doing things to them or for them.
 Offer Choice: Involving people in the design of their care is an essential ingredient in
our success. This means being open, honest and realistic about what kinds of help
we can offer and being clear about the consequences of an individual’s choices.
Wherever possible choice will include type of intervention or support, delivery
approach (e.g. one-to-one, group, or virtual service), and care setting (e.g. home,
community venue, or clinic).
 Share Decisions & Responsibility for Recovery: We recognize that people who use
our services are knowledgeable about their own health conditions and need to be
fully involved in the decision making process. Appreciating their strengths and
empowering them to achieve the best possible state of health that they can is core
to our recovery approach.
 Improve People’s Life Chances: People gain a sense of wellbeing through improved
confidence in managing their own health needs. We will work with people to help
them feel empowered to progress towards their personal goals as independently of
services as possible.

18

 Involve Families and Carers: We recognise the invaluable role that family members
and designated carers play in supporting people who use our services. Our aim is to
help alleviate carer and family distress by delivering services that are sensitive to
their needs, as well as to those of the individual. We will provide practical and
emotional support to enable families and carers to continue their caring roles
without adverse consequences for their own health and wellbeing.
 Protect the Most Vulnerable: At times, some of the people we serve may need to
rely on others to keep them safe and make decisions for them. We will work with
families, carers and partners in other agencies to agree advance plans to keep
people safe if they are too ill or lack capacity to direct their own care. We have
developed systems and processes to make sure these decisions are taken and
reviewed in people’s best interests and we will continually seek to maintain the
individual’s dignity and human rights.
 Improving Access to Services: Being with family and friends and remaining
connected to community plays a vital part in people’s sense of wellbeing and aids
recovery/independence in the long term. We aim to deliver timely care closer to the
point of need to ensure these crucial support networks are maintained. We want to
locate our services where they are most accessible for the communities we serve,
such as in people’s homes, schools, community centres and other places where they
meet socially. We also want to make access to services more streamlined by
reducing the number and complexity of access points and introducing new
technologies and social media to extend our reach.
 Promote Equality and Respect Diversity: Promoting social inclusion and human
rights will reduce the risk of mental health problems and promote wellbeing. We
pride ourselves on delivering services that are inclusive and tailored to the needs of
the communities we serve. Our care packages are age appropriate and sensitive to a
range of factors, such as people’s gender, ability level, sexual orientation, and social,
cultural and spiritual needs. We will continue to work hard to engage the most
vulnerable in our society and improve access for minority underrepresented groups,
such as those from minority ethnic backgrounds, and lesbian, gay and transsexual
people.
 Improve the Service Experience: We understand that people’s day-to-day
experiences of us has a huge impact on the perceived value of our services. Our
reputation is built on our people and we are committed to supporting them to
deliver the highest quality care with a compassionate and positive outlook.
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Compassionate Care – our best practice examples

Building services around communities by
increasing access – Surrey IAPT
Our IAPT service provides psychological therapy to people
who are experiencing anxiety and depression. We are
committed to ensuring people get the help they need at an
early stage to prevent them from experiencing further
problems.
IAPT works closely with a range of other community and
voluntary agencies to help people to keep or return to
employment and to engage with the community services
available to them. We also have a range of e-resources to
enable people to direct their own care in a way that suits
them best.

Compassionate care – improving the service
experience
The Soap and Stuff project originated from someone who
had used our services and who felt passionately that we
could do more to make people feel cared for and valued
when they are staying on our wards.
The idea is simple and yet powerful. Each person who
comes to stay on one of our wards is greeted with a gift
box of toiletries packed by someone who has also used
services and with a message of well-wishing and hope for
recovery.
The project embodies the recovery journey from receiving
the box when things are very difficult through packing and
delivering the boxes as people start to plan to return to
work or study.
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Compassionate Care – our best practice examples
Promoting choice and partnership in
child and adolescent mental health (CAMHS)
Active participation in decision-making is supported for all
children, young people and families seen in CAMHS
through the Choice and Partnership Approach (CAPA).
This nationally supported model ensures that users of the
service are actively engaged in developing a shared
understanding of their concerns, choosing the outcome of
an initial choice assessment and agreeing an appropriate
plan within which they are key partners in working towards
the achievement of identified goals.
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Supporting People to Recover
Aims
We want to support people to recover and achieve the best possible state of health and
wellbeing that they can. Recovery means enabling people to find ways of living meaningful
lives with or without on-going symptoms of their condition. The key principles of recovery
are about:
1. Creating and sustaining a culture of hopefulness that is focused on the pursuit of
personal goals and ambitions;
2. Supporting people to take responsibility and maintain a sense of control over their
own lives and symptoms;
3. Opening up opportunities to build a positive identity and a life beyond illness.

Objectives
We will aim to incorporate the principles of recovery across all our lifespan and learning
disability services by:
 Embedding the Recovery Culture: We want to embed recovery-orientated services
and practices across our organisation. This ambition will be achieved by developing
the necessary infrastructure to support whole system change (i.e. policies, processes
and skills development) and creating the leadership to drive our commitment
forward. At a service level, we expect all our staff and teams to display attitudes and
behaviours that support people in their journey towards recovery.
 Targeted Interventions: We will continue to provide a range of targeted, high quality
and expert interventions for those most in need. We are also committed to
improving access to time limited, evidence-based psychological therapies as part of
our recovery focus and in line with the national mental health agenda.
 Joint Learning & Education: We recognise that joint learning between staff and
people who use our services is an effective approach to whole system change. This
means co-producing and co-delivering recovery focused training to mixed audiences
of staff, managers, people using services, carers, etc.
 Developing a Recovery College: We want to develop education and training
programmes led by people who use our services. These individuals will be trained
and supported to act as ‘champions of change’ within our organisation and beyond.
As part of this commitment, we will support the development of a Recovery
Education Centre within the Trust which will be run by service-user educators. The
aim will be to promote awareness of recovery principles and to train people who use
services as ‘peer professionals’ to deliver direct care within our services.
 Partnering: Implementing a recovery focus means taking an outward looking
position and developing effective partnerships with a range of statutory, voluntary
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and private sector organisations to help people build their lives in the way they wish
to and achieve greater social inclusion.
 Risk Assessment & Management: Risk is inherent within mental health services and
it is important to continue to promote recovery and choice as part of the risk
assessment and management process. In a risk situation, we believe that taking an
asset-based approach to understanding the position of both the person using the
service and the staff team can promote greater openness and safety/recovery
planning.
 Responsive Crisis Management: People need to feel confident that their needs will
be met in a crisis, and most would prefer to have their needs met out of hospital. We
will work with other organisations to deliver accessible and effective crisis advice and
liaison services. Developments in telehealth and mobile working solutions will
enhance our capacity to monitor, treat and support people in their own homes and
communities during a crisis. Creating virtual wards with partner organisations and
using predictive risk tools will also help us ensure people who are vulnerable or at
risk can be managed safely at home.
 Proactive Discharge Planning & Relapse Prevention: We will collaborate with
partners to plan care pathways for people with complex and chronic conditions who
are at risk of regular hospital admission. Our ambition is to turn more ‘unplanned’
care episodes into planned interventions by providing clear and dependable relapse
prevention planning. We also want to have clear access routes for community based
crisis support to ensure there is a trusted alternative to hospital care for people in
the days following discharge.

Supporting people to recover – our best practice examples
People who use services leading recovery – the
Hearing Voices Group
A strong focus of Occupational Therapy group work is to
support people using the service to develop their own skills in
order to take an increasingly active role in delivering the group.
This has been so successful as a model in our Hearing Voices
work that some groups are now run entirely by their members
with minimal support from the service.
This allows group members to continue to benefit from the
networks they have developed while freeing up therapy
resources to begin new work with people at an earlier stage in
their recovery journey.
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Supporting people to recover – our best practice examples

Deeta’s story
Deeta is in her 50s and has long standing mental health
problems. She lives on her own and wasn’t managing to look
after herself so well. She did not have much contact with
friends, family or people in her community although
previously she had been quite outgoing. This led to her
feeling isolated and unsafe and she was not accepting much
help, which caused her son to worry about her.
Deeta’s son spoke to her care co-ordinator in the Community
Mental Health Recovery Service and they arranged for her to
have a Self-Directed Support assessment and support plan.
As a result Deeta now receives direct payments and uses
some of the money to employ a friend as a PA, who provides
her with 14 hours of care and support a week. Her PA also
ensures she looks after her health, takes her medication and
eats properly. This has enhanced her feeling of safety and
she is now re-establishing social contacts in the community.
Above all, she now feels that she is not causing her son to
worry about her excessively.

Enabling Independence for recovery
The Enabling Independence Service was launched in January
2012 by Surrey County Council and Surrey and Borders in
partnership. Enabling Independence Workers are attached to
the Community Mental Health Recovery Services and work
with people who use services on a one-to-one basis for
between six to 12 weeks. They help individuals achieve goals
that they have set for themselves, such as getting out and
about more and travelling independently, developing skills
for daily living, accessing community activities and accessing
specialist help for housing or financial issues.
Working as part of the Community Mental Health Recovery
Services, staff are able to place a greater emphasis on
supporting individuals with their recovery, working with
them to maximise their choices and help them live more
independently.
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Consulting and Partnering for Success
Aims
Our vision for improving health and promoting wellbeing for a better life relies on strong
partnerships with people, communities and other organisations who share our values. We
believe that partnering and co-producing health improvements yields the best and most
lasting results for people.

Objectives
We intend to seek out opportunities to build strong collaborative care networks that
support the design, implementation and dissemination of innovative and high quality
service models. We will:
 Develop Robust Care Networks: We will continue to develop fully integrated care
networks through local area agreements with statutory, volunteer/third sector and
independent providers. We will also concentrate on building new collaborations
both nationally and internationally.
 Partner for Local Priorities: We will contribute wherever we can to the delivery of
shared local priorities focused on improving the health of the populations we serve.
We are committed to forging close working relationship with local Clinical
Commissioning Groups and Health and Wellbeing Boards.
 Deliver Specialist Commissioning: We will continue to play our part in
commissioning specialist services for those with the highest level of need in our
communities.
 Co-locate Services: We believe the most effective and innovative way to serve the
needs of people with complex and enduring health conditions is to develop a range
of co-located services with our partners. Co-location provides a platform to develop
learning networks and a culture of shared expertise.
 Promote Stepped Care: We plan to develop our links with providers of step down
services to support greater choice for recovery and encourage social participation
through community networks. As part of this process, we will work with other
organisations to design clear care pathways that offer continuity and unhindered
transitions for the person using services, their families and carers. We will do this
through processes such as CPA, network meetings, and shared care arrangements.
 Expert Consultation and Liaison: We intend to capitalise on our reputations as a
specialist provider of mental health and learning disability services by growing our
expert consultation services locally, nationally and internally. New technologies will
provide high impact solutions for breaking down geographical boundaries and
improving access to care.
 Partnering for Innovation: We will encourage partnerships that enable us to develop
innovative new ways to meet the needs of the populations we serve and improve
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quality, for example through the Kent, Surrey, Sussex (KSS) Academic Health Science
Network and Local Collaborative Research Network. This will include the
development of assistive technology partnerships that support our ambitions to
deliver services remotely into people’s homes and communities.

Consulting and Partnering for success – our best practice examples

Sharing expertise through District General
Hospital Psychiatric Liaison Services
We have Liaison Psychiatry Services based within Surrey’s five
district general hospitals from which Surrey and Borders staff
provide specialist assessment and treatment to people with
mental health problems in A&E and on the wards. Additional
services include signposting to community services and
support, and training for general hospital staff in mental illhealth. The benefits of this partnership working are realised in
the reduction of unscheduled care and repeated A&E
attendance, reduced length of stay in hospital for older
people and improved quality of care. Staff have improve
collaboration across organisational barriers and have raised
the profile of mental health across physical healthcare
services.

Building knowledge and skills in Eating
Disorder Services
The quarterly Eating Disorders Service Consultation with GPs,
Community Mental Health Recovery Service staff and other
partners such as the University of Surrey Counselling
Centre/Mental Health Team has helped to establish solid
working relationships and provided a platform for sharing our
expertise. Our aim is to improve the scope of preventative
work for people with Eating Disorders, extend the skills and
knowledge of professionals working in the health and care
system, and to provide a consistently high quality service.
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Consulting and Partnering for success – our best practice examples

Partnering for success
Our iHEAR partnership service, with leading drug and
alcohol charity Cranstoun, launched in April 2012 to
provide community and criminal justice drug and
alcohol services to the borough of Hounslow. This is
the first time we have partnered with a third sector
organisation to tender for NHS services and the model
developed allowed us to submit a competitive bid
through Cranstoun providing staff in support roles and
Surrey and Borders providing specialist staff. The
service benefits from the rigor, quality assurance and
governance arrangements of an NHS trust whilst being
able to employ flexible support staff at less cost
through Cranstoun.
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Safeguarding and Improving the
Quality of Clinical & Care Services
Aims
We pride ourselves on having robust systems and processes to monitor and regulate the
quality and effectiveness of the services we provide. As a learning organisation we embrace
openness, cooperation and reflective practice, and we have a strong culture of leadership to
drive forward continuous improvement. Regular service reviews, clinical audits, risk
management, supervision, professional revalidation and external benchmarking are the
cornerstones of our quality assurance processes. We also listen carefully to the experiences
of people who use our services and think critically about our contribution to improving their
wellbeing. Key for us is doing:
 The right thing - (Clinical practice based on the best evidence available);
 In the right way - (Ensuring a skilled, kind and respectful workforce);
 With the right outcomes - (Maximising health and improving wellbeing).

Objectives
We will continue to monitor the quality of our clinical and care services and improve
systems for reporting on their effectiveness. Our priorities will be:
 Safeguarding: We are experts in safeguarding vulnerable people and implementing
the Mental Health and Mental Capacity Acts. Our aim is to protect the people who
use our services and act in ways that respect their dignity and human rights.
 Delivering Evidence Based Approaches: Our services will be based on valid and
reliable evidence that is compliant with the National Institute for Health and Clinical
Excellence quality standards. In developing areas of practice, we will embrace
research that leads to clinical innovations and improvements.
 Defining and Measuring Our Outcomes: Our aim is to embed Routine Outcome
Monitoring across our services in order to demonstrate how we are:
- Helping more people to have good physical and mental health;
- Helping people to recover;
- Ensuring people have a positive experience of care and support;
- Caring for people in safe environments and protecting them from avoidable
harm.
 Quality Systems: We will ensure that our information systems enable us to provide
transparent, relevant and timely information about the quality of care being
delivered at every level of our organisation. This includes looking at the clinical
outcomes we achieve and their contribution to improving the wellbeing of people
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who use our services. Assistive technology will provide us with innovative and more
flexibility solutions for monitoring outcomes e.g. service experience tracker,
electronic diary capture, and remote behavioural monitoring.
 Developing Feedback Systems: We will work with people who use our services and
our partners to develop feedback systems that provide meaningful insight into our
successes and improvement action plans.
 Innovate for Quality: We will work with NHS, University, and business partners
through the Kent, Surrey, Sussex (KSS) Academic Health Science Network to identify
new and innovative ways of working with people and best practice to improve
quality.

Safeguarding and Improving Quality - our best practice examples

Clinical Effectiveness – session by session
ratings in Child and Adolescent Mental Health
CAMHS clinicians are trialling a software package for session
by session outcome monitoring. Project benefits are:
 It will allow in session evaluation by the young person
or parent at the beginning and end of a session
 Provide live feedback data aimed at keeping the
therapeutic relationship on track to facilitate
engagement and good outcomes
 The project is being supported by CAMHS Youth
Advisors and is endorsed by IAPT
 The design is based on feedback from young people,
“It helps me to track my progress and physically see
the improvements I have made which makes me feel
better about myself, and having something in front of
me that I can actually see allows me to accept that I
am doing well."

Your Views Matter
Hearing about people’s experiences of our services is a really
important step in helping us to improve the way we do things
so we’ve created a series of new online surveys to make it
easier for people who use services and carers to tell us what
they think. The surveys can be completed during visits or
inpatient stays using iPads or from any devise through our
website. Real time information can then be used to share
good practice and identify areas for improvement.
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Taking the Strategy Forward
Our clinical and care strategy sets out the principles, values and actions required to deliver high
quality services for the future and is the basis of transformational business and service planning
across the organisation and beyond. The key service areas for development and growth are
illustrated in the service maturation model below, along with those areas where we expect to have
declining influence.
As our focus shifts increasingly towards prevention, diagnosis, and early intervention over the next
10 years, the need for long-term support and treatment will diminish. We also expect to see a
reduction in acute care admissions and length of stay in hospital as patterns of ill health are
identified earlier and people are enabled to manage their health needs closer to home. Greater
integration and partnership working across the whole health and social care system will also mean
crisis situations can be managed more effectively to avoid hospital admissions.
Our timescales for service development and growth are described in tables 1 and 2 of the appendix
and should be read in conjunction with the Trust’s Clinical Strategy for Innovation and Business
Development. The implementation of these initiatives will be monitored through the Trust’s
Executive Board and overseen by the Medical Director and Director of Innovations and Therapies.
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Service Maturation Model
Service Growth

New Business
Adult ASD/ADHD Services
Challenging needs services for
people with learning disabilities
CYP IAPT
Enabling technology and e-health
Innovation partnerships
International Markets
Low secure services for people
with learning disabilities
Medico-legal Work
Memory Assessment Service
Obesity services
Positive Behaviour Support
Private assessment and therapies
Young Onset Dementia Service
Youth Services

Agile working
Aging well and carer support
services
Community hubs with co-located
services
Dementia services for people with
learning disabilities
Drug and Alcohol Services
Expert consultation
FASD clinics
IAPT
IAPT for SMI (Serious Mental Illness)
Learning disability liaison service
(acute hospital)
Community health and wellbeing
partnerships
Perinatal Services
Personalisation/Personalised
Budgets
Personality Disorders and Psychosis
(Complex community care packages)
Psychological therapies for acute
and long term conditions
Rapid assessment, diagnosis and
intervention (RAID)
Recovery services
Research and Development
Think Family Approaches (including
children with learning disabilities)
Transitions
Training other organisations

Maturing Interests
Outcome monitoring and reporting
Home treatment teams
Assertive outreach teams
Crisis and 24/7 support
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Declining Focus
Acute admissions
Long stay admissions
Out of area placements
Secure services
Traditional treatment/support
services for working age adults with
complex and long-term mental
health conditions.

Summary
Our core purpose is to work with people and lead communities in promoting wellbeing and
improving their mental and physical health; through delivering excellent and responsive
prevention, diagnosis, early intervention, treatment and care. We aspire to create efficient
and integrated care networks with our partners that are tailored to both the health and
social needs of the people and communities we serve.
This strategy sets the direction for Surrey and Borders Partnership NHS Foundation Trust’s
clinical and care services over the next 10 years and provides a framework for divisional
plans and operational priorities. It takes account of the complex interaction of personal
characteristics, lifestyle choices, and environmental forces that influence health and
wellbeing and it makes a compelling case for empowering families and communities to
improve their health outcomes at an early stage.
We are determined to make our strategy a reality and clearly evident in the services we
provide every day. The following checklist summarises what we believe people will see as a
result of this strategy.
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Key Deliverables
Strategy

Clinical & Care Priorities

What to Expect from Us

One person, one plan:
connecting mind, body and
social context

Embracing holistic care through:

- Demonstrate holistic needs assessment processes are embedded
across all service areas.

- Information, training and building the focus of
holistic care into the organisational
infrastructure.
- Developing holistic needs assessment and care
planning.
- Personalised diagnosis and treatment.

- Ensure personalised care planning involving people who use
services, their families and carers across all service areas.
- Think Family roll out.
- Increase our support and involvement with families and carers.
- Take action to promote social inclusion and reduce stigma.

- Co-ordinated care networks and co-production
of tailored services.
- Service delivery closer to the point of need.
- Focusing on families and promoting community
opportunities.

- Increase access to holistic care by strengthening integrated care
networks with statutory, voluntary and private sector partners.
- Support community initiatives to improve wellbeing and enhance
self-care.
- Develop a comprehensive and accessible resource of available
community support services.
- Signpost and empower people to access community resources to
promote greater self-care and reduce dependency on services.
- Involve people who use services, families, carers and local
communities in the development and design of services.
- Deliver training and services into more community settings e.g.
schools, colleges, workplaces and community centres.
- Develop assistive technology to support the flexible delivery of
community based services.
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Promoting wellbeing through
prevention, early detection
and early intervention.

Focus on prevention, diagnosis and early
intervention by:

- Demonstrate a measurable improvement in health and
wellbeing.

- Targetting and growing expertise.

- Create strong clinical leadership focused on preventing and
reducing ill health.

- Promoting awareness and acceptance of
mental health needs and intellectual
disabilities.
- Engaging families and communities to
strengthen resilience and connectedness.
- Reducing risk factors for ill health and
enhancing protective factors.

- Increase access to services, reduce geographical variation, and
promote equality (as above).
- Develop and promote workforce expertise.
- Building partnerships for health with organisations that share our
values.
- Improving diagnostic services and early detection rates.

- Focus on high risk and vulnerable populations
in the communities we serve.
- Using expertise to identify and respond to
emerging signs and symptoms of ill health.
- Supporting partnerships that deliver effective
prevention and health promotion services.

- Develop personalised medicine.
- Offer high quality assessments that direct people to the right
support first time.
- Community engagement and inclusion (as above)
- Support and invest in community health promotion initiatives.
- Embed strength-based approaches across the organisation.

- Tackling health inequalities.

- Ensure care pathways are easy to identify and navigate.
- Reduce health inequalities by intervening early with high risk
groups (e.g. children growing up in care, individuals who have
been exposed to childhood abuse, trauma and adversity,
individuals with learning disabilities, the frail elderly and those
with early stage dementia).
- Develop assistive technologies to support remote diagnosis and
monitoring of early signs of ill health.
- Identify commercial opportunities to capitalise on our clinical
expertise.
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- Support plans within the Workforce Strategy to reconfigure the
clinical skill mix.
Building services with people
and communities

Embedding the personalisation agenda by:
- Listen to people who use services, their families
and carers.
- Offering choice and empowering people to
make decisions about their care.
- Improving life chances.

- Development of community hubs. - local services responding to
local needs.
- Services that are well known by communities for high quality,
compassion focused care.
- Timely, accessible services delivered closer to the point of need.
- Improved service environments/purpose designed
environments.

- Improving access to services.
- Promoting equality and respecting diversity.
- Improving the experience of people who use
services.

- Reduce variation and promote equal access to service provision.
- Use of assistive technology to promote flexible delivery and
choice in service settings.
- Choose and book.
- Engage communities in leading services to support selfmanagement and strengthen local care networks.
- Promote a culture of partnering and co-production of care with
people who use services.
- Evidence of user-led care planning e.g. CPA
- Engage hard to reach communities and increase the percentage
of people using services from traditionally under-represented
groups.
- Evidence our respond to feedback from people using services,
their families, carers and the wider communities we serve.

Supporting people to recover

- Ensure advanced planning that maintains the dignity and human
rights of people who use our services.
- Demonstrate an organisational commitment towards the
recovery model and integrate successful recovery services

Incorporate principles of recovery across all
lifespan and learning disability services by:
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- Embedding the recovery culture at an
organisational, service, team and individual
level.
- Targeting interventions at those most in need.
- Promote self-managed care.
- Joint education and development of a recovery
college.
- Training people who use services to deliver
direct care.
- Partnering to promote recovery and empower
people to build their lives in the way they wish.
- Wherever possible promoting recovery and
choice in risk assessment.
- Effective and accessible crisis intervention.
- Proactive discharge planning and relapse
prevention.

-

-

-

-
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through whole system change (e.g. embed recovery principles
through policies, processes and skills development).
Create the clinical leadership to take the recovery model
forward.
Develop workforce expertise through shared learning with
people who use services.
Establish a recovery college led by people who use services.
Train and support recovery champions to promote change within
SABP and beyond.
Train people who use services to deliver direct care.
Build effective partnerships with a range of statutory, voluntary
and private sector providers in order to empower people to
achieve their goals, direct their own care, and reduce
dependency on services.
Reduce the number of hospital admissions and length of stay.
Improve shared care arrangements and medication management
(eg e-prescribing).
Ensure easier transitions across traditional service boundaries by
(1) taking a lifespan approach (e.g. personality disorder services,
neurodevelopmental services), (2) developing clearer step-down
pathways to other service providers and community
organisations, and (3) using assistive technology to support selfdirected care.
Reduce inappropriate admissions and where possible reduce the
reliance on medication to manage unhealthy and unsafe
behaviours.
Wherever possible transform unplanned care into planned
episodes through better discharge and relapse planning.
Improve access to 24/7 crisis support and develop safe havens
that promote recovery.
Manage people with chronic health difficulties at home and in
their communities through the development of virtual wards,
effective liaison and crisis support, and assistive technologic to

provide support closer to the point of need.
Consulting and partnering for
success

Improving health and wellbeing through strong
partnerships with communities and other
organisations who share our values. This means:
- Developing robust care networks.

- Building strong local partnerships with a range of statutory,
voluntary and private sector providers to achieve our purpose of
improving health and wellbeing for the communities we serve
(as above)
- Co-locate services into community hubs for more effective and
accessible delivery of services.

- Partnering to meet local priorities.
- Forging relationships with Clinical
Commissioning Groups and Health and
Wellbeing Boards.

- Build learning networks with other partners.
- Improve step-down pathways (as above).

- Providing specialist commissioning.

- Develop capacity and capability in the wider health and care
networks by providing expert consultation, liaison and training.

- Co-locating services.

- Support the development of new commissioning and regulatory
structures.

- Promoting stepped care.
- Expert consultation and liaison.

- Establish partnerships that promote innovation and the
development of new ways of working (e.g. assistive technology).

- Partnering for innovation.

- Play an active part in the KSS Academic Health Science Network
and Local Collaborative Research Network, and establish other
partnerships for innovation.
- Identify commercial opportunities to capitalise on our expertise
in mental health and learning disability services.
Safeguarding and improving
the quality of clinical & care
services

We will continue to monitor the quality of our
clinical services and improve systems for reporting
on clinical effectiveness.

- Grow our reputation as a provider of choice in mental health and
learning disability services across the lifespan by delivering
consistently safe, high quality and effective outcomes.
- Embed outcome measures across our services, linked to the
national outcomes framework.
- Develop clinical information systems and assistive technology to
enable better monitoring and reporting of clinical effectiveness.
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- Continue to map our clinical delivery against NICE guidelines.
- Support and invest in research and innovation that leads to the
development of best practice approaches and services.
- Improve the experience of people using services and embed the
family and friends test.
- Embrace the roll out of payment by result linked to clear clinical
pathways and outcomes.
- Continue to monitor clinical services for quality and safety
through audit, appraisals, supervision, professional revalidation
and external benchmarking.
- Support the Trust’s Learning and Development strategy to
develop workforce skills and strengthen clinical leadership.
- Forge relationships with key Higher Education Institutions to
establish SABP as a Teaching Trust.
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Appendix
Table 1: Timescale Trajectory for New Service and Business Developments

Service Area
Adult ASD/ADHD Services
Challenging Needs Service
CYP IAPT
Enabling Technology & e-Health
Innovation Partnerships
International Markets
Low Secure Services PWLD
Medico-legal Work
Memory Assessment Services
Obesity Services
Positive Behaviour Support
Positive Behaviour Support
Young Onset Dementia
Youth Services

2013

2014

New Business
2015
2016
2017

Concept Design/Project Planning
Field Testing/Evaluation
Local Development and Growth
Market Expansion
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2018

2019

2020

2021

2022

Table 2: Timescale Trajectory for Service Growth

Service Area
Agile working roll out
Aging well and carer support services
Community hubs with co-located services
Dementia services for PWLD
Drug and Alcohol Services
Expert consultation
FASD clinics
IAPT
IAPT for SMI (Serious Mental Illness)
Liaison service (acute hospital) PWLD
Community health/wellbeing partnerships
Perinatal Services
Personalisation/Personalised Budgets

2013

New Business
2014
2015
2016

Personality Disorders and Psychosis
Psychological therapies - long term conditions
Rapid assessment, diagnosis and intervention
Recovery services
Research and Development
Think Family

Concept Design/Project Planning
Field Testing/Evaluation
Local Development and Growth
Market Expansion
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2017

2018

2019

2020

2021

2022
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