AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
12th September 2018 at 14:00 – 16:30 in the Open Space
at Trust Headquarters, Leatherhead
Members of the Public are welcome to observe the meeting of the Board in public. You are asked to please note that
there will not be an opportunity during the meeting for members of the Public to ask questions of the Board. Members
of the public are invited to join us at when you will have an opportunity to meet informally with members of the Board.
Tea and coffee will be available.

71.18 Public

Introductions and Apologies for Absence

Ian McPherson

Verbal

72.18 Public

A Person’s Story

TBC

Verbal

73.18 Public

Declarations of Interest

Ian McPherson

Attached

74.18 Public

Approve the Minutes of the meeting held on 12th July 2018

Ian McPherson

Attached

75.18 Public

Matters Arising

Ian McPherson

Attached

76.18 Public

Acting Chief Executive Update

Jonathan Warren

Attached

PERFORMANCE OVERSIGHT
77.18 Public

Quality, Risk and Safety Report

Billy Hatifani

Attached

78.18 Public

Activity and Performance Report

Graham Wareham

Attached

79.18 Public

Focus on our Working Adults Inpatient Wards

Lorna Payne / Billy
Hatifani

To Follow

80.18 Public

Summary of Key Findings from CAMHS Mindsight, and Royal
College of Paediatrics and Child Health Reviews

Lorna Payne

Attached

81.18 Public

Operations Report

Lorna Payne

Attached

82.18 Public

Value for Money Report

Graham Wareham

Attached

83.18 Public

Risk Report

Julie Gaze

Attached

84.18 Public

Suicide Prevention Annual Report

Billy Hatifani

Attached

85.18 Public

Complaints and Compliments Quarterly Report

Billy Hatifani

Attached

86.18 Public

Q.I. Strategy Day Follow up

Julie Gaze

Attached

87.18 Public

Freedom to Speak up Guardian – Quarter 1 Report

Lynn Richardson

Attached

88.18 Public

Freedom to Speak up Guardian – Self Review Tool for NHS
Trusts
STP Performance Quarterly Report

Lynn Richardson

Attached

Helen Rostill

Attached

89.18 Public
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Trust Board Public
12th September 2018

90.18 Public

Annual Operational Plan - Transformation and Delivery Plan
Update

Julie Gaze

Attached

Julie Gaze

Attached

Billy Hatifani

Attached

ITEMS FOR APPROVAL
91.18 Public

Governance Review – Quality Assurance Committee Terms of
Reference
ITEMS FOR INFORMATION

92.18 Public

Quality Assurance Committee Update – 14th August 2018

Confidential
A Meeting of the Foundation Trust Board Held in PRIVATE
Wednesday 12th September 2018 at 10am-11:30am, Room F21

AGENDA
39.18 Private

Introductions and Apologies for Absence

40.18 Private

Declarations of Interest

Ian McPherson

Attached

41.18 Private

Minutes of the Meeting held on 28th June and 12th July 2018

Ian McPherson

Attached

42.18 Private

Matters Arising

Ian McPherson

Attached

43.18 Private

Acting Chief Executive Update

Jonathan Warren

44.18 Private

Exceptional Items

45.18 Private

Any Other Business

Verbal

Date and Time of Next Meeting
18th October 2018, at Trust HQ
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Trust Board Public
12th September 2018

Voting Directors’ Declarations of Interest
September 2018
Status

Name

Voting

Ian McPherson

Declared Interests


Chairman






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

Voting

Mark Perry

Non-Executive
Director




Chief Executive, Vivid Homes
Shareholder in Claring Group

Voting

Leslie Morphy
OBE

Non-Executive
Director






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

Voting

Jennifer Seeley

Non-Executive
Director



Fellow of the Chartered Institute of Public
Finance and Accountancy
Associate Teacher for the Chartered Institute
of Public Finance and Accountancy
Fellow of the Chartered Institute of
Procurement and Supply
Assessor for the Chartered Institute of
Procurement and Supply





Voting

Rahul Jaitly

Voting

Stephen Firn

Voting

Susan Scholefield

Non-Executive
Director
Non-Executive
Director
Non-Executive
Director

None


Expert Advisor, NHSI



Independent Member, Sussex Police and
Crime Panel
Chair, Competition Appeal Tribunal Service
Magistrate, Sussex Family Panel / West
Sussex Adult Panel
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Status

Name

Declared Interests

Voting

Fiona Edwards

Chief Executive

None

Voting

Graham Wareham

Chief Finance
Officer




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

Voting

Helen Rostill

Director of
Innovation and
Development



Advisory Board Member – SCAMPI (Self-care
Advice, Monitoring, Planning, Intervention)

Voting

Justin Wilson

Chief Medical Officer

None

Voting

Lorna Payne

Chief Operating
Officer



Trustee of Fulham Good Neighbours

Voting

Jonathan Warren

Chief Nursing Officer
& Deputy Chief
Executive



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

September 2018
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DRAFT Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Thursday 12th July 2018, 14:00 – 16:30
at Trust HQ, Leatherhead
Present
Directors Voting:
Ian McPherson
Jonathan Warren
Graham Wareham
Lorna Payne
Helen Rostill
Justin Wilson
Rahul Jaitly
Leslie Morphy
Stephen Firn
Susan Scholefield

Trust Chairman
Acting Chief Executive
Chief Finance Officer
Chief Operating Officer
Director of Innovation and Development
Chief Medical Officer
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Billy Hatifani
Michaela Biddle

Acting Chief Nurse and Director of Quality Improvement
Governance Manager (Minutes)

Apologies:
Fiona Edwards
Julie Gaze
Mark Perry
Jennifer Seeley

Chief Executive
Director of Governance and Planning
Non-Executive Director / Senior Independent Director
Non-Executive Director

Members of the Public and Governors in attendance:
Elaine Braithwaite
Lead Governor / Public Governor
Don Ilman
Member of the Public / FoCUS Member
Clifford Wright
Member of the Public / FoCUS Member
Lorna Jamison
Surrey and Borders NHS Foundation Trust
Danielle Gossington
Surrey and Borders NHS Foundation Trust
Ref:
45.18
Public

Item:
Introductions and Apologies for Absence
Introductions were made, and apologies were received and noted as above.

46.18
Public

Ian McPherson welcomed Susan Scholefield to her first Public Board meeting.
A Person’s Story –
Katie Viggers presented Peter’s Story to the Board, which related to a referral
from the Multi Agency Referral Hub (MASH) to our services, where the person
sadly subsequently died. The Board reflected on this tragic story, and noted the
following:
 Recommendations to contact voluntary sector services, are not always
followed up. Katie Viggers advised that investigations from the police showed
that Peter did make contact as recommended. Criminal Justice Liaison and
Diversion Services (CJLDS) only have one appointment, and there is no
opportunity for them to provide any follow up. This however may change in
the future. Billy Hatifani advised that work is being undertaken with Public
Health Surrey, and that the Samaritans are happy to signpost people back to
us if they feel it is necessary.
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47.18
Public
48.18
Public

49.18
Public

It was noted that the referral was received at 16.41, and irrespective of it
being a Friday, we should have done something about it. Similar issues have
occurred in services that are only open to 5pm. Additional services have
been set up, and managers are now checking all urgent referrals and those
received from the Multi-Agency Safeguarding Hub (MASH). We must
acknowledge that we did have an opportunity to act, as the service was open
when the referral received, and that we failed as an organisation.
The referral was reviewed on a Monday, and Peter sadly took his life 3 days
later. It was noted that the referral was not acted on for reasons that could
not be ascertained. Stephen Firn asked how confident are we that we
understand what happened. Katie Viggers advised that there were some
emails that showed the form had been received and sent to another team.
They felt it was not appropriate for them, and returned it. There were no
further notes, so it is unclear what happened after this. She advised that a
new log that has now been implemented will stop this from happening, as
individuals need to record what action has been taken.
In terms of recommendations, Rahul Jaitly asked if teams were aware that
there were gaps that they had not acted on. Billy Hatifani advised that
concerns have been previously raised about how MASH forms were
managed, and some teams have a robust process for logging them. There is
an opportunity to spread learning across teams, and to ensure that good
practice is embedded.
There was a marked increase in the number of MASH forms received last
year, and conversations have taken place with Surrey Police about managing
this.
The PFD issued was for 3 organisations – Surrey and Borders Partnership,
Surrey Police, and Surrey County Council. The Initial plan was to submit a
joint response, but meetings did not take place as planned, so we took a
decision to submit our own response. Since then, we have been in contact
with the MH lead for Surrey Policy, who is very open to working together
going forward for a more collaborative approach.
There were 2 opportunities for us to follow up this referral, which we did not
act upon. We have talked about changing process, but it is important to note
that culture always jumps process, and this is something that we are trying to
change. We need to have a culture within our organisation, where staff who
see a referral that needs action, ensure that it is followed up and not left.

Ian McPherson thanked Katie Viggers for presenting Peter’s Story.
Declarations of Interest
Declarations of interest were noted by the Board.
Minutes of the Meeting held on 19th April 2018
The minutes of the meeting held on 19th April 2018 were agreed as accurate,
and approved.
Matters Arising
11.18 Mortality Assurance Quarterly Report
Justin Wilson advised that the additional work required following the
implementation of the LeDeR programme, is being managed within our existing
resource. There is a risk however, that this may have an operational impact, so
this will be closely monitored.
128.17 Safety Report
More work is required on looking at emerging patterns of restraint in different
categories of patients, and this will be included in future reports.
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All other actions were noted to be complete, or not yet due for completion.

50.18
Public

The Board noted the updates as above
Chief Executive Update
Jonathan Warren provided an update to the Board, noting the following points:
 Healthwatch published a report last week that looks at people’s experience of
our services, and their experience of being involved in their care planning.
This has been an area we have struggled with previously, and has been
noted by CQC. Some improvements have been made, but more
improvements are required. We are able to put processes in place, but these
do not necessarily help us to sustain change. A meeting has taken place with
FoCUS group members and Governors, to look at how we include people
who use our services in every aspect of our Trust. Some good suggestions
on how to take this forward were made, and Billy Hatifani and Jo lynch will
take these forward to help move towards people participation / coproduction. There is a need to think about how we address cultural
underpinning behaviours. Billy Hatifani noted that we have a good working
relationship with Healthwatch, and this is something we want to harness so
that we continue to learn from them.
Rahul Jaitly noted that there are short term measures in place to rectify the
ventilation problems at the Abraham Cowley Unit (ACU), and asked what the
plan for a long term fix is. Jonathan Warren advised that extractor fans are being
issued today. A medium term option is to install Britplas windows that are the
same as those at Farnham Road Hospital. There are some of these windows at
Windmill House, and we are looking to see if they can be transferred to ACU.
Stephen Firn noted that we have received funding for perinatal services, and
asked for some background information on this. Helen Rostill advised that there
was a previous funding gap for the Surrey footprint (Surrey Heartlands / Surrey
Heath). The new funding allocated will mean that we will be able to provide a
service that covers these areas, to help women who have had MH issues after
pregnancy. It is due to go live in October, and is a community based service,
which will link to a mother and baby unit in Kent. Justin Wilson advised that last
year we were able to send a doctor on secondment to train in perinatal care.
Helen Rostill added that as well as training our staff to become experts in
perinatal issues, part of this service is also about upskilling into other services to
improve their ability to support women and families.

51.18
Public

The Chairman thanked Jonathan Warren for the update
Quality, Risk and Safety
Billy Hatifani presented the report, advising that as this report continues to
evolve, we are now starting to be able to compare, and look at benchmarking.
The following points were noted:
 Good work has taken place in the creation of suicide prevention training, and
positive feedback has been received from the Recovery College
 We have worked closely with Ashford and St Peters Hospital to learn from
them about their effective falls prevention work
 Incident reporting levels are seen to be lower than expected – we are
identifying learning and putting systems in place to rectify this.
 We have recently had a successful visit from the Institute of Health
Improvement, and this feeds into a bigger piece of work with Surrey
7

Heartlands STP on Quality Improvement.
Stephen Firn noted that the number of reported incidents has reduced by 40%,
and is concerned as this is a significant gap. He asked how confident we are that
this will be addressed, and how long will it take. Billy Hatifani advised that
changes were made to the form on Datix, which made it difficult for people to
report incidents. Targeted work with teams is taking place to rectify this, and we
hope to be on trajectory by the end of the year to improve this. Early warning
work is also being undertaken to identify teams who have not reported incidents,
and follow up with them.
Justin Wilson added that there has also been a change of practice that has had
impact on the numbers of incidents reported. Previously, we reported deaths for
everyone who had contact with the Trust, but this is now not the case, and this
will have a significant impact. There needs to be a change in culture, and we
need to ensure that we are reporting everything possible. Jonathan Warren felt
that we need to be careful of definitions, and explore what is being reported to
the National Reporting and Learning Service (NRLS). He asked how we judge
what is considered to be a serious incident - are individuals making decisions,
rather than there being a culture of reporting, which may lead to
misinterpretation.
Action: Billy Hatifani to explore definitions for what is reported to NRLS, Billy
and provide an update in the next Board report.
Hatifani
Rahul Jaitly noted that training delivered to GP’s on suicide and prevention was
well received, and asked if there is an expectation on what this will deliver in
terms of GP awareness. Billy Hatifani advised that the training helps GP’s
understand triggers and areas of concern, which is an area they have previously
advised they were missing. He feels that this training is in the right area, and will
be very beneficial.
Lorna Payne referred to violence against staff and restraint, which the report
acknowledges is an area where more work is needed. She felt that data is not
flowing correctly, and more incidents are occurring than are reported. Ian
McPherson advised that it is important that any information captured accurately
reflects the experience of staff and those who use services. He also noted that
there were no prone restraints reported, which is very reassuring.
Ian McPherson advised that a Suicide Prevention Information Network (SPIN)
meeting took place yesterday, which focused on surviving suicide bereavement
for carers and families. Positive feedback was received, and the day generated
good and stimulating discussions. These meetings take place quarterly, and are
open to the general public.
Action: Billy Hatifani to ensure that NEDs and Governors receive Billy
invitations for SPIN meetings going forward.
Hatifani

52.18
Public

The Board noted the report
Activity and Performance Report
Graham Wareham advised that this report also continues to evolve, and advised
that he hopes to be able to align it with the Quality Risk and Safety Report at the
next meeting. The following points were highlighted as areas of concern:
 Delayed Transfers of Care (DTOCs)
 High occupancy
 High out of area placements
8

Graham advised that we are expecting to see a significant improvement in out of
area placements, and DTOCs in the June data. He also noted that not all of the
Quality Standards are included in this report – a separate report is available, and
can be circulated if required.
Rahul Jaitly referred to Improved Access to Psychological Therapies (IAPT)
Waiting Times, and Recovery Rates, noting that 431 people used our IAPT
service. He asked if there is an outcome monitoring system for IAPT, and if we
are able to start publicising outcomes. Helen Rostill advised that this is reported
as a data pack with NHSE. The recovery target is 50%, and we exceed this.
Rahul Jaitly asked if this could be included in this report, and Graham Wareham
agreed to do this.
Action: Graham to include IAPT recovery outcomes in future reports.
Graham
Wareham
Rahul Jaitly also asked what the right forum to look at outcomes is. Helen Rostill
advised that for IAPT outcomes, a review of all IAPT services is undertaken as
part of the system work in STPs, and they are also looked at against the five
year forward view. Work is also being done internally to identify our
measurement for outcomes, and look at how we integrate them into the system.
Ian McPherson felt that outcomes are important, and although it is good that we
collect data, we need to be aware how we capture outcomes against activity in
most areas. He suggested that this would be a useful area of discussion
between NEDs and Executive Directors who are responsible for services, and
requested that a paper on outcomes is submitted to a future Board meeting.
Action: Paper on outcomes to be submitted to a future Board meeting
Helen
Rostill
Leslie Morphy advised that previous work done on outcomes reporting was seen
in the Quality Committee, and highlighted issues that we had. Helen Rostill noted
that we need to look at this across the board, and consider how we report
systematically and integrate reporting into patient record systems. Some
services have been able to do this successfully, and others have not. She
confirmed that IAPT have a national system that is set up for reporting outcomes.
Lorna Payne highlighted the good work that has been done in older people’s
services to reduce the referral to first appointment waiting times. In addition, she
noted that following work undertaken with primary care, a significant review has
reduced caseloads from 10,000 to 5,000. Another area highlighted was the low
number of Care Programme Approach (CPA) 12 month reviews. Lorna Payne
advised that everyone in community is routinely put on a CPA, and we need to
look at our practice around this, as we are showing much higher numbers when
comparing to other Trusts. Stephen Firn would like to be assured that our
reported low performance for 12 month follow up of people on CPA, is due to a
high number people being put on CPA incorrectly, and not that reviews are not
taking place when needed.

53.18
Public

The Board noted the report
Workforce Report
Helen Rostill presented the report and highlighted the following areas:
 The level of vacancies in in-patient services are a concern, particularly in the
Abraham Cowley Unit (ACU). We are looking at using NHSP / agency to
provide stability, whilst working on recruitment strategies, and are also
looking to fill vacancies for bands 2-5. Farnham Road Hospital (FRH) are in a
slightly better position, and are due to have an increased intake of Newly
Qualified nurses in September
9







There are high vacancies in the Community Mental Health Recovery
Services in Guildford and Waverley, but we have been able to recruit into
some of these posts.
Recruitment remains an area of concern for the Trust, and is also a system
issue. A task and finish group are looking at recruitment and retention, and
discussions are taking place with staff. Some issues have been raised
around professional development and how we promote it. This ties in with the
appraisal rate which has reduced, and this is fundamental in helping with
development needs. A concerted effort is needed to ensure appraisals are
completed, and that divisions are giving this high priority. There have been
some issues in putting the appraisal date onto ESR.
There is continued pressure around turnover – particularly in Children and
Young People’s services.
The pay award has now been ratified for staff on Agenda for Change, and will
be paid in July salaries, with backdated pay being received in August
salaries. All staff have been sent guidance to help them understand the
changes.

Graham Wareham noted that in relation to the pay award, we are expecting the
Department of Health to reimburse the Trust 1% of the additional spend,
although the actual deal is worth 4%. We are currently not in receipt of guidance
on how this additional cost will be funded.
Stephen Firn asked if turnover rates just relate to people leaving Trust, or if it
includes those moving posts within the Trust. Helen Rostill believes it includes
those moving divisions, as well as those on short fixed term contracts. Ian
McPherson felt that most people would assume that turnover just relates to those
leaving the Trust, and asked if there is any guidance on this from workforce.
Action: Helen Rostill to seek further clarification from workforce on what is Helen
Rostill
included in the turnover rate.
Ian McPherson noted that we have been identified as an organisation where the
proportion of staff involved in disciplinary procedures who are of Black and
Minority Ethnic origin, is higher than others. A meeting has recently taken place
with the National Workforce Race Equality (WRE) Lead from NHSE to discuss
improvements. Workforce have implemented a triage team, to promote curious
minds before initiating disciplinary procedures. It was also noted that 2 groups of
staff consistently score lower on satisfaction in the staff survey – BME staff, and
staff with a disability. It was suggested that if we are able to improve quality for
these groups of people, we will also improve quality for all staff. The Board will
reflect on this and look at proposals on what changes we are making to improve
the issues that have been identified.
Action: WRES Action Plan to be added to the Board forward plan for Michaela
Lockley
October
Lorna Payne felt that it was important to acknowledge that changes to two of our
substance misuse services has taken place, which will have had an impact on
staff. Helen Rostill added that as well as transformation of substance misuse
services, other significant transformation work is underway, which can be
stressful and destabilising for staff, and felt that we should bear this in mind. Ian
McPherson stated that it would be interesting to hear to what extent this is an
issue when Directors meet staff next week.

54.18
Public

The Board noted the report
Homicide Report
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Ian McPherson advised that this report has come to Board in public, and that
Board members have had the opportunity to look at it in depth in private. The
family impact statement which details how Elizabeth’s family felt was reviewed,
but has not been included in the public papers. Ian McPherson advised that we
would like to include a link to this when the papers are published, so that the
public are also able to see the statement. Elizabeth’s family felt that we had
failed them, and the paper notes that our response to them was wholly
inadequate, which the Board agrees with. Ian McPherson recognised that
Elizabeth’s family have rejected the independent report, and felt that their
distress and anger about how we as an organisation failed to help them, is
something we must learn from. He confirmed that he and Jonathan Warren will
offer to meet with the Elizabeth’s family.
Action: Ian McPherson to send a letter to Elizabeth’s family to offer a Ian
meeting.
McPherson
Billy Hatifani advised that NHSE have publicised their report following an
independent inquiry into the murder of Elizabeth Thomas in January 2014. Ten
recommendations were outlined, and we have now reviewed our action plan
following our previous internal investigation, and updated it for the Board to see
the progress that has been made. There is a need to acknowledge that our
services have evolved since 2014, and we have seen the introduction of a
changed Child and Adolescent Mental Health Service (CAMHS) and the
Behavioural, Emotional and Neurodevelopmental (BEN) pathway model.
Billy Hatifani noted that we have put new systems in place and appointed a
family liaison officer, as well as looking at evidence to show we have learnt from
this incident. A key recommendation was local working with partnerships and
primary care workers in schools to provide early intervention support, and to look
at how we work with GPs to ensure they receive regular updates. These
recommendations have been actioned, and audits have been carried out. We are
continuing to learn from this.
Stephen Firn noted that the action plan has been developed over a number of
years, and with regards to communication with GP’s, a repeat audit was carried
out in April looking at letters sent following appointments. He noted however, that
the issue raised was more about discharge letters, and asked how good our
culture / process is around this. Lorna Payne advised that work is being done to
help streamline this process, and we will look into discharge letters and report
back. Justin Wilson noted that on the whole doctors are good at writing to GP’s
on discharge. He advised that there has been some demonstration of
improvement, but that we need to get the culture right to ensure staff are taking
accountability.
Helen Rostill noted that embedding learning, and involvement in care planning,
are areas that are repeatedly highlighted for improvement. Billy Hatifani advised
that although we can change polices, there is also a need to embed cultural
change. He advised that we are doing more work with teams, looking at what is
working, and feedback from audits. We need to ensure that action plans are
signed up to by teams, to help them own the processes and work towards
improvement.

55.18
Public

The Board noted the report
Mortality Assurance Report
Justin Wilson advised that 361 deaths were reported in the first quarter of this
year, which includes 14 deaths of people with a learning disability (PLD). 21
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serious incidents (SIs) were reported in this quarter, although 9 occurred prior to
this. The Board have received a more detailed account of the SIs reported in
private.
The report provides more information about learning, and it is noted that some of
the themes highlighted are those we have come across before, including working
well with GPs and partners, and working with families. Justin Wilson advised that
we continue to find that there are deficiencies in these areas, and more work
needs to be done. We need to continue to improve, and provide assurance to the
Board that improvements are being made.
Leslie Morphy advised that she has previously been critical about not receiving
the right information in order to feel assured. However, she recently attended a
mortality review group, and was impressed with level of details provided, and the
narrative being reported. She was able to get an idea of real people, and not just
statistics and now feels more assured. She believes that the more we can feel
like this, the more careful we will be on how we treat statistics.
Ian McPherson noted that people will be affected by narratives / incidents, and
feels that we need to think how we use data to help cultural change amongst all
of us.

56.18
Public

Rahul Jaitly commented that we have heard two examples where there have
been tragic outcomes, and feels that the mortality chart does not give substance
behind some of the SI’s reported. He asked if there is a way we can capture the
personal aspects of this, so that we can look at cultural change. He believes this
will be beneficial for staff, and help them realise that there needs to be a cultural
change. Justin Wilson noted that the report is about communication and sharing
learning across whole organisation, and advised that he and Billy Hatifani will
reflect on this. Leslie Morphy confirmed that this report will be presented to the
Quality Committee in August.
Action: Justin Wilson and Billy Hatifani to reflect on the level of detail Justin
provided in the mortality report.
Wilson
Billy
The Board noted the report
Hatifani
Complaints and Compliments Quarterly Report
Billy Hatifani noted the following points:
 134 compliments were received in quarter 4, and it is good to note that
positive feedback is being obtained
 117 PALS concerns were received.
 26 complaints were recorded in the quarter. We are working to improve our
response times to complaints. We were previously working to a 50 day
timeframe, and this has now been reduced to 25 days.
 The report shows a summary of all complaints received, and shows themes
that are emerging and learning that we can take away.
Rahul Jaitly drew the Board’s attention to the complaint detailed in paragraph 5
on Pg. 62, which related to the values and behaviours of a consultant
paediatrician. The response was to allocate another doctor, and Rahul Jaitly was
keen to know what happened to the consultant involved. Justin Wilson advised
that the complaint related to a locum doctor who was covering the service. He
confirmed that this locum no longer works with our organisation. He advised that
there would be a different response on how we would manage this, if it had
related to a substantive member of staff. Justin Wilson confirmed that complaints
against locum doctors would be fed back to the responsible officer if appropriate,
12
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as well as to the agency. Billy Hatifani advised that feedback is also given to the
agency for any complaints we receive for nurses.
Leslie Morphy asked if we always identify the right solution to the problem. She
noted that a complaint about somebody being treated badly at an appointment at
the end of day, prompted us to hold telephone appointments at this time of the
day, and does not feel that this was the right solution. Justin Wilson agreed, and
noted that we need to keep the same standards of interaction with people
throughout the day.
Ian McPherson referred to the complaint in Specialist Services where we failed
to engage an interpreter. He asked if this was because we did not think it was
appropriate, or if there was a problem with the process. Billy Hatifani advised that
the issue related to being able to get an interpreter in time. He confirmed that
work has been done around this, and we will reinforce learning from this.

57.18
Public

The Board noted the report
CQC Update
Billy Hatifani presented the report, and noted the following:
 Good feedback has been received for the Deacon unit, who have received an
Outstanding rating in the Well Led domain. We are taking learning from this
to see what they do differently, so that we can embed it across other teams.
 Hillcroft have been highlighted as a team that needs support, and received a
Requires Improvement rating. We are working with them to ensure
improvements are made
 Regular quarterly meeting with CQC inspectors are taking place, and eight
requirement notices have been removed. We are preparing for the next
round of inspections, and moving to the new use of resources rating.
Susan Scholefield and Stephen Firn advised that they both recently visited the
Deacon Unit and Hillcroft, and commented about how profound the needs of
residents in Social Care homes are.
Rahul Jaitly referred to the requires improvement rating received by Hillcroft in
the well led and safety domains, and asked how other settings can help Hillcroft
to improve in these two areas. Billy Hatifani advised that the key lines of enquiry
are part of the foundation standards review, and that we are doing lots of
signposting to the Deacon unit to see what they have done. We are looking at
where we can learn, what gaps there are, and recognise that shared learning is
key. Lorna Payne advised there is a need to acknowledge that this is a different
area as it relates to people’s homes. She advised that Philippa Alisiroglu
(Director of PLD) has set up a forum which has been helpful. Lorna Payne
advised the Board that in Learning Disability (LD) homes, the registered
managers are accountable for the service, and that this is different to other
service managers.
Ian McPherson acknowledged that certain services do not get a level of profile in
discussions at Board, in particularly LD services and Older Adults (OA). He
would like the Board and Council of Governors (CoGs) to look at how we can
give a greater profile to these services, and feels we need to reflect on how we
remain sighted on all services. We need to ensure that as a Board, we are able
to give time to things that do not naturally come to our attention.
Action: Board and CoGs to review how we remain sighted on all services, Board
CoGs
at the next joint strategy/planning workshop.
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/

Billy Hatifani advised that aspiring for excellence workshops take place regularly,
and last month featured LD services. He advised that this was very powerful, and
showcased what mattered to them, and what was working well. Helen Rostill felt
that it is important to have a balance, and felt there is a lot to be learnt from OP
and LD services. She recently visited an LD service in East Surrey, and reported
that there was a real sense of team cohesion, and found the visit to be very
inspiring.

58.18
Public

The Board noted the report
Value for Money Report
Graham Wareham advised that
 We have recoded an adverse variance to plan of £0.5 million, due to the high
usage of out of area beds, and receiving less money from Health Education
than we had planned.
 We have been able to achieve our Control Total for the first quarter, by
releasing provisions off the balance sheet.
 There is an issue around Cost Improvement Plans which we are working on.
 We are working on delivery of our Control Total for the whole year – lots of
work is still needed, and it is not without risk
Rahul Jaitly asked if the reduced income received from Health Education is a
one off, or if this will be the amount going forward. Graham Wareham advised
that we are going back to Health Education, but need to be prepared for this to
be the new level of funding. Helen Rostill added that this reflects back to the
issues raised in the workforce report around recruitment and retention, and this
reduced funding raises a potential risk to workforce.
Stephen Firn asked for a summary of the CIP plan, and Graham Wareham
advised that he will include this in next month’s report. He also asked why the
Control Total was reduced – Graham Wareham advised, that we were not
informed why this happened, but were advised that it was being reduced
following a review from NHSI.

59.18
Public

The Board noted the report
Operations Update
Lorna Payne highlighted the following from the report:
 Data Analysis Reporting Tool (DART) – we need to look at how operational
and clinical staff engage with data. We have seen a disconnect in how staff
see information on people who use services and data. Part of this has been
due to challenges in being able to supply reports to teams. Champions in
teams (clinicians) are being implemented. They will own data, and help to get
better engagement with staff on what this data is about. DART reports have
been available since October 2017, and more work is needed to show staff
how to understand and access these reports. DART does interplay with the
Electronic Patient Record (EPR) system, and there have been challenges
using this system, and working with the provider of our EPR to make
enhancements. We are required to go through re-procurement every 3 years,
and we will look at how we will do this in a future Executive Board.
 Following a CQC inspection at the Abraham Cowley Unit, an action plan has
been developed. Changes to leadership, have had a positive impact. There
are challenges in terms of substantive staff, and rostering is being moved
from Human Resource to the Nursing Directorate, which will help to give
oversight. This transition is in process, but not yet complete.
 Waiting lists – support has been offered from NHSI to work on the challenges
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we have, and we believe this will be supportive. The Board will be updated
on progress in a future meeting.
Delayed Transfers of Care – lots of work has been done to improve the
internal process and oversight for extended stays on inpatient wards, and we
are starting to see a decline in these.
The NHSE review of the death of a resident at Ashmount, which has been
challenging for the staff and service. We are awaiting the outcome of review

Although this report highlights significant changes that are required in terms of
data, Rahul Jaitly asked if we could have a view of short, medium and long term
changes. Graham Wareham advised that we do have an overall data strategy,
which looks at what pockets of data we can trust, and ensures only those are
utilised. This helps to create a plan of trust and reliability over time. Graham
Wareham has had a conversation with Justin Wilson about consultants
supporting the digital agenda, and having clinical engagement which is crucial.
Ian McPherson advised that a paper on the digital strategy will be received at a
future meeting. He felt that the approach we are adopting to make sure teams /
clinicians can understand and utilise the data is very important.
Lorna Payne noted that we are looking to ensure that we have greater focus on
the business intelligence work we are doing. The Operations Board will look at
this in detail, to identify where we have concerns

60.18
Public

The Board noted the report
Children’s Services Update
Lorna Payne advised that this report relates to 2 services that are currently under
review :
i)
Mindsight Surrey CAMHS
An independent review has taken place in partnership with
commissioners, and a draft report has been received. It is noted that a
system wide approach is needed, and there is a need to work closely with
the local authority. This is a challenging period for the division, and we
continue to work closely with commissioners
ii)
Community Paediatric Services
A draft report has been received and is being checked for accuracy. We
are looking at what direction is needed in the future.
Ian McPherson advised that we have discussed the impact of people waiting for
services, and advised this raises an opportunity for Non-Executive Directors
(NEDs) to explore how we can be assured that adequate interim support is being
offered. He advised that this needs to be fed back into the Council of Governors
who have raised this issue. Lorna Payne advised that she is happy to discuss
with NEDs to advise what steps have been taken.

61.18
Public

The Board noted the report
Surrey Integrated Substance Misuse Treatment Service Update
Helen Rostill presented the report, advising that this is a narrative account of the
presentation that she and Katie Matthews gave at the Council of Governors. It
sets out service changes since September 2017, due to the significant cuts in
Public Health funding, and the need to redesign drug and alcohol services in
Surrey. She advised that work has been done with commissioners and Catalyst
to remodel the services within the reduced financial envelope. The inpatient
detox service at Windmill House closed in June, and we have now gone live with
ambulatory detox services, where we have the option to spot purchase beds at
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Bridge House with Kent and Medway. Helen Rostill advised that this has been a
collaborative piece of work, and services have worked well together. Full credit
should be given to staff and managers, and Helen Rostill would like to
acknowledge the work that Katie Matthews has put into leading the team at a
difficult time.

62.18
Public

The Board noted the report
Delegated Commissioning
Lorna Payne advised that Delegated Commissioning provide services for those
with complex needs. This helps to reduce the time spent in in-patient services,
and they work closely with community teams. She would like to acknowledge
that the budget is underspent, and this reflects the excellent work done to ensure
people are in the least restricted environment. Jonathan Warren advised that he
is feeling confident that we have control of in-patient spend, and advised we are
starting conversations with senior clinicians to see how we can use the money
differently. Ian McPherson would like to commend the team on the work they are
doing in achieving a better quality of care, for better value.

63.18
Public

The Board noted the report.
Guardian of Safe Hours – Quarterly Report
Justin Wilson presented the report to the Board, advising that this report relates
to the first quarter, and confirming that there have been no exceptional reports
during this time.
Ian McPherson felt that it is important that we continue to monitor this, and
ensure issues highlighted by junior doctors are being addressed

64.18
Public

The Board noted the report.
24/7 Update
Justin Wilson presented the paper to the Board, advising that
 We are pushing ahead with work in the North West to improve the
environment at the ACU, which is not of a suitable standard.
 Work is taking place with Ashford and St Peters in terms of integrated and
physical MH.
 We believe we have a solution for Langley Green, where we will have 9
beds. Radical action is therefore not needed at this stage.
In response to Stephen Firn, Justin Wilson confirmed that the full business case
will be received by February 2019.

65.18
Public

The Board noted the report.
Risk Report
Justin Wilson presented the report to the Board, advising it highlights key areas
and themes from the risk register, which include pressure on staffing, bed
availability, children and young people’s services, and environmental aspects at
ACU

66.18
Public

The Board noted the report.
Governance Review
Billy Hatifani advised that we are required to review governance arrangements
yearly, and have had the opportunity to review the structures of meetings. The
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Operations Board, Quality Risk and Safety Committee and Quality Assurance
Committee have been reviewed.
For the Quality Assurance Committee, Leslie Morphy advised that the terms of
reference has been reviewed – the method of working and agreed agenda will
give more insight into this. She does not feel however, that the membership is
correct, and would like to return to this.
Action: Leslie Morphy to report back to the Board on membership of the
Quality Assurance Committee once agreed.

67.18
Public

The Board noted the report.
Tier 4 CAMHS Quarterly Report
Graham Wareham presented the report, advising that approval papers will come
to the Board in September. The purpose of this report is to prepare for this.
It was also noted that the proposals for New Care Models Tier 4 Forensics, were
discussed at an extraordinary Board meeting in private on 28th June.

68.18
Public

The Board noted the report.
Board Assurance Framework
Graham Wareham advised that this paper sets out a summary of all the issues
we have discussed. He asked that if anyone feels that we have missed any
issues, to advise him so that they can be included.

69.18
Public
70.18
Public

The Board noted the report.
Quality Committee Update – 8th May 2018
The Board noted the report.
Audit Committee Annual Report
The Board noted the report.
Date and Time of Next Meeting:
12th September 2018, 2pm in the Open Space at Trust HQ
Chairman’s Signature that the Board Approved the minutes,
subject to any amendments or corrections, which will be
recorded in the minutes for this meeting.
Signed:
Date:
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Matters Arising
Minutes of a Meeting Held in Public – 12th July 2018
Ref

Item:

51.18
Public

Quality Risk and Safety Report
 Explore definitions for what is reported to NRLS, and provide an update in the
Billy Hatifani
next Board report
 Ensure NEDs and Governors receive future invites for SPIN meetings
Billy Hatifani
Activity and Performance Report
 Include IAPT recovery outcomes in future reports
Graham Wareham
 Submit paper on outcomes to a future Board
Helen Rostill
Workforce Report
 Seek further clarification on what is included in the turnover rate (i.e leavers
Helen Rostill
and /or movers)
Homicide Report
 Send a letter to Elizabeths’ family to offer a meeting with the Chairman and
Ian McPherson
Acting Chief Executive
Mortality Assurance Report
 Reflect on the level of detail contained within the report – is there an
Justin Wilson /
Billy Hatifani
opportunity to capture personal aspects of incidents that have occurred?
CQC Update
Board / CoGs
 Board and CoGs to review how we remain sighted on all services at the next
joint strategy / planning workshop
Governance Review
 Confirm the membership of the Quality Assurance Committee once agreed
Leslie Morphy

52.18
Public
53.18
Public
54.18
Public
55.18
Public
57.18
Public
66.18
Public

Action

Status
September 2018
Dates circulated. Complete
Complete
To come to October Board
September 2018
Letter sent to offer a
meeting. Complete
October 2018
Workshop is planned for 11th
October
November 2018

Minutes of a Meeting Held in Public – 19th April 2018
Ref

Item:

33.18
Public

Freedom to Speak up Guardian Report
 Chief Operating Officer to meet with Freedom to Speak up Guardian to discuss
separate issues that have come to light
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Action

Status

Lorna Payne /
Lynn Richardson

12/07 – A meeting has now
been arranged. Complete

Minutes of a Meeting Held in Public – 8th February 2018
Ref

Item:

11.18
Public

Mortality Assurance Quarterly Report
 Explore the operational impact of the LeDeR programme and report back to the
Board

13.18
Public

Peoples Experience Quarterly Report
 Obtain feedback from groups of people who did not complete the Community
Mental Health Survey
 Future reports to obtain the response rate

Action

Status

Justin Wilson

See update in minutes from
12/07/18. Complete

Billy Hatifani

December 2018

Billy Hatifani

September 2018

Action

Status

Justin Wilson

See update in minutes from
12/07/18. Complete

Minutes of a Meeting Held in Public – 11th December 2017
Ref

Item:

128.17
Public

Safety Report
 Look at emerging patterns of restraint in different categories of patients, and
compare them to other areas
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Trust Board in Public
Date

12th September 2018

Item No

76.18

Paper Title

Chief Executive’s Report

Director

Jonathan Warren, Acting Chief Executive

Report for

Discussion/Information

Discussed to date and
next steps

This report has been prepared specifically for the Board and replaces the verbal report
previously given by the Chief Executive at Board meetings.

Purpose of the paper

This report shares with the Board some of the Acting Chief Executive’s reflections of
our recent work, and draws the Board’s attention to some of the critical features of the
environment within which we are working currently.

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

Our ability to deliver our strategy and make a difference to people’s lives will be
impacted by the environment in which we work.

Financial Implications
History

The report helps to keep the Board sighted and up to date on those issues which the
Acting Chief Executive believes they need to be aware of, to ensure our Trust is well
led.
There are no financial implications as a result of this report itself. The report may
comment on the financial implications of items included where relevant.
The Chief Executive’s report updates the Board on the most recent aspects of our
work, or that of the environment within which we work, which are impacting currently.

Executive Summary
The Chief Executive report shares with the Board updates and reflections on key national, local and internal
(Trust) issues currently impacting on our work.
Positive Findings
 Our Interim Plan to improve the waiting times for Children and Young People in our CAMHS service is
progressing at pace and is ahead of trajectory

Our Redstone House residential care home team deserve our praise and thanks for their great teamwork,
in response to a utility failure, to safeguard our residents and manage their temporary relocation and return
home
 Trudy Mills, the new Director of Children and Family Health Surrey has commenced a review of the
governance arrangements across the partnership.
 We are delighted to have secured funding for TIHM 1.5 extension to continue our research.
Areas for Improvement



Our performance on delivering Individual Health Assessments (IHAs) within our Developmental Paediatric
service has continued to deteriorate; a system response is needed to help address this
We have received a Contract Performance Notice (CPN) from our Commissioners in respect to our core
contract; we have also received one, together with CSH Surrey, in relation to the services offered through our
CFHS partnership as co-owners of the LLP
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Chief Executive’s Report
1.0

Purpose of this Paper
This report shares with the Board some of my reflections on our recent work and experiences,
and draws the Board’s attention to some of the critical features of the environment within which
we are currently working.

2.0

Reflections
2.1


2.2

National
NHS Long Term Plan - following the June announcement of a funding settlement for the
NHS in England for the next five years, the NHS has been asked to set out its long term plan
for the future by the autumn. This is expected to set out our ambitions for improvement over
the next five years. The long term plan will need to be based on the advice and experience
of clinical experts and other stakeholders, including representatives of patients and the
public. The work to shape the final plan is being led through working groups bringing
together local and national system leaders, partners and stakeholders; Mental Health is one
of the clinical priorities. We anticipate that the plan is to be prepared in time for the 2018
Autumn Budget in mid-November.
Local



Surrey Heartlands STP - Surrey Heartlands Partnership has agreed £1 million
transformation monies for the MH Work Programme, and we have submitted a Level 2
Business Case for an ambitious transforming care primary care mental health initiative.



Children and Family Health Surrey partnership - Trudy Mills, the new Director of Children
and Family Health Surrey joined us on 23rd July. Trudy has commenced a review of the
governance arrangements across the partnership.

2.3


Our Trust
Children and Young People’s Services
- We are pleased to be able to report that our interim plan to improve the waiting
times in our Child and Adolescent Mental Health services (Mindsight Surrey
CAMHS), who have been waiting a long time for routine appointments is
progressing at pace and is currently ahead of trajectory having commenced in June
2018.
- Our work, with partners to consider options for a sustainable model, is being led by
Dr Phil Ferreira-Lay, our Clinical Director, with GP leads. This will be informed by
the findings and recommendations from the jointly commissioned independent
review by Attain. A follow up summit to review findings and agree next steps is
planned for September.
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-

3.0

We are concerned that deterioration in our initial improvement in our Developmental
Paediatric services’ (part of Children and Family Health Surrey partnership)
performance on Individual Health Assessments (IHA) has continued. A system
response is needed to achieve sustainable improvement and we are continuing to
work with partners to address this. The independent review of the service by the
Royal College has been finalised and will inform our work with system leaders to
agree next steps.



Adult Mental Health Inpatient services – we are continuing with our programme of work to
improve the resilience of our inpatient units and the experience of those receiving services
and working within them as a key priority. The Board will receive a separate paper in relation
to our work to do this.



Contract Performance Notice - we are disappointed to have received a contract
performance notice (CPN) from our Commissioners in relation to our core contract. The CPN
raises issues related in particular to our quality standards performance and use of data. We
have also received one, with CSH Surrey, in relation to the services offered through the
CFHS partnership as co-owners of the LLP over performance relating to therapy waiting
times. We are responding to the issues they have raised, some of which require a system
response to address.



Care Quality Commission - we are expecting to receive shortly our Information Request
from the Care Quality Commission as the first step towards our annual planned Well Led
Inspection. From the receipt of the information request we can expect to receive
unannounced visits to any of our core services. The Mental Health Act team of the Care
Quality Commission undertook an unannounced visit to the Abraham Cowley Unit (ACU) on
13th August.



Redstone House - our staff team at Redstone House deserve praise and our thanks for their
management of a recent utility failure at the House which left them without power and a need
to temporarily relocate our residents to Primrose at The Meadows. The Redstone team, with
the leadership of Philippa Alisiroglu, Divisional Director and wider Divisional team and the
help and support of corporate colleagues, managed the immediate incident, relocation and
return in an exemplary way. People who use our services celebrated their return home with a
fish and chip supper.



TIHM for Dementia - (Technology Integrated Healthcare Management) - We are delighted to
have secured funding for TIHM 1.5 extension to continue our research.



Board Appointments - Interviews for our Director of Workforce are scheduled for
September.

Recommendation to the Board
The Board is asked to consider the Acting Chief Executive’s update.
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Trust Board in Public
Date

12th September 2018

Item No

77.18

Paper Title

Quality, Risk and Safety Report

Director

Billy Hatifani, Acting Chief Nurse

Report for

Discussion

Discussed to date
and next steps

A majority of the issues outlined in this report have been discussed in the Quality, Risk &
Safety Committee. This report was considered by the Executive Board at its meeting in
August 2018
The Board are asked to comment on and note the report on the following:

Purpose of the
paper





The upward trajectory in our number of reported serious incidents has not continued
this month but we are now averaging 12 incidents a month.
In July, we reported 11 Serious Incidents (SI) on STEIS. Seven of these incidents
related to an Unexpected Death of someone known to our services.
The Information Commissioners Office audit in July found that we have the necessary
governance arrangements in place to manage our information following the
implementation of GDPR, the proposed Data Protection Act 2018 and the new DSP
toolkit, but also highlighted some areas for improvement.

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

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

Financial
Implications

No new financial implications related to this report

A robust review of our quality metrics will ensure we target our attention on those areas of
emerging risk and put measures in place to mitigate any adverse effects.

History

The Trust incident reporting systems and processes were subject to review recently in
light of current guidance and requirements. For our quality reporting we have held several
internal meetings to understand interfaces and changes required
Executive Summary -There has been an increase in the number of overall incidents reported in July, and there is
evidence of increased bed pressures and delays in transfers of care affecting experience, difficulties in staffing our
services, high dependency on interim staffing cover in inpatient areas, and our incident data shows that there also
appears to have been a marked increase in both violent incidents and restrictive interventions in July.
Positive Findings
The incidents above have been allocated for investigation. Out of the total number of 33 SIs currently under
investigation; only 1 has exceeded the 60 day completion time.
Areas for Improvement
Following a recent Inquest, the Coroner said that he proposed to write a PFD report to the CCG as well as both
Trusts (SABP and Ashford and St Peters) to highlight his findings in the evidence, focusing upon points that he
feels were inadequately addressed in the SI report.
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Quality Control
This report reviews quality control dashboards for our services. It merges other quality indicators
previously reported separately, such as positive and safe metrics, and experience and workforce data. All
contractual key performance indicators will be presented in a separate performance report.
Safety
1. Early Warning Signs Review (Foundations standards Hot Spots)
Each month 27 data sets (indicators) are collected from existing data sources held about each of our
services. The Early warning indicators are a vehicle for monitoring the quality of care we provide through
our services. The individual triggers don’t always indicate a problem or concern but may form an overall
picture of a service at a given time. A high number of indicators does not necessarily mean that there are
concerns with the service but initiates the start of a conversation with Operational Teams to explore if the
indicators are raising any concerns. This discussion will establish if there are any support needs for the
service.
A number of teams in our inpatient Working Age Adults Service have triggered our Early Warning Score in
month. The following areas were consistently highlighted for those teams hitting the indicator threshold:





Staff turnover greater than 12%
Vacancy rate greater than 20%
Foundation standards re-review required
Issues identified at walkaround

Foundation Standards
All our teams undergo an annual process of self assessing themselves against agreed foundation
standards that ensure teams are meeting basic requirements to deliver care at the correct level. 64
Foundation standards peer reviews have been completed in total for 2017-2018 and 20 services have had
a re-review as they were required to complete some actions to meet some standards.
GOOD Rated Teams
10 services have achieved a GOOD rating in their peer review and they are now working towards their
CARE excellence accreditation. (To achieve a GOOD rating in a Foundation standards peer review a
service must achieve 95% or above and meet all the mandatory standards too.) A further 7 services have
achieved a GOOD rating through their re-reviews so the total number of services with a GOOD rating is
now 17, an increase from the 10 reported last month. We are working to ensure teams receive the right
level of support to achieve the required compliance with their mandatory standards to achieve the good
rating.
REQUIRES IMPROVEMENT
52 services achieved a rating of requires improvement for their peer review. Of the 20 services that have
completed their re-review, 13 still require further improvement. The majority were due to still not achieving
the mandatory standards. All however, demonstrated an improvement in overall percentage of compliance
with other key standards.
THEMES
The main themes continuing to emerge as needing most focus are:
 Care planning,
 Health and Safety documentation compliance
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Supervision

2. Incident Management
There has been an increase in the number of overall incidents reported in July. The upward trajectory in
our number of reported serious incidents has not continued this month, but we are now averaging 12
serious incidents a month. Work is underway, as part of the Risk & Safety team review, to ensure that the
Clinical Risk and Safety team are fully sighted on this gradual increase and ensure sufficient measures are
in place to avoid any delays in investigation.
In July, 630 incidents were reported on Datix, and 1.7% (11) of these met the criteria to be reported as
serious incidents. The most reported type of incident was Disruptive, Abusive, Aggressive, Violent
Behaviour (204), followed by Self-harming Behaviour (106). Of the 102 incidents of Physical assault,
abuses or violence, 50 were reported by the Working Age Adults Division with Rowan Ward reporting 23
incidents and Magnolia Ward 11 incidents.

Of the 106 Self-harming Behaviour incidents, 53 involved actual self-harm whilst 27 involved attempted
self-harm. Of the 53 incidents of actual self-harm 12 resulted in moderate harm with the remaining 31
incidents resulting in low or no harm. A further 12 incidents of self-harm involved people taking possible
overdoses. All but one of these incidents took place in the community.
In July 2018 there were 81 incidents of Health, Safety & Security issues reported on Datix. Of these 81, 29
involved falls with nine of these taking place on Victoria Ward. None of the falls resulted in significant
harm.
There have been increased bed pressures, and our incident data shows that there also appears to have
been a marked increase in violent incidents and restrictive interventions in July leading to very pressurised
wards. Due to the holiday we have also seen further difficulties in our ability to fully staff the wards to meet
the extra demand, particularly for clinical interventions such as enhanced observations. The charts below
show an increase in the last two months in both numbers of seclusion and restraints incidents. We have
also seen prone restraints rising to four incidents in July from an average of two a month. Work to monitor
and reduce restrictive interventions is led through our Positive & Safe group chaired by our Chief Medical
Officer.
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3. Serious Incidents
In July, we reported 11 Serious Incidents (SI) on the STEIS reporting system. For seven of these incidents
the type of SI has been selected as Unexpected Death. Two of the deaths relate to people died while they
were away from the ward on approved section 17 leave. A further three SIs relate to Absence Without
Leave (AWOL). There was also one incident where a person under the age of 18 was admitted to an adult
bed after waiting in A&E for 72 hours.
Date
Date
Service
Reported
Occurred
Reporting
15/07/2018 11/07/2018 EIIP West

16/07/2018

17/07/2018
18/07/2018

18/07/2018

19/07/2018

23/07/2018
24/07/2018
27/07/2018

27/07/2018

31/07/2018

Type of SI

Summary of Incident

Unexpected Neighbour of a person who uses our services
Death
telephoned the team to tell them that the person
had been found deceased in their flat by police.
10/07/2018 AWOL
AWOL
Person who uses services went on escorted section
17 leave with their family and absconded. The
person was returned to the ward by police
14/07/2018 24 7
Unexpected Police notified us that a Person who had gone on
Juniper
Death
authorised leave had been found deceased.
12/07/2018 CMHRS
Unexpected Person was found deceased at home by another
Surrey
Death
person who uses our services – no immediate
Heath
cause of death was available
15/07/2018 24 7
AWOL
A person who uses our services and is currently
Anderson
under section 3 of the Mental Health Act absconded
from staff while on escorted leave.
18/07/2018 24 7
Unexpected The ward was contacted by Sussex Police who
Juniper
Death
informed them that the person known to our ward
died.
Liaison
Unexpected Patient sustained multiple injuries following a fall
23/07/2017
EGH
Death
from height, and died in hospital.
CAMHS
Failure to
Person under the age of 18 (17yrs 8mnths) was
13/07/2018
WAS
find a bed
awaiting a bed for 72 hours.
24 7
AWOL
Person absconded whilst on escorted leave to
25/07/2018
Rowan
attend GP appointment with a relative.
Unexpected CMHRS Spelthorne received a call from Surrey
CMHRS
Death
MASH to tell them that a form had been received
26/07/2018
Spelthorne
about the death of a person currently being seen by
the service.
CMHRS
Unexpected Person being supported in the community found
09/05/2018
NEH
Death
deceased at home.

The incidents above have been allocated for investigation. Out of the total number of 33 SIs currently
under investigation; only one has exceeded the 60 day completion time which is due to multi agency
approach we have taken to investigating this, which has led to some delays in its completion. The Risk &
Safety team has worked well to reduce the back log.
4. Zero Suicide Approach – Prevention
We now have three levels of suicide prevention training available further to the successful co-production
work with staff, family members and people using services to develop these. There is an introductory level
through the recovery college, and a more enhanced level for clinical staff. A new, bespoke training
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package has now been developed for GPs, and will be piloted in October. To date, seven clinical teams
have undertaken the suicide prevention training, and three cohorts have been through the Recovery
College course. We are currently working with Health Education England to spread our training across
Kent and Sussex. We are also waiting for confirmation that we have been granted funding from Health
Education England that we can use to help improve our capacity to deliver this training moving forward.
5. Learning from HM Coroner’s Inquests -Preventing Future Deaths (PFD) reports
An Inquest took place into the death of an 83 year old gentleman who was assessed by the Psychiatric
Liaison Service at St Peter’s Hospital on both 22nd and 23rd March 2017. He was due to have a Mental
Health Act assessment on 23rd March 2017 but, whilst waiting for the assessors to attend, he left the
emergency department unaccompanied, when he should not have been able to leave the department
unsupervised. He was found near the grounds of the hospital, and he died on 23rd March 2017.
An SI investigation was carried out by a partner Agency. In the inquest the Coroner concluded that he felt
the SI report was poor in terms of findings. Despite the fact that SABP had completed all of the
recommendations set out in the SI report, the Coroner said that he proposed to write a PFD report to the
CCG as well as both Trusts (SABP and Ashford and St Peters) to highlight his findings in the evidence,
focusing upon points that the he feels were inadequately addressed in the SI report. These were:•
•
•
•

Communication
Addressing a culture of poor communication between MH teams and A&E
Processing information in terms of medical records and entries in A&E notes
The adequacy of the recommendations made in terms of training and assurances that have been
provided since this death
• Governance to ensure that the appropriate changes in culture and behaviour are affected.
The inquest took place on 2nd July 2018 and we are yet to receive a report or further correspondence from
the Coroner to date. Through our existing SI governance group arrangements, we have commenced work
to embed learning from the issues outlined by HM Coroner, and we believe the new suicide Prevention
training which we are currently rolling out will help with this.
6. Information Commissioners Office Audit- Information Governance
We were audited by the Information Commissioners Officer (ICO) in July 2018. This was consensual audit
which was welcomed by the Trust to help strengthen our information governance processes. The primary
purpose of the audit was to provide the ICO and us with an independent opinion of the extent to which we
are complying with the Data Protection Act 2018 and highlight any areas of risk to their compliance. The
audit also reviewed the extent to which we demonstrate good practice in our data protection governance
and management of personal data.
This audit found that we have the necessary governance arrangements in place to manage our information
following the implementation of GDPR, the proposed Data Protection Act 2018 and the new Data Security
and Protection toolkit. We believe the findings to be fair, and we will be working to produce an action plan
to further embed additional learning from the following areas identified for improvement:






Limited Key Performance Indicators are used by the Trust to monitor compliance with GDPR and
related regulations.
File backup details were published on the website as part of a policy, which compromises the
integrity of security measures.
Due to the Trust’s interpretation of the Chair of the Independent Inquiry into Child Sexual Abuse’s
(IICSA) letter to Trusts, the Trust has not destroyed any records since this request.
The Records Management team is currently working with a reduced capacity
No Records Management component to the mandatory IG refresher training which could lead to an
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increase of poor records management
The Trust currently does not have sufficient resources assigned to adequately process all requests
for personal data it receives.
Trust staff with responsibility for handling requests for information have not had any specialised
training for the role.

Areas of Good Practice
 The Trust’s Information Governance Steering Group (IGSG) is well established with well-defined
terms of reference and good levels of attendance. The IGSG attendees include at least two
clinicians and clinical approval must be given for the group to access SystmOne.

Peoples Experience
7. Complaints & PALS
We received four complaints in July 2018: one for Guildford CMHT Older Peoples, one for Early
Intervention in Psychosis (West) Service, one for BEN Pathway North East, one for Reigate CMHRS. We
have 14 open complaints, (four of which are on track for completion within the 25 working day timescale
and two are outside the regulations as we are awaiting consent) and there are two complaints with the
Ombudsman for investigation.
Collectively we have dipped in our performance in delivering responses within 25 working days; of the five
complaints completed in July one was completed early, the other four were completed in the range of 26 to
37 working days. This is mainly due to investigations not being returned on time although there have been
occasions were the allocation of an investigator has taken a long time due to annual leave or other
commitments of investigators. Another consideration is the current annual leave period. After a
successful initial trial following the introduction of the 25 working day timescale and testing this without the
oversight of a Scrutiny Panel, we are now considering reinstating the Complaints Scrutiny Panel.
We had 66 contacts with people in July 2018, 37 of which were responded to as PALS concerns: 35
contacts were for Adult MH services, 13 for CYPS services, five for Specialist Services, one for Older
Adults Services, four for our Learning Disabilities Services, eight for Corporate services – records
requests, Freedom of Information requests, and compliments from clinical teams to corporate staff. One
contact was for services not connected with our organisation.
8. Quality Improvement at SABP
We have now trained 1,204 staff across the organisation in the introduction to quality improvement, and we
now have 132 project ideas registered across the organisation, and 44 of these are currently active Qi
projects.
In November and December 2018, we will be focusing on our Qi for leadership program, which we are
delivering in conjunction with East London Foundation Trust. There are 100 spaces available, and booking
is now open for these spaces.
Workforce
9. Safe Staffing
17 risks on the Trust risk register directly reference staffing or capacity. We had a small increase in
vacancies in June (14.67%) however this change is within the variance values from previous months. It is
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positive that we have seen a gradual fall over the last 6 months in our overall turnover rate and this
month’s value remains low 18.70% (although it increased 1% compared with last month). All Divisions are
actively recruiting to their vacancies, to reduce the use of temporary staff. We are also engaging in
conversations with our long term placements to encourage them to apply for substantive vacancies.
Values related to staff leaving within the first 12 months present little consistency or pattern. We can
however observe that the number of staff that left under these conditions during the first semester of 2017
(Jan-June) has been substantially higher (47) compared with the same period this year (35).

The distribution of interim staffing cover in July shows that we are still very dependent on NHSP and
Agency staff to safely staff our wards. Deacon Unit & Clare ward appear to have reported the highest
percentage number of interim staff cover, from an Agency and not our own staff working through NHS
Professionals, both have reported above 50% of their interim staff shifts covered by Agency staff.
Work to recruit remains underway and through the daily safety call we continue to receive assurance
that people leading a shift know the ward and have access to Systmone.

Following the recommendation of Lord Carter, in the report entitled “Operational performance and
productivity in English NHS acute hospitals” we are now required to report on a metric which demonstrates
nursing and healthcare worker deployment on inpatient wards. This metric is Care Hours per Patient Day
(CHPPD). CHPPD is calculated by adding the hours of registered nurses and the hours of healthcare
support workers and dividing the total by every 24 hours of inpatient admissions (or approximating 24
patient hours by counts of patients at midnight).
CHPPD is reported as a total and split by registered nurses and healthcare support workers to provide a
complete picture of care and skill mix. This is the second month we have reported our CHPPD data as
outlined below and we will continue to explore how we can use this data to ensure we maintain the correct
levels of staffing and skill mix to meet the demand and acuity of the people using our services.
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Staff Wellbeing
Our Trust’s sickness absence target is 3.8%. In month our sickness rate was 3.42%. Overall, our levels
of sickness are slowly shifting to stay below the mean, and more work through the managers is underway
to continue their management of absence. We continue to compare favourably with the national average
sickness of 5.03% (5.75% for Mental Health Trusts).
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Quality Dashboard
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Discussed to date and
next steps

Issues noted at the Adult, LD and CAMHS Contract Review Meeting

Purpose of the paper

The Board are asked to note the following within the report:
 Good performance against the CAMHS Interim Plan and IAPT
 Very high levels of bed occupancy in Adult Mental Health
 Continuing issues with quality standards

Health/Social Impact –
Contribution to our
objectives

Close monitoring and action in respect of the Trust’s activity and performance will help
to ensure that the Trust is providing the contracted services to its populations.

Impact on Risk

Action taken to understand our activity and performance levels and take appropriate
action to rectify issues or to agree a way forward with commissioners is a means of risk
mitigation.
Risk of contractual or legal sanctions if activity and performance levels vary to an
indefensible extent from contract or do not satisfy local need.

Financial Implications
History

This paper is developing iteratively.

Executive Summary
This paper summarises a number of activity and performance issues for the Board’s attention.
Positive Findings
 Greater visibility of performance issues
 Good performance on IAPT and CAMHS Interim plan
 Improving performance on DTOCs and Out of Area Placements
Areas for Improvement




Quality Standards
EIIP Performance
Very high levels of bed occupancy in the adult mental health wards
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Activity and Performance Report
1

Introduction & Executive Summary

This report identifies activity and performance information for July 2018.
Overall we continue to see positive or improving performance in areas such as:







The CAMHS Interim Plan
IAPT Waiting Times and Recovery Rates
Delayed Transfer of Care
Out of Area Placements and
Waiting times in our older peoples community services.
Eating disorder waiting times

We are concerned about:






Our performance against quality standards in all areas
High levels of occupancy in our in-patient service
CPA 12 month follow up in the community
The recent dip in performance for our EIIP services
Delays in the provision of IHAs and waiting lists for paediatric services

We have recently had a contract performance notice including our performance on waiting times and
quality standards, and are currently working with commissioners and clinicians about what work is
needed to address these concerns.
We have commented on particularly noteworthy metrics in the narrative below. The annexes provide
metrics on all the activity and performance measures we are currently tracking through this report.
2

CAMHS Interim Plan Performance

This chart is from the weekly data set submitted to commissioners as part of the Interim Plan. The
Beacon waiting list has been eliminated with flexibility for those re-presenting after DNA. Steady
decreases have continued in all other teams.
Routine referrals have halved since the start of the plan, closer to indicative contract levels. Urgent
referrals reduced to 12 in week 7, against an average of 23 over the 7 weeks so far. There were no
crisis referrals in week 6 or 7, with an average of 1.25 over the period.
Overall, as referrals have reduced to end July, discharges have increased slightly in the Specialist
contract but not against the BEN pathway, though there has been an increase in BEN discharges in
week 7 (see Figs 1.1 and 1.2 in the annex).
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Week 6
203
89
493
387
41
1213
1348

Week 7
191
79
447
357
41
1115
1253

Routine Referrals
Total Routine Referrals
Expected Routine Referrals
Indicative contract Level
Level prior to plan

3

06/08/2018

06/08/2018

Week 5
219
97
549
406
42
1313
1435

30/07/2018

30/07/2018

Week 4
228
102
581
423
51
1385
1512

23/07/2018

23/07/2018

Week 3
237
112
611
433
59
1452
1583

16/07/2018

16/07/2018

Week 2
238
115
643
443
128
1567
1647

09/07/2018

09/07/2018

Week 1
234
108
681
402
270
1695
1704

02/07/2018

02/07/2018

CAMHS CT
PMHT
BEN Pscion
BEN SABP
Estimated waiting list CAMHS One Stop
Total Waiting list
Planned Waiting List

25/06/2018

25/06/2018

Team

18/06/2018

18/06/2018
Week 0
247
124
703
427
374
1875
1875

Current Waitlist

188
36
115
214

161
36
115
214

151
36
115
214

179
36
115
214

166
36
115
214

122
36
115
214

94
36
115
214

Bed Occupancy and Length of Stay (LOS)
At figure 2.1, a table showing bed occupancy including leave has been added, which clearly
demonstrates the pressure on adult mental health beds all year but, in particular, in July at
112.1% occupancy (96.8% excluding leave). We are looking into whether bed occupancy can be
also reported using OPEL scores and will provide an update on this next month.
Following closure of the 24/7 Windmill House drug and alcohol service in June, there are now no
inpatient beds in Specialist Services.
We are proposing to change the reporting on bed state to include out of area placements. We
are also proposing to report PICU separately, as this is a distinct service with different patterns on
length of stay and occupancy.
Length of stay in Older People’s wards has fluctuated around a long term average since January
last year. In Adult Mental Health the average has remained static at a slightly higher rate than for
the whole of 2016 and 2017, other than a significant reduction sustained between July and
December 2017 (see fig 2.2 in the annex). The clinical view is that reducing LOS will be a
challenge. Further information is required to highlight those people who have been on our wards
for very long periods. This will be covered by the Head of Performance once appointed.

4

Out of Area Beds
Out of Area placements continued to decline in July with only four admissions being defined as
inappropriate. The occupied bed days did increase slightly reflecting the fact that our occupancy
levels are very high and the number of people detained under the MHA. The lack of low secure
beds across the country is also a factor, with people waiting up to four months for a bed.

5

Delayed Transfers of Care (DTOC)
Adult Mental Health
In July we had a total of 129 admissions to PICU and acute working age adult beds with a large
number of people who use services being of no fixed abode or placement break down, and
detained.
The challenges in finding suitable placements for people who are delayed is ongoing. We have
four delayed discharges currently within our working age adult wards. Those subject to delays
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have challenging and complex needs and it is difficult to find appropriate placements for them.
For example current DTOCs have the following needs - a low secure bed - with a lack of low
secure beds available across England; a medium secure placement; a locked rehabilitation bed where six specialist units assessed the individual but then declined the referral; a lack of
specialist providers able to address individuals’ physical and mental health needs.
In order to reduce DTOCs, each person is now assessed on admission for barriers to discharge,
and this is recorded and discussed each day on the Multi Disciplinary Team (MDT) call. Weekly
meetings take place with the discharge team to ensure placement, funding and package of care
are in place. Monthly conference calls with the CCG to discuss all DTOCs occurs and supports
us to move people more quickly. We now have weekly conference calls in place with all the
CMHRs to discuss and update on all DTOCs.

Older People Mental Health
We are working to support a number of individuals and their families to source discharge
placements that will meet their complex health and social care needs. Challenges include
currently for example, supporting people with Young Onset Dementia (YOD) - the availability of
local specialist YOD placements is limited and therefore affects choice and length of stay;
encouraging family members to prioritise the next steps to facilitate discharge; and availability of
re-ablement services which we understand to be experiencing high demand from other acute
services.
Services for people with Learning Disabilities
DTOC’s within our services for people with learning disabilities are being raised weekly at the
Transforming Care Response group. We are also actively inviting Social Workers to weekly
Clinical Reviews to try and identify issues and find resolutions for people delayed in being
discharged. Through the NHS England Transforming Care programme funding, new
developments are opening in September which will give opportunity for new Person Centred
placements to support people in Surrey.
6

Early Intervention in Psychosis (EIIP) Waiting Times
In June, 14 people with suspected first episode psychosis or ‘at risk mental state’ started a NICErecommended care package and 71% waited two weeks or less to access treatment. This is
above the NHS Improvement target but lower than other providers within the South of England
region. The June average for the region is 88%.
In July (for which we do not yet have comparative provider data), 16 people started treatment and
53% had waited two weeks or less. Seven people waited more than two weeks to access
treatment. There were five people who were not seen because of factors potentially beyond the
control of the team e.g. postponed due to exams/holiday; declined to be seen or did not receive
their appointment letter. In two instances, there was a delayed referral from an inpatient service
to the EIIP service. The EIIP manager has reminded inpatient managers of the importance of
making timely referrals.

7.

Improved Access to Psychological Therapies (IAPT) Waiting Times and Recovery Rates
A total of 412 people using our Mind Matters IAPT service ended treatment in July, 99% of whom
started treatment within 6 weeks. Four people waited more than 6 weeks. No-one waited more
than 18 weeks. Our IAPT service achieved a recovery rate of 50% in June.

8.

CYPS Eating Disorders Waiting Times
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All of the urgent referrals to our CYPS Eating Disorders Service in Quarter 1 started treatment
within one week, and all of the routine referrals started treatment within 4 weeks. The average
waiting time for urgent referrals was 3.6 days and the maximum wait was 6 days. The average
waiting time for routine referrals was 9.8 days and the maximum was 15 days

9. Admissions via Home Treatment Team (HTT)
The former NHSI standard, required at least 95% of Adult Acute and PICU admissions to be gatekept by Home Treatment Teams. This indicator is not in the Single Oversight Framework but is
reported quarterly to NHS England. We achieved 95% in July. Four admissions were not gatekept by Home Treatment Teams. Each of these people were admitted from an assessment suite
without the HTT being involved. They were admitted to Rowan, Juniper, Clare and Blake wards.
The Director of Mental Health Services for Working Age Adult Services has asked the Associate
Director for Crisis Care to address this with the General Manager for Psychiatric Liaison Services.

10. CPA 7 Day Follow-up
The NHS Improvement standard requires at least 95% of people on CPA, who are discharged
from Adult Acute or PICU services, to be followed up within 7 days. We did not achieve this in
Quarter 3 or 4 of last year (93% and 94% respectively). Performance improved to 96% in Quarter
1. Five people were not followed up within 7 days. The July results are not available yet.

11. CPA 12 Month Reviews
According to information extracted from SystmOne, only 76% of people using our Adult Mental
Health services, who have been on CPA for 12 months or more, have had a review within the
past 12 months. This is an improvement of 2 percentage points since last month but still well
below the former NHS Improvement standard of 95%. There were 381 overdue CPA reviews at
the end of July.
Validation work carried out on previous months’ results found that often the reviews had been
carried out but they had not been recorded correctly on SystmOne.
The Data Quality Leads circulate a report to service teams each month which shows how each
team is doing. They re-iterate the importance of carrying out reviews on time and recording this
correctly. They also encourage clinicians to use the DART report, which shows each clinician
which people on their caseload have overdue reviews, and which reviews are due to expire soon.
There is evidence to suggest that clinicians are too often indicating that an individual needs a
care coordinator – which triggers a requirement for a CPA, when he or she in fact needs a lead
professional – which does not. This is being investigated and an update will be provided in future
reports.

17. Quality Standards
We have received a contract performance notice relating to our quality standards we are failing to
achieve a number of our quality standards relating to the timeliness of when care plans and crisis
an contingency plans are reported as having been created following an assessment. We will
prepare a paper highlighting recent trends in our quality standards, some of the reasons for our
low recorded performance and what actions we are proposing to take at the next board meeting.
18.

Decisions for Today
The Board is asked to note the report
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Annex 1 - Activity and Quality Standards Dashboard
Figure 1.1: Referrals and Discharges CAMHS Specialist Contract

Figure 1.2: Referrals and Discharges CAMHS Targeted Contract

Figure 1.3: Referrals and Discharges Adult Community

Figure 1.4: Referrals and Discharges Older People’s Community

46

Figure 1.5: Ward Admissions by Week – Adult Mental Health

Figure 1.6: Ward Admissions by Week – Older People’s Mental Health

Figure 1.7: Ward Discharges by Week – Adult Mental Health
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Figure 1.8: Ward Discharges by Week – Older People

Figure 2.1: Bed Occupancy
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Figure 2.2: Length of Stay (LOS)

Figure 2.3: Out of Area Beds

Figure 2.4: Delayed Transfer Rate
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Figure 2.5: Number of people delayed at the end of each month (snapshot report)
Service Profile

Adult Mental Health

24
24
24
24
24
24

7
7
7
7
7
7

Adult Mental Health Total
Learning Disabilities
Learning Disabilities Total

24 7 Deacon

Older People Mental Health

24
24
24
24

7
7
7
7

Anderson
Blake
Clare
Juniper
Magnolia
Mulberry

Bluebell 1
Bluebell 2
Spenser
Meadows 1

Older People Mental Health Total
Grand Total

Feb-18
0
1
1
1
2
1
6
4
4
0
0
2
3
5
15

Mar-18
1
2
1
4
3
1
12
4
4
0
0
4
2
6
22

Apr-18
2
2
2
6
1
1
14
5
5
0
0
6
5
11
30

May-18
2
3
2
5
1
1
14
4
4
0
0
2
0
2
20

Jun-18
0
2
0
4
1
1
8
4
4
0
1
0
0
1
13

Jul-18
0
1
0
2
0
0
3
3
3
2
2
1
0
5
11

Figure 2.6: Number of days people have been delayed, by service
Service Profile

Adult Mental Health

24
24
24
24
24
24

Adult Mental Health Total
Learning Disabilities
Learning Disabilities Total

24 7 Deacon

Older People Mental Health

24
24
24
24

Older People Mental Health Total
Grand Total

7
7
7
7
7
7

7
7
7
7

Magnolia
Clare
Mulberry
Juniper
Blake
Anderson

Bluebell 1
Bluebell 2
Spenser
Meadows 1

Feb-18
56
10
28
28
28
0
150
112
112
0
0
9
64
73
335

Mar-18
83
31
31
82
16
5
248
132
132
0
0
81
71
152
532

Apr-18
47
2
30
149
60
60
348
140
140
0
0
151
99
250
738

May-18
31
62
31
164
93
62
443
111
111
0
0
99
78
177
731

Jun-18
30
15
30
126
73
13
287
123
123
0
4
22
0
26
436

Jul-18
10
0
11
80
46
0
147
110
110
51
63
28
0
142
399

Figure 2.7: Length of delay for current delayed transfers

Figure 3: Non Attendance (DNA) – Community
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Figure 4: Referral to First Appointment – Community

Figure 6.1: EIIP Waiting Times

Figure 6.2: IAPT Waiting Times
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Figure 6.3: CYPS Eating Disorders Waiting Times

Figure 7: HTT Gate-Keeping of Admissions

Figure 8.1: CPA 7 Day Follow-Up
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Figure 8.2: CPA 12 Month Reviews
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Purpose of the paper
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Health/Social Impact –
Contribution to our
objectives

Both the CAMHS Interim Plan and the RCPCH Review is supporting better access to
healthcare services for children, young people and their families which are caring,
responsive, safe, effective, responsive and well-led.

Impact on Risk

Associated Risks are detailed on the Trust Risk Register and includes the risk
associated with Mindsight Surrey CAMHS continuing to receive referrals in excess of
contracted levels and the challenges in data reporting.
In relation to Developmental Paediatric Services the capacity to deliver statutory
responsibilities for Looked After Children, administration and care pathway issues is
the risk.

Financial Implications

The Mindsight Surrey CAMHS year-end forecast indicates an overspend to £741k as at
month. The Interim CAMHS Plan was supported by £1.2m investment. The report
recommends that the current level of resourcing for Developmental Paediatric services,
which includes spend over contracted levels on locum staff, is necessary to deliver a
safe service (approx. £1.2m additional income p/a)
The Executive Board has received monthly updates on the progress of the CAMHS
Interim Plan and the RCPCH review.

History

The Board are asked to comment on and note the report on the following:
 Note the progress to date for the CAMHS Interim Plan and the key findings from
the CAMHS Independent Review
 Note the need for significant transformation of all aspects of Developmental
Paediatric services
 Note the time and resources to support transformation in Developmental Paediatric
services and across wider CFHS provision

Executive Summary
This report covers three areas
 Describes the ‘CAMHS Interim Plan’ and progress
 The findings of the Independent Review into Mindsight Surrey CAMHS undertaken by Attain
 The findings from the Royal College of Paediatric and Child Health (RCPCH) review of the Developmental
Paediatric Service
Children and Adolescent Mental Health Service (Mindsight Surrey CAMHS)
A multi-agency/whole system project, now described as the ‘CAMHS Interim Plan’, to address backlog ‘waiting’
cases and achieve a sustainable Mindsight Surrey CAMHS model of care, commenced in June and is due to
conclude from September. Work to assess children and young people waiting for assessment on the
BEN/CAMHS CT and PMHT pathways for a 16-week period commenced on the 18th June with Psicon (a sub
contracted provider for the assessment of ASD and ADHD) providing approximately 700 assessments and the
CAMHS CT teams providing approximately 1,200 assessments. Week 11 performance indicates that across all
services a total of 1121 children and young people have been seen from the waiting list, well ahead of the target
of 1090 children.
Wider system work to evaluate ‘Interim Plan’ initiatives and consider options for a sustainable model including
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access criteria is being led by Dr Phil Ferreira-Lay, CYPS Clinical Director together with GP Clinical Leads.
The CAMHS Independent Review report produced by Attain has been ‘signed off’ by SaBP, Surrey County
Council and the CCG’s.
A follow up CAMHS Summit to review the findings and agree next steps is planned for the 13th September.
Nationally and as reported in the HSJ, there is now focus on waits from assessment to treatment. Actions will be
agreed following the summit to address this issue at the end of the interim Plan period.
Developmental Paediatrics Service (Children and Family Health Surrey)
A number of concerns about the paediatric service, primarily relating to legacy operational issues, recruitment,
capacity and waiting times led the Commissioners and SaBP to request an independent review be undertaken by
the Royal College of Paediatrics and Child Health (RCPCH).
The review took place in February 2018 and examined: medical workforce; effectiveness and workload; integrated
working; statutory roles and safeguarding and administration and records management.
The purpose of the review was to examine current pressures and resources and to seek ways to transform the
service together with assurance about effectiveness, clinical safety, quality and compliance with standards,
drawing on best practice and making recommendations for implementation.
The final report details recommendations in response to the identified Terms of Reference and notes that the
service will need time and resources to develop and implement action plans, and that it may be a while before
benefits are realised. More immediately the RCPCH review team recommends maintaining the medical workforce
status quo including the additional paediatricians not funded as part of the existing contract.
Positive Findings
• The CAMHS Interim Plan continues and is exceeding the trajectory.
• Commitment from health and local authority commissioning colleagues to work with SaBP on a sustainable
future for Mindsight Surrey CAMHS
• Dedicated teams across the CYPs Division are often working well beyond their job plans to care for children
and families despite significant system challenges.
• Opportunity for the development of a vision for the transformation of CYP services development
Areas for Improvement
• Staff retention and staff morale remains a concern across the CYPS Division with attention turning to
treatment waits and sustainability.
• Clarity of commissioning requirements in response to the report findings supported by complementary and
comprehensive service specifications.
• Improved children, young people and family engagement in the Development of Community Paediatric
services.
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Introduction
There has been significant work across the CYPS Division to respond to demand, resource and workforce
challenges in both the Mindsight Surrey CAMHS and the Developmental Paediatric Services (DPS). The
DPS is part of Children and Family Health Surrey (CFHS) and is the only service directly delivered by SaBP.
This report covers three areas  Describes the ‘CAMHS Interim Plan’ and progress
 The findings of the Independent Review into Mindsight Surrey CAMHS undertaken by Attain
 The findings from the Royal College of Paediatric and Child Health (RCPCH) review of the
Developmental Paediatric Service.
Mindsight Surrey CAMHS Interim Plan- Midpoint Review
The CAMHS Interim Plan is a system response to enable SABP to assess circa 1800 children and young
people who have waited over 18 months. The plan was developed in collaboration with health and local
authority commissioning colleagues with input from a school’s representative and was the product of a
summit held in April. The plan focuses on five priorities:






To review CAMHS Access criteria and develop support pack for universal professionals (schools,
Social Care and GPs)
To optimise access to Clinical Advice and Guidance
Improving access to early help
To provide alternative routes and capacity for children waiting to access service for a time limited period
Review of case management criteria

The CCGs and Surrey County Council have invested £1.3m predominantly on priority four. The CAMHS
interim plan has enabled a different approach to be tested, with a concept of self-management as an initial
step and has focused on the availability of resources in the local offer to support this.
The tables below summarises assessment and performance midway through the plan:
Performance (4th June to
August 24th)

Priorities Deliverables Met
1





2



3




4




Clearly defined support available online and written
formats and over the phone.
Young people support pack developed by CAMHS
Youth Advisors
Referral proforma in place between GP’s and
Education
Clinical Advice and Guidance is in place
Timetable for youth centre drop-ins in the seven
Districts’ & Borough’s without a CYP Haven in
operation.
30 additional hours per week for Children & Young
people to drop-in and receive information and
support
The CAMHS CT’s and PMHT’s are prioritising
assessments for CYP from the cohort of 1800
(approx.)
Psicon are subcontracted to deliver approx. 800
assessments of ADHD/ASD and to undertake
Medication reviews
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594 Routine referrals
received and returned.

35 call requests (29 for
medication advice)
53 CYP have accessed the
drop-ins to date. Demand
has been for emotional wellbeing support for under 11’s
which is a known unmet
need.
Performance continues
ahead of trajectory. 866
assessments completed on
the 15th August.

Performance (4th June to
August 24th)

Priorities Deliverables Met

5







Weekly monitoring arrangements in place
supported by dashboard DART reporting
Agreeing a ‘caseload management system’ that
reflects a safe caseload is a combination of
number of cases x complexity
Average duration of treatment i.e. session numbers
agreed and adhered to
Effective discharge planning
Clarity of shared care with Social Care and GPs
Escalation pathway for Children with ASD into
social care and education

This work is ongoing and
includes consolidation of
Shared care and eligibility
criteria that is better
supported by more effective
triage at the point of One
Stop and wider system
changes for earlier
intervention and prevention.

Post Interim plan
There have been a number of benefits identified as a result of the interim plan, notably better collaboration
with schools, primary care, CAMHS, Surrey County Council social care and Family Service. Other
outcomes include:








Reduced referrals allowing prioritisation of those in most need
Support capacity for completion of existing work, including assessment and treatments with no new
waiting lists
Better use of voluntary sector providers and partner services
Expectations better managed
Improved staff morale
Better access to Early Help leading to improved outcomes / preventing escalation of mental health need
Access to clinical advice and guidance

From the CAMHS Interim plan there are a number of system changes which would support the
sustainability of CAMHS in Surrey:







Continued use of the emotional well-being and mental health support pack
Referral pro-forma to capture interventions that have been tried within universal settings and detail the
impact of these interventions. This would require a stronger interface between the circa 400 schools in
Surrey and Primary mental health service
Clinical Advice and Guidance support line
Well-being drop ins
Establishment of shared care - Shared Care has the potential to achieve effective integration between
primary care and secondary mental health services in terms of referral protocols, assessment and
diagnosis, and discharge care planning

Independent Review Mindsight Surrey CAMHS – Final Report (August 2018) Findings
The Independent Review of Mindsight Surrey CAMHS was jointly commissioned by SaBP, Health and
Local Authority Commissioners. There was agreement that the findings of the review would be taken
through each organisation for endorsement. Guildford & Waverley CCG led the procurement for this work
and Attain was awarded the contract. All three organisations were involved in assessing the bids. Attain
finalised the independent review at the end of July 2018 against the six key lines of enquiry.
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The table below details the 6 key lines of enquiry (KLoE) for the review and the Attain highlights.
1. Is what we commissioned being delivered? Is the commissioned service deliverable in the
current context?
•
•
•
•

Vision for CAMHS is not being delivered
More referrals than were commissioned are being delivered
Relatively small uplift in activity than projected is being delivered across most pathways
A number of contributing factors suggest that the commissioned service is not deliverable within the
current context, including a lack of a mobilized multi-agency approach to working with children and
young people and a provider partnership that has accumulated major backlogs and caseloads that will
be challenging to overcome in the short-term without the implementation of a new model of care.
Complexity and fragmentation of governance arrangements impacting the successful delivery of the
vision.
2. What are the key reasons for increased demand in the Mindsight Surrey CAMHS service?
•
•
•
•

Soft intelligence suggested an increase in demand, with multiple potential contributing factors
After analysis, projected demand by commissioners and the provider was low
Referrals converting to treatment were 53% higher than planned
Removing those that did not convert to pathway results in a level of referrals that broadly matches
national averages when benchmarked
• Some evidence that early performance of the triaging function was poor and contributed to an inflated
demand position, but current performance appears to be addressing this historic pattern
3. Why is there a variation in the Behavioural Emotional Neurodevelopmental (BEN) and CAMHS
Community Teams backlog?
•
•

Lack of data is a significant barrier to understanding the activity in these pathways
Complexity of presentation, thresholds for access to care, lack of a multi-agency response to need and
the structure and resourcing of teams is contributing to variation, also lack of dedicated pathway
leadership of BEN
• Our recommendations will focus on how a future BEN pathway should be configured, especially how it
will integrate with wider agencies and sub-contractor partners to deliver a non-medicalized model and
clear and accountable pathway leadership
4. How could we intervene earlier?
•
•

Clear commitment to early intervention from all parties
Relationships with multi agencies (e.g. primary care and schools) are weak and need strengthening to
forge a true whole-systems approach to early intervention
• Historic under utilisation of provider partners
• 18/19 data/evidence suggests more use of provider-partners and de-medicalized interventions (triage
data and provider partner data points to this)
5. How effective are our pathways in meeting the health and wellbeing needs of children and
young people?
•
•
•

Qualitative and anecdotal evidence of good clinical outcomes
Access to services is the challenge to quality and safety, rather than the clinical care
There is a lack of an agreed process to consistently capture service outcomes across all SABP activity
and localities
6. What are your recommendations for all of the above questions in order to deliver a safe and
sustainable service within the resources available?
Recommendations have emerged for the:
• strategic context (e.g. system strategic ambitions, relationships and commissioning structures)
• a high-level service model, and recommendations for the pathways where there are challenges
• resources (finance, workforce and data)
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The report makes a wide range of short-medium and long-term recommendations which are in part
recommendations for SaBP as the provider, others are for Commissioners but all require the broad system
to work differently together. These recommendations will be worked through at the summit on 13
September and Attain have been asked to facilitate this summit
The Attain review wider conclusions are:
Strategy
 Commissioning of CAMHS is fragmented and not aligned to wider services that support children.
 Projected demand by commissioners and the provider partnership was low (53% more referrals than
anticipated were received in 17/18).
 Removing referrals that did not convert to treatment results in demand that almost matches national
benchmarks for demand by 100,000 population. A number of contributing factors suggest that the
commissioned service is not deliverable within the current context.
Service
 Service is strong in parts, but under significant pressures in others.
 Mindsight Surrey CAMHS was configured to manage too few referrals, especially for BEN.
 One Stop was commissioned to deliver too few referrals.
 Evidence that early performance of the triaging function was poor, but also evidence that current
performance is beginning to address these historic issues. (For example, referring people to more subcontractors and therefore supporting the future ‘de-medicalisation’ of the model)
 Evidence of slow mobilisation and communication of the Mindsight Surrey CAMHS service model, lack
of clear pathways, poor integration with wider agencies and provider partners (until recently), lack of
operational data and non-medical clinical leadership have contributed to the underperformance of the
service and the high waits, backlogs and case loads
Resources
 Core funding represents 80% of total CAMHS funding, circa 20% of CAMHS funding is transformation
funds
 Funding is broadly on par with national average when benchmarked against other CAMHS services in
England and should be sufficient to meet the needs of the population if redesign takes place across the
system (health, education and social care).
 Data is historically and remains poor
Next steps
A workshop summit is organised for the 13th September for ‘System Partners’ to widely engage on the
implications of the Independent Review for the whole system, what the next steps should be following the
end of the Interim Plan and take forward the recommendations of the Independent Review.
The Royal College of Paediatric and Child Health Review
In April 2017 the Children and Family Health Surrey partnership took on the contract with the aim of
delivering a “single front-end” service across Surrey and parts of North East Hampshire, including the
introduction of a One-Stop referral arrangement for eight pathways.
A number of concerns about the Paediatric Service, primarily relating to recruitment, capacity and waiting
times led the Commissioners and SaBP to request an independent review undertaken by the Royal College
of Paediatrics and Child Health (RCPCH).
The review was undertaken between the 21st and the 23rd February 2018 and examined: medical
workforce; effectiveness and workload; integrated working; statutory roles and safeguarding and
administration and records management.
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The reviewers identified four urgent actions:
1. Support for Paediatric Trainees
2. Cover for the safeguarding rota
3. Management of safeguarding referrals
4. IT infrastructure and patient records.
Urgent actions have been added to the Trust Risk Register. Items 1, 2 and 3 are now resolved and the
RCPCH has been advised.
The implementation of a single Electronic Patient Record (EPR) is a key transformation objective which is
being led by Central Surrey Health. There has been a delay in implementing a new system due to changes
at a governmental level and the associated complexity of integrating/migrating and procuring a fit for
purpose system. Progress in response to this priority for the partnership is reported to the LLP Board.
The final report details recommendations in response to the identified Terms of Reference, and notes that
the service will need time and resources to develop and implement action plans, and that it may be a while
before benefits are realised. More immediately the RCPCH review team recommends maintaining the
medical workforce status quo.
Key Recommendations include:







The introduction of a single CFHS-wide process for governance (including the management of risk,
incidents and complaints), with clear lines of accountability and escalation protocols.
Redesign of the workforce, job planning, a skill mix review and implementation of new ways of working
to improve efficiency and ease pressure on services. New roles could include nurse specialists;
Advanced Clinical Practitioners and clinic support workers.
Undertake a ‘fresh start on pathways work’, replacing the therapies-only approach with a new
programme of pathway review and service re-design which is co-produced with all stakeholders
including children and families.
Clarify the roles, responsibilities and processes between administrative and clinical staff with the
introduction of Standard operating procedures (SOPs) for key administrative processes.

The College review does not make reference to the performance of SaBP on delivery of Initial Health
Assessments IHA’s) which has been under-performing for some time. Earlier this year the OFSTED rated
Surrey Childrens’ service as inadequate and the focus on IHA’s is being seen as an area where partners –
SaBP and Surrey County Council – need to evidence they are working better together to ensure improved
service for vulnerable children.
Conclusion







The Children and Young Peoples’ (CYPS) Division is responsible for two services – Mindsight Surrey
CAMHS and Developmental Paediatrics Services – and staff have been managing significant
pressures.
Both services have:
o Experienced significant challenges in terms of managing staffing, demand and transformation
o Had independent reviews
o Will need support in order to implement the reviews’ recommendations
o Had Commissioners’ investment.
In order for services to deliver the changes needed, SaBP will need system- support.
OFSTED has rated Surrey Children’s’ service as inadequate and SaBP is working with Surrey County
Council to improve the timeliness of IHA and to achieve compliance with the statutory target.
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Trust Board in Public
Date

12th September 2018

Item No

81.18

Paper Title

Operations Report

Director

Lorna Payne, Chief Operating Officer

Report for

Information

Discussed to
date and next
steps
Purpose of the
paper

This report has been discussed at the Executive Board which is informed by the
Divisional reports to the Operations Board.

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

We are committed to ensuring we run our services and implement change in
accordance with our values.

Financial
Implications

Use of out of area bed placements has improved however bed occupancy has
remained high.

History

Operational oversight takes place at the Operations Board

The Board is asked to note the report.

Recruitment remains an underlying challenge in all services.

Executive Summary
This report focusses on key operational matters that the Trust Board should be aware of.

Positive Findings
 Supporting staff to understand data as clinical information has started.
 Some improvement in crisis and urgent appointments
 The redesigned Surrey Substance misuse service has commenced and is embedding.
 Consultation on the future of Courthill has started.
 Two services have been shortlisted for HSJ awards.
Areas for Improvement



Contract Performance notices in respect of Quality Standards have been received and requires
concerted efforts to improve.
CQC MHA inspection at ACU has confirmed more work is required to improve our inpatient
services.
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Operations Report
September 2018
1. Introduction
This report provides the Board with an overview of some key areas of focus.
2. Background
The Operations Board is responsible for the oversight of operational delivery of front-line services and is
supported in this by corporate colleagues.
3. HSJ Awards
Two services have been shortlisted for HSJ Awards – Extended Hope in partnership with Surrey County
Council in the Mental Health category, and the Intensive Support Service for people with Learning Disability in
the Acute or Specialist Service redesign.
4. Chief Clinical Information Officer
NHSI review - Referral and waiting list management processes
NHSI and their ‘Intensive Support Team’ (IST) visited the Trust on the 14th August for the first round of
interviews with divisional representatives regarding our processes for managing and monitoring waiting times.
The IST have been engaging with services over the course of their six-week diagnostic. It is anticipated that
NHSI can support a more structured approach to our waiting processes and this work may include
involvement from our commissioners. Initial feedback following this review is planned for early September.
Local ownership of business intelligence
Building greater understanding of quality and operational performance is important. A Business Intelligence
workshop has been set for October 2018 where teams within all divisions will start to look at how they can
gain insights from data about their services. There is a disconnect between data collected and interrogated
from the centre and our operational services. The DART reports have been available gradually since last year
but are not being used extensively. To help drive change, steps are being taken to move ownership and
oversight of the information about a service to a nominated lead within each team. It is important to note that
whilst we implemented the EPR we did not provide access to data to front-line staff for 18 months. DART is
not a live system and all reports are retrospective and currently most reports are only refreshed monthly.
Crisis, Relapse and Contingency Plans
The recording/evidencing and reporting of crisis, relapse and contingency plans within our EPR remains a
concern. We know from staff feedback that the design of the crisis, relapse and contingency section of
SystmOne is difficult and time-consuming. An audit of clinical records across divisions was undertaken and
discovered that whilst a small number of plans had been recorded elsewhere in the system, for the most part
there was no evidence that the crisis plan had been completed.
The approach taken to address this is two-fold. The crisis, relapse and contingency plan will require a
redesign in due course with contribution from relevant clinical and technical staff.
The more immediate concern was having a lack of information, either entered in to the system or provided to
the person of details they may need to access should they experience difficulties and need to speak to
someone between appointments. To this end, a ‘crisis contact sheet’ template has been created and will be
mostly auto-completed when we send a person a copy of their assessment. We are looking to re-name this to
the “safety contact sheet” as this would be clearer for people using services and staff. This will fulfill the
requirements to have a plan in place.
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This contact sheet has information about their local mental health service, including crisis contacts and their
local safe haven. The template can be added to during the consultation with bespoke information that may be
more relevant to the individual.
The crisis contact sheets have already been created and are able to be used for our children’s and Adult
services, with older people’s and people with learning disabilities expected mid-September. Training and
support will be rolled out during this month.
Quality Standards
The Trust has received contract performance notices with respect to our poor performance on quality
standards. In early September senior leaders are meeting with the CCG’s to work through the range of issues
and agree with them remedial action plans. Some work needs to be done which addresses how we practice
(e.g. CPA policy and practice at SaBP is to have all people we support on CPA, whereas this is not the
practice in other comparable Trusts, making it difficult to complete the 12-month CPA review.) Other issues
relate to how easy it is for staff to record clinical information in the right part of SystmOne and team
leaders/ward managers interrogating data and checking performance.
5. Working Age Adults
Waiting Lists, Caseloads & Additional Leadership capacity
A new process for allocating Crisis/Urgent Appointments has recently been implemented and is being
monitored by the service managers. This has led to improvement. With regard to routine waits between
assessment and treatment all managers have reviewed the current DART report, and fed back their findings in
relation to the status of each wait for treatment. They will then continue to review this list on a regular basis
and ensure that the person is being appropriately supported and monitored if required. Work is underway to
review the caseloads of all community teams. An implementation plan is being formulated to support the roll
out of the SPA and care pathways on a phased basis.
Marian DeRuiter, Associate Medical Director for Older People, has agreed to take on an additional interim role
as Clinical Engagement and Transformation Lead for Working Age Adults. Marian has recently commenced in
this role and has begun scoping out the issues that need to be addressed.
Transformation Board
The single point of access continues to recruit to the service and work is currently underway to develop the
functionality in SystmOne to support it. The co-design workshop was held on 4th July with the support of
colleagues from Northumberland Tyne and Wear. The workshop covered both the routine component of the
SPA and the care pathways work. A series of engagement events have been held across the Trust, both
outlining the Transformation Programme and obtaining feedback on the care pathways, and regarding the
single point of access. More events are scheduled for the autumn.
Section 75 Review
Joint communication has gone out to all teams to inform staff explaining the reason for the review and that
staff will be involved in the co-design of the models for the future. The workstreams have now been
established and have begun to scope out the programme of work. Surrey County Council has introduced
changes to its senior leadership – Helen Atkinson has changed role and is no longer the Director of Adult
Social Care. She continues in her Public Health role and remains on the Council’s senior leadership team.
Simon White has commenced with responsibility for the over-sight Adult Social Care.
Inpatient
A CQC Mental Health Act inspection happened at ACU in August. Whilst this inspection focused on MHA, the
scope of these reviews is wider than in the past and did examine other issues. The pressure on beds has
continued but has improved a little. Staffing the wards over the summer holiday period has been challenging
with temporary staff being difficult to source and at times booked staff not arriving for shift.
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6. Older Adults and Specialised Services
Substance Misuse
As a consequence of the Surrey service redesign, social care expects to see an increase in the number of
social care assessments and safeguarding management. An increase in staffing has been supported by
transferring funding from provisions within the social care budget. Recruitment is currently underway. The
drug and alcohol co-design is complete. The service is now working through an adjustment period. The
Catalyst staff have settled in well, caseloads and activity have increased. The new ambulatory detoxification
service is in place with 6 people in treatment, 3 planned and 1 booked for assessment.
Older Peoples’ Service
The trial of the Triage for Older People’s Service (TOPS) has gone well. There have been a few minor issues
which have been quickly resolved. Within the first 4 weeks of operation TOPs received 251 referrals, 180 were
accepted and 48 were declined, 16 were still requiring a dementia blood screen, 1 was admitted to a
psychiatric bed, 1 admitted to the general hospital and 4 were signposted elsewhere. TOPS now book routine
assessment appointments directly into clinician SystemOne diaries. Clinical staff have given very positive
feedback stating that they are feeling freed up on duty as they are no longer screening and triaging referrals.
A new call handling system will be implemented in TOPS to ensure that a number of calls can be responded
to simultaneously therefore increasing efficiency.
7. People with Learning Disabilities
Courthill
A paper on the future of Courthill House was approved by the Executive Board. This agreed to consult on the
future of the service in view of the unsuitability of the building. A core programme group has been established
to work on this consultation and Engagement Plan. We will be working with people who use the services, their
families and advocates to identify alternative placements which are better able to meet their needs. Courthill
House will then close.
Larkfield
Following the inspection in June Larkfield received its final report. The feedback provided post inspection was
very positive apart from the fact that under the Safe Domain, three medication administration errors were
identified during the inspection. There was no harm to people living at the home and the errors related
predominantly to stock counting. We are now in receipt of the final report which confirms a rating of Requires
Improvement for SAFE but GOOD for all other areas and we have maintained a GOOD rating overall.
Ashmount
NHSE continue their investigation following the death and associated inquest regarding a person who lived at
Ashmount. We continue to await the draft report which was expected at the end of July but has been further
delayed. We have asked for an update in respect of timescales but we have not had advice of a new revised
date.
Other
A Discharge protocol from the Deacon Unit now agreed and is working in accordance with SaBP’s newly
designed DTOC processes in respect of escalation and reporting.
A number of possible QI projects are being scoped including in Therapies e.g. Speech and Language Therapy
working with our homes on the five Good Communication Standards. A Care Plan for PICA (an eating
disorder) has been developed, and is being piloted to ensure best practice and transfer of learning.
8. Children and Young Peoples’ Division
Ashford and St Peters Hospital Transfer of 1600 ADHD Follow Up Cases
The contract has now been running for 7 months and during this time 854 face to face review appointments
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with a Consultant have been offered and 791 face to face review appts with a Consultant have been attended
by families. An additional 210 families have been reviewed and/or offered psycho-social support over the
telephone by a Consultant. This performance continues to meet the level required by the contract.
CFHS Developmental Paediatric services (DPS)
Initial Health Assessments (IHA)
As at the 28th August 2018 there are 63 children who are engaged in the IHA pathway. This figure includes
new referrals from July and August and is a reduction of 14 cases from the previous report. 36 of these
children are placed out of county.
A project plan is in place to improve performance and weekly meetings are in place to develop and track
progress.
Engagement with Surrey County Council is improving significantly – a weekly call involving senior leaders is
assisting with supporting improvement.
Developmental Paediatric Waiting Lists
The Clinical Lead directed a caseload review undertaken by all clinicians in July to ensure accuracy of
caseloads. This review identified a cohort (210) of NE Hants children who transferred from Frimley Park
Hospital Community Team in August 2016. At the time of transition paper records were received and an
Electronic Patient Record (EPR) was opened on RiO. However the caseload review identified the record does
not detail what care arrangements have been put in place for these children. The Clinical Lead has reviewed
the electronic record of these children and is confident that none of the children require immediate review.
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Trust Board in Public
Date

12th September 2018

Item No

82.18

Paper Title

Value for Money (Month 04 – July 2018)

Director

Graham Wareham – Chief Finance Officer

Report for

Discussion/Information

Discussed to date and
next steps

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

Purpose of the paper

The Board are asked to note the report and in particular the following matters:
 We recorded a year to date deficit of £0.5m. This is £0.16m worse than plan
 Emerging risks and opportunities on the delivery of our control total

Health/Social Impact –
Contribution to our
objectives

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

Impact on Risk

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

Financial Implications

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

History

This report is presented monthly to the Board

Executive Summary
This paper highlights the key messages from the M4 financial results.

Positive Findings


We are beginning to understand the risks and opportunities against our control total delivery

Areas for Improvement




Private sector bed spend is of concern
Full Cost Improvement Plan delivery is challenging
Our agency spend was 15% below our agency ceiling of £1.9m year to date
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Value for Money Report to 31 July 2018
1.

Introduction

2.

This report sets out the July value for money position.
Value for Money Headlines

2.1.

For the period to 31st July 2018 (M4) the Trust has recorded a year-to-date deficit of £0.5m, £0.2m
worse than its planned £0.3m deficit.

2.2.

The table below summarises the Trust’s financial position at end month 4:

Income
Expenditure
Sub Total (EBITDA)
Depreciation & Amortisation
Dividends on PDC
Other
Surplus / (Deficit)
STF
Surplus / (Deficit)
Profit on Disposal
Fixed Asset Impairments
Surplus / (Deficit) (NHSI Control Total)

Annual Plan
£m
163.1
(156.6)
6.5
(6.5)
(3.0)
0.0
(3.0)
1.3
(1.7)
4.9
0.0
3.2

YTD Plan YTD Actuals YTD Variance
£m
£m
£m
54.8
55.7
0.9
(52.3)
(53.2)
(0.9)
2.5
2.5
0.0
(2.2)
(2.2)
(0.0)
(1.0)
(1.0)
(0.0)
0.0
0.0
0.0
(0.7)
(0.7)
(0.0)
0.3
0.2
(0.1)
(0.4)
(0.5)
(0.1)
0.1
0.0
(0.1)
0.0
0.0
0.0
(0.3)
(0.5)
(0.2)

2.3.

The Trust position is broken down further in appendix 1.

2.4.

SABP consolidates Surrey Healthy Children and Family LLP (trading as Children and Family Health
Surrey), into our accounts each month and appendix 2 shows the consolidated position.

3.

Operational Outturn

3.1.

The Trust is experiencing overspends in a number of areas:



Higher than planned costs in our community CAMHS and Beacon One Stop service, due to the
continuing high levels of demand
Higher than planned costs in our adult mental health inpatient services, given the level of patient
acuity, driving higher levels of enhanced observations, and significant private sector bed spend,
including for patients medically fit for discharge but without a safe place to be referred to
Higher than planned spends within our Chief Nursing Officer and Workforce directorates



3.2.

Releases from the balance sheet, relating to provisions that are no longer required, partially offset these
overspends, resulting in the M4 £0.2m deficit to plan.

3.3.

The July year-to-date CIP delivery was 68% of target. The likely full year outturn is 79% against our
£7.5m plan.

3.4.

Our CIP delivery is being closely monitored through our Finance Recovery Planning Steering Group
and Finance Recovery Planning Assurance Board.
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4.

Risks and Opportunities to Control Total Delivery

4.1.

Although we have reported a year to date overspend, this is reducing and we are confident that we will
deliver our Control Total by the end of the year, not least because our Control Total has been reduced
by £966k for the year; our private bed usage reduced in month and because we have further balance
sheet provisions that are no longer required.

4.2.

We do have to manage some emerging risks that could impact on our Control Total delivery, mainly
funding risks in CAMHS after the Interim Plan, if these are not resolved, and an overall reduction in our
education income.

5.

Agency Usage

5.1.

Our agency ceiling set by NHS Improvement was reduced in 2018/19 to £5.8m p.a. YTD; we are 15%
above the agency ceiling which is a significant improvement on last year’s performance.

6.

Use of Resources Metric

6.1.

The Trust’s finance Use of Resources metric was a 2 for July in line with Plan.

7.

Cash Flow and Aged Debt

7.1.

The Trust had a cash holding of £18.4m at the end of July, compared to a £17m Plan, largely due to
underspending on capital expenditure related to the phasing of projects.

8.

Conclusions and Recommendations

8.1.

The Board is asked to note the report.
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Appendix 1 – Breakdown of the YTD Financial Position by Division

YTD (Over) /
Under Spend
Trust Board Director
Division
£m
Chief Operating Officer
Adult Mental Health
(0.6)
Children and Young Peoples Services
0.0
Chld and Fam Hlth Surrey
(0.1)
COO
0.0
Estates and Facilities
0.0
Delegated Commissioning
0.6
Learning Disabilities Services
(0.1)
Older People Mental Health
0.0
Specialist Services
(0.0)
Chief Operating Officer Total
(0.2)
Chief Executive
0.0
Chief Medical Officer
(0.1)
Chief Nursing Officer
(0.3)
Innovation
0.0
Workforce
(0.2)
Finance, Property, Procurement and Digital
0.5
Chief Finance Officer
Other
0.0
Chief Finance Officer Total
0.5
Corporate Total
0.0
Surplus / (Deficit)
(0.2)

Key messages:
-

Overspends due to the use of private beds
Overspends in our Children’s services
Overspends within Chief Nursing Officer and Workforce

Appendix 2 – Consolidated accounts

Income
Expenditure
Sub Total (EBITDA)
Depreciation & Amortisation
Dividends on PDC
Other
Surplus / (Deficit)
STF
Surplus / (Deficit)
Profit on Disposal
Fixed Asset Impairments
Surplus / (Deficit) (NHSI Control Total)

Annual Plan
£m
189.8
(183.3)
6.5
(6.5)
(3.0)
0.0
(3.0)
1.3
(1.7)
4.9
0.0
3.2

YTD Plan YTD Actuals YTD Variance
£m
£m
£m
63.6
64.6
0.9
(61.2)
(62.1)
(0.9)
2.5
2.5
0.0
(2.2)
(2.2)
(0.0)
(1.0)
(1.0)
(0.0)
0.0
0.0
0.0
(0.7)
(0.7)
(0.0)
0.3
0.2
(0.1)
(0.4)
(0.5)
(0.1)
0.1
0.0
(0.1)
0.0
0.0
0.0
(0.3)
(0.5)
(0.2)
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Trust Board in Public
Date

12th September 2018

Item No

83.18

Paper Title

Risk Report

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Information

Discussed to date and
next steps

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

Purpose of the paper

The Board’s attention is drawn to the following key risks and our actions to mitigate
them this month:
Pressures: staffing and bed availability
Children’s and Young People’s services: managing well demand to respond quickly
and improve services across the wider system to achieve good outcomes and
improve life chances
Scale of Change: delivering our plans for service transformation
Use of information: improving the ability of our data and reporting to support practice
Inpatient Services: (Pressures and Environment – see above also) ensuring our
services are safe, effective, caring, responsive and well led at all times.

Health/Social Impact –
Contribution to our
objectives

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

Impact on Risk

The actions outlined in the report will mitigate the potential severity of some high level
risks.

Financial Implications

There are no additional financial liabilities identified.

History

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

Executive Summary
The Board is asked to consider the risks and whether it is satisfied with the mitigating actions being taken to
address them and / or it requires additional assurance.
Positive Findings
 Plans are in place to mitigate our highest risks.
 Children and Young People’s services - the system-wide interim plan commenced in June 2018; is
progressing at pace and is ahead of trajectory
 Inpatient services - the new fans on Blake Ward have proved to be successful; we are now planning to
fit these in the other wards at ACU to achieve the same benefits for people using our services
Areas for Improvement
Our highest risks are:
 Pressures: Staffing remains a significant risk requiring continuous proactive management
 Pressures: Bed pressures have increased again in August - resulting in increased private bed usage
 Children’s and Young People’s services - in particular completion of IHAs within our Development
Paediatric services
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Risk Report
1.0

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

2.0

Key Risks and Mitigating Actions
The Board’s attention is drawn to the following key themes associated with the highest
rated risks this month affecting our operations:Pressures
Managing the pressures arising from the demand on our services which continue, including
managing our staffing levels, particularly in our inpatient services and during peak holiday
periods when temporary staff are more scarce, and demand for beds when people need
them.
Several risks have been identified regarding these pressures:- Staffing - vacancies, retention and recruitment difficulties (Links to Risk Register: 1853,
1865, 1944, 1945, 1989, 2123, 2136, 2145)
- Bed occupancy - consistent occupancy over 85% leading to delays in access to acute
emergency treatment. Bed occupancy has increased again in March, and availability
for children and young people continues to be difficult to source when needed. (Links to
Risk Register: 1817, 1891)

Key Mitigations (latest additional actions)
 Monitoring and review of caseload allocation(s) within Chief
community teams and waiting list report development - action Operating
Officer
plans to address where issues identified


NHSI Retention
implementation

programme

(Wave

3)

action

Sept 18

plan Acting
Director of Sept. 18
HR

Children’s and Young People’s Services
Managing well the demand for, and our transformation of, our Children’s and Young
People’s services so that we are able to respond to the needs of children and young people
and their families as quickly as we would like; and play our part in improving services
across our wider health and social care system.
The following risks have been identified:- Surrey Mindsight CAMHS - (Links to Risk Register: 2037, 2051, 2145)
- Children and Family Health Surrey Community Paediatrics - (Links to Risk Register:
1948, 1949, 2047, 2064, 2071, 2080)
- Eating Disorders - (Link to Risk Register: )
- System and partnerships governance - (Links to Risk Register: 1944, 1947, 1950, 1951,
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1979)
Key Mitigations (latest additional actions)
 Surrey Mindsight CAMHS - continued implementation of Chief
Operating
Interim Plan
Officer
 Developmental Paediatrics - Individual Health Assessments Chief
(IHAs) - partnership / system plan to recover and sustain Operating
Officer
improved performance on timely IHAs
 Codesign of sustainable system service model to meet demand Chief
Operating
- informed by independent review - Dev Paeds
Officer
 Co-design of sustainable system service model to meet Chief
Operating
demand - informed by independent review - Mindsight.
Officer
 CAMHS summit - stakeholder summit to review Chief
Operating
recommendations and agree next steps
Officer

Oct.18

Oct 18

Sept 18

Dec 18

Sept 18

Inpatient Services
Ensuring our inpatient services (for people of working age) provide good experiences for
people receiving care, and for those working within them
Environment - (Links to Risk Register: 1887, 2088, 2105, 2138, )
Staffing – (Links to Risk Register: 2023, see also Pressures risk section above)
Experience - (Links to Risk Register: 1984, 2135, 2137, 2147 )

Key Mitigations (latest additional actions)
 Implement improved ventilation solutions successful on Blake Chief
Operating
Ward in other wards at ACU
Officer
Chief
 External review by Mandy Stevens
Operating
Officer
 Implement enhanced leadership arrangements in our inpatient Chief
Operating
units
Officer

Oct 18

Oct 18

Sept
18

Scale of change & Plan Delivery
Ensuring we implement our plans well to transform our services to provide safe, caring,
responsive, effective and sustainable models of care that make the best use of the
resources we have.
The following risks have been identified:- Change programmes - (Links to Risk Register: 1921, 2003, 2016, 2117, 2139, 2141, )
- Financial Plan - (Links to Risk Register: 2133,
- STPs/ICS - (Links to Risk Register: 1945, )
Key Mitigations (latest additional actions)
of Sept 18
 Mapping of representation against our three ICS/STP Director
governance structures and workstreams to ensure alignment Innovation &
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and prioritisation




Development
& Therapies

Review current annual plan delivery project and ICS/STP
Director
of Sept 18
priorities to ensure alignment and prioritisation
Innovation &
Development
& Therapies
/ Director of
Governance
& Planning
Mitigations in place to manage financial plan delivery where Chief
Financial
Oct 18
CIP falling behind Plan
Officer

Data & Use of information
Improving the ability of our data and reporting, and their use, to support practice
improvement.
The following risks have been identified:- Plan delivery - (Links to Risk Register: 1644, 1778, 1889, 1900, 1910, 1979, 2009,
2042, 2061, 2070, 2092, 2146, 1454)
Key Mitigations (latest additional actions)
Oct 18
 Development of enhanced quality, risk and safety reporting Chief
Finance
including review of local quality indicators to ensure that are
Officer
/
measurable (in the same way as national indicators)
Chief
Operating
Officer/
Acting Chief
Nurse
 Implement learning and recommendations from NHSI Chief
Dec 18
Intensive Support team visit to help improve our waiting list Operating
Officer
/
management
Chief
Financial
Officer

3.0

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

12th September 2018

Item No

84.18

Paper Title

Suicide Prevention Annual Report

Director

Director: Billy Hatifani, Acting Chief Nurse
Author: Liz Holland, Head of Clinical Effectiveness and Improvement

Report for

Discussion/Information

Discussed to date and
next steps

This report was seen by the Executive Board in July

Purpose of the paper

The paper will outline our :
- Aspiration to achieve zero suicides as a member of the Zero Suicide Alliance
- Work to develop a suicide prevention strategy in partnership with Public Health
Surrey
- Work to deliver suicide prevention training

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

Successful implementation of a suicide prevention plan will save lives. Getting our
approach to suicide prevention right will help us to be safe and responsive, and by
using an approach that focuses on the value of lived experience will support us to
embrace being caring.
Reduction in the number of suicides and attempted suicides.

Financial Implications

No financial implications

History

New approach and strategy, as outlined below.

Executive Summary
This paper provides a summary of our new approach and strategy for suicide prevention, progression in key areas
so far, and plans for continued progression.

Positive Findings
- Positive feedback from suicide prevention through training and education
- Use of co-production to develop our training approach
- Working closely with partners such as Public Health and Health Education England
Areas for Improvement
- Working to source more facilitators to help deliver more suicide prevention training.
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Suicide Prevention Annual Report
2017/2018
1. Introduction
Following the hosting of our successful Suicide Prevention Conference in September 2017, we pledged
to join the national Zero Suicide Alliance. The Five Year Forward View (DoH, 2017) outlines that all
mental health organisations must aim to reduce their suicide rates by 10% by 2021; however, as an
organisation we have acknowledged that every person who dies by suicide is one person too many.
Therefore we have agreed that we must have an aspiration for zero suicides. By joining the Zero Suicide
Alliance, we are advocating the belief that all suicides are avoidable deaths for people receiving support
from a specialist mental health service. We believe that, with the correct suicide prevention skills and
correct service structures, we can save lives and stop deaths by suicide from happening. We have
supported the development of a Surrey wide strategy and developed a local plan to enable us to move
towards this aspiration of zero.
2. Our Suicide Prevention Approach
Alongside working within multi-stakeholder groups, and enabling joint working across the locality, it is
also acknowledged that a key to suicide prevention is the enablement of true co-production.
Understanding how it feels to be at the point of suicide, and how it feels to care for someone with that
level of distress, is an essential part of successful suicide prevention delivery, and working with those
with lived experience should be an integral part of all relevant working parties that are developed in
relation to implementation of our prevention plan.
We have already seen the positive impact that using a co-production approach can have, even in this
early stage of our suicide prevention plan. Alongside the success of project work that has taken place in
our co-production working groups (discussed below), being involved in true co-production has led to a
positive outcome for people with lived experience who have participated; for example, it has given one
person the confidence to feel able to go back to employment (after many years), and another person has
reported feeling listened to, valued and empowered that she has been able to lead change.
Our “Zero Suicide” Suicide Prevention Plan to support the Surrey wide Strategy has now been drafted,
and is due to go through approval processes over the next few months.
The key priorities of our plan are listed below. These headings are in line with governmental best
practice recommendations around what should be addressed within a suicide prevention plan. Our plan
is well correlated with the Suicide Prevention Strategy from Public Health Surrey. Our draft plan
addresses how we will work to prevent suicide in people who have contact with Surrey and Borders,
whereas the Public Health Surrey strategy looks at how we deliver this work within the wider community.
Local Suicide Prevention Plan Priorities:
-

Reducing suicide in high risk groups
Reducing access to the means of suicide
Providing better learning and support to those bereaved or affected by suicide
Reducing suicide through effective training and awareness
Effective use of data
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3. Suicide Prevention Plan Implementation
Each key priority area within the Plan has a corresponding working group within the organisation, and
each working group uses co- production; group members are a mixture of our staff, people who use
services, families, friends and carers affected by suicide and people working in related fields in our local
community. The working groups hold responsibility for overseeing implementation of the plan within their
given area. The working groups all report in to our Suicide Prevention Forum.
This report will now provide an update on how each working group is progressing and what has been
achieved so far through the group this annum. It should be noted that as this is a new approach, much of
this work is in the early stages and there is expected to be significant progression for the year ahead.
i.

Reducing Suicide through Effective Training and Awareness

This is our most well-established working group. Following the successful award of £50,000 from Health
Education England to help with the development of a co-produced training package, this working group
was established in October 2016. Since then, the group has worked to create two tiers of suicide
prevention training. One tier is a one day programme for our clinical staff, and one tier is a 4 x 2 hour
module programme delivered through our Recovery College. True co-production has been used
throughout; alongside the working group, a lived experience consultant helped to brief the actors on set
when education videos were created, and a specialist film company with lived experience of mental
health was sourced.
Following piloting of both levels of training, both tiers of training are now being gradually rolled out across
the organisation.
Recovery College Training- The Recovery College training is available at the Leatherhead and the
Frimley sites once per term, and so far, three groups (37 people) have undergone this training. Initial
evaluations have been extremely positive. All participants have rated the training as good or excellent, all
met their self set goals, all saw an improvement in their feelings of individual distress and all showed
increased feelings of recovery and confidence.
An example of data from the Recovery College Training delivered in the North East Hampshire area is
demonstrated below. This cohort received their training in summer 2018.
There are two psychometric questionnaires all people who undergo a Recovery College course complete
before the course starts, and once the course completes.
The first questionnaire is the on the process of Recovery (QPR). The QPR is a 22-item measure
developed from accounts of aspects of recovery that are meaningful to them. The QPR is reliable and
valid and is strongly associated with general psychological wellbeing, quality of life and empowerment all
of which are crucial in recovery. QPRs are given to students to complete in the first and last session of
courses lasting four weeks or longer. Higher scores indicate increased wellbeing. The graph below
indicates the cohorts QPR scores before and after the suicide prevention training programme.
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This graph clearly demonstrates that there was an increase of eight points in student scores at the end
of the training compared to the start. This indicates that by undergoing the training, students increased
their own sense of wellbeing.
The second questionnaire is the CORE-10. The CORE-10 questionnaire measures the psychological
distress of the student, with higher scores indicating higher levels psychological distress. It was given to
students on the first session (pre) and the last session (post) of the course. Lower post scores indicate
that students report a lower level of psychological distress. The graph below indicates the cohorts
CORE-10 scores before and after the suicide prevention training programme.

This graph indicates that there was a reduction of 6.2 points in the average CORE-10 score for students
on completion of the training, which suggests that undergoing the training programme, has led to a
significant reduction in feelings of psychological distress within the cohort.
There have also been some positive feedback comments from students when they have been asked to
evaluate. Some of the feedback comments from the cohort discussed above include:
“Both helpful and interesting to hear how such a difficult emotive subject can be tackled constructively.
Well-presented and we were well cared for.”
“I developed confidence talking about suicide; awareness of where to signpost and signs to watch out
for.”
“The small number of participants felt safe. The lived experience and local knowledge of the facilitators
was very helpful”.
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Clinical Level Training- The clinical level training has so far been delivered to individual teams, using
an “away day” model, and six clinical teams have so far received this training (equating to 75 people). All
but one person who have attended the course have rated it as good or excellent. The graph below
shows the ratings that staff have given the training so far:

A questionnaire was developed as a pre and post measure specifically for this training. The
questionnaire consisted of 14 statements, each statement aligned to a learning objective within the
training, and staff were asked to rate how they felt in relation to each statement before they commenced
the training and after the training took place. Data from these questionnaires has shown that the biggest
areas of impact were in relation to the following areas:
-

-

-

-

-

“If I had to assess someone who was on the autistic spectrum, I would know how I would need to
tailor my assessment skills” (Average rating pre training was “undecided”, average rating post
training was “agree”, with a numerical rating increase of 1.2 on the Likert scale.)
“When assessing someone at risk from suicide, I would pay attention to demographic factors”
(Average rating pre training was “agree”, average rating post training was “strongly agree”, with a
numerical rating increase of 1.0 on the Likert scale.)
“I feel able to advise a colleague on what warning signs to look out for when assessing someone
at risk from suicide” (Average rating pre training was “agree”, average rating post training was
“strongly agree”, with a numerical rating increase of 0.7 on the Likert scale.)
“I am confident in how to write a crisis and contingency plan”. (Average rating pre training was
“agree”, average rating post training was “strongly agree”, with a numerical rating increase of 0.7
on the Likert scale.)
“I know how to do a risk formulation”. (Average rating pre training was “agree”, average rating
post training was “strongly agree”, with a numerical rating increase of 0.7 on the Likert scale.)

Working with GPs- Following presentation of the early results of this training at the regional suicide
prevention group, we were approached and asked to modify the clinical level training to make it suitable
for a GP audience. Through working with the GP mental health lead, and mental health commissioning
manager in NW Surrey, it has been agreed that training for GPs should consist of two seminars, each 90
minutes long.
The GP level training will be delivered for the first time in September 2018 to GPs within NW Surrey
CCG locality, and 28 GPs have so far booked in for this training. In October, a condensed version of this
program will be delivered to around 100 to 130 GPs from Epsom and Surrey Downs CCG locality.
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Moving Forward

We have now agreed with Health Education England that this training needs further scale up and
spread. Health Education England have agreed to support roll out of this training across our
organisation, and across our partners in Kent and Sussex. The training being rolled out will be at
Recovery College (public facing) level, mental health clinician level and GP level. This will help ensure
we have a more joined up and standardised approach to suicide prevention across the region. This
project will be led by both Health Education England and the suicide prevention lead at Surrey and
Borders.
We acknowledge that spreading this training in our organisation has so far been limited by only one
trainer being available to deliver the content. Health Education England have now agreed to provide
funding for a specific Suicide Prevention Trainer (2 days a week for 1 year) at Surrey and Borders, as
well as for Kent and Sussex, and these trainers will all be trained by the suicide prevention lead at
Surrey and Borders to ensure that training is delivered consistently across all areas.
It is anticipated that this larger project work will commence in September 2018.

ii.

Effective Use of Data

Successful suicide prevention requires the enablement of learning from both locally and nationally
available data. Through sharing and discussion of relevant data, useful information can be sourced,
which may include:
-

Identification of high risk groups
Locations of concern
Patterns and trends in relation to suicide

Data can also be used to evaluate the interventions put in place and their outcomes, and is essential for
ongoing surveillance and monitoring.
We are ensuring that available data also enhances learning from our Serious Incidents and ensure that
key emerging issue are included in future training, where relevant. We will be ensuring close links
between our suicide prevention work and our Clinical Risk and Safety team, so that we always have
oversight of both national and local data, and what is happening within our own services.
We have noted that, at present, there are several barriers to learning from suicide data. These include
the significant time delays in accessing such data, as this is usually obtained through the coroner, after
the person’s death has been ruled as a suicide. There may also be data lost, if the person’s death was
not categorically ruled as a death by suicide.
Public Health will lead on this work, commencing in September 2018, due to the cross-agency working
required, and we will support by helping to design and to feed in to this database as required.
iii.

Reducing Access to the Means of Suicide

Reducing access to means can be implemented in three different ways. The first is by creating physical
barriers to prevent access to suicide methods. The second is by reducing the lethality of methods that
are accessible and the third is reducing cognitive access, by reducing the appeal of particular methods.

82

Suicide prevention work at Surrey and Borders NHS Partnership Foundation Trust includes all three of
these approaches.
Work by Public Health Surrey will focus on community wide work on reducing access to means, which
we will inform and support. However, there are ways in which we can effectively reduce access to means
within our own services. Such ways include:
-

Ensuring all services have robust and in-date ligature and risk assessments

-

Supporting staff in the community around how access to means can form part of the care and
treatment we provide to high risk people (i.e. daily medication drop offs for those at risk from
overdose)

-

Ensuring safe and ligature free environments

-

Effective management of search in our inpatient environments

-

Effective management of Absence without Leave (AWOLs) in our inpatient environments

-

Rapid circulation of and response to alerts from the Central Alert System (CAS)

It is important that we use data and intelligence available in order to inform our responses around
reduction of access to means. For example, recent national data shows that 82% of inpatient suicides
are by ligaturing, and the highest risk period of time is between 5pm and 9pm. The most common items
used in inpatient deaths are belts, shoe laces, plastic bags, dressing gown cords, bedsheets, cords from
hoodies and joggers and towels. This information is discussed within our suicide prevention training for
clinical staff, and we support staff to discuss what changes they can make to practice as a result of such
information. Quality improvement can then be used to help deliver these changes.
Improvement work has already commenced around search, and the Metrasens Pro Screen search bar
has been trialled on Magnolia ward, alongside the implementation of a specialist room search kit, and a
search training package. Initial feedback has been varied. Staff report not liking the search bar; they find
they often do not feel that they need to use this level of search, and they feel that it can be intimidating
for visitors and for people arriving on the ward. The staff team found having bespoke training on search
valuable, and feel that there have been improvements in both staff search techniques, and staff
awareness of when to use search as part of this training. The room search kits have been the most
popular intervention, with staff using these regularly. They report that these have made staff feel safer
and more confident when doing room searches, and room searches have become more efficient and
reliable when they are used.
A Trustwide quality improvement group has been established in order to address work around AWOLs.
Whilst this group is still in its early stage, one piece of work which aims to reduce AWOLs at the
Abraham Cowley Unit (ACU), alongside improving the experience for people using our services, is a
change to the meal time structure on the site. Analysis of incidents has shown that people going to the
café area for meals is a high risk time for AWOL incidents. Led as a Qi initiative by a consultant
psychiatrist and matron, meal times on Clare ward have been moved from the café area onto the ward.
They are collecting data around the impact of this including feedback of the experience of people on the
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ward, feedback from families, friends and carers, and AWOL data. If an improvement is seen, then this
mealtime model can be shared with other wards on the site.
iv.

Reducing Suicide in High Risk Groups
We have identified high-risk groups who are priorities for prevention. These groups have been identified
based on both local and national data sources. These are all groups of people who also have contact
with our services on some level. These groups include:
•
•
•
•
•
•

•
•
•
•

Young and middle-aged men, and men aged over 75
People in contact with the criminal justice system
Specific occupational groups, such as doctors, nurses, veterinary workers, farmers and
agricultural workers.
People who have a diagnosis of a long term physical health condition.
Children and young people, particularly those who identify as LGBT or have issues with their
gender identities.
Minority communities or communities with reduced access to support. This includes the Roman
Travelling community, those living in poverty or difficult circumstances and those who have
immigrated in to the UK.
People who identify as LGBTQI
Perinatal women
Veterans
People who have been bereaved by suicide

Over the last year, we have themed our SPIN (Suicide Prevention Information Network) around raising
awareness of the particular issues that may be faced by these groups, and thinking around how we can
provide better, more bespoke support to people who fall within these groups. These events are a halfday, once per quarter, and are free for anyone who attends. The events are for our staff, people who use
our services and their families, friends and carers, and people in our local communities. Our most recent
events include a focus on men, those who have been bereaved by suicide and those who identify as
LGBT. Future events planned include working with veterans and perinatal suicide awareness. At each
event, we have a mix of speakers, using local speakers where possible. We ensure we have a lived
experience perspective and story at every event, alongside showcasing a local service or charity and
presenting some new knowledge or learning.
Each SPIN event can accommodate an audience of up to 100 people. Over the last 3 events, we have
seen an increase in the number of people attending these events, and we have an average attendance
rate of 78 people per event at present. We have also noticed that by advertising these events more
widely, including through our social media channels, we have seen both an increase in people with lived
experience attending these events, and an increase in people outside of Surrey and Borders coming to
the events.
A new working group to address how we work to target improvement in the high risk groups outlined has
been created, and the terms of reference and focus of the group is now under discussion.
v.

Providing Better Learning and Support to those Bereaved or Affected by Suicide
Bereavement by suicide brings unique challenges that require bespoke support. It is widely recognised
that bereavement by suicide is defined as complex grief, and as such, specialist support should be made
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available through the Trust if the person who has died by suicide was receiving care from the
organisation at the time of death. Such support services should not be time-limited.
A working group is now in place to commence work to achieve such improvement, and this is a group
focused very much on co-production. The working group have so far identified that, although national
guidance (i.e. Help is at Hand) is available, there is not local guidance available which would help
someone in our area navigate what local support there is for those affected or bereaved by suicide. The
group have now completed this booklet, subject to final sign-off in September 2018’s meeting, and we
hope to have it printed and available by the end of September 2018.
The Risk and Safety team have recently created a post to provide specialist support to families who have
been affected by serious incidents such as suicide. The working group feel this post will make a real
difference, and the group will next consider what support or resources they can create to support this
person in their post.
3. Conclusion
We recognise that there is no single risk factor and no single solution to prevent suicide. We work
collaboratively with stakeholders and partners to put measures in place to mitigate the risks that may
lead to any deaths by suicide. By working together, we can share and utilise existing intelligence and
combine resources in order to reduce the prevalence of death by suicide.
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Trust Board in Public
Date

12th September 2018

Item No

85.18

Paper Title

Complaints and Compliments Quarterly Report

Director

Billy Hatifani, Acting Chief Nurse

Report for

Information

Discussed to date and
next steps

Complaints and our Patient and Liaison Services (PALS) information is shared at the
Quality Committee and Executive Board. Team level issues are shared at the
Divisional Quality Action Groups and reported through to the Operational Board.

Purpose of the paper

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

We have received the same number of complaints (26) as in quarter 4.
 The main themes arising from complaints in this quarter are lack of clear
explanations, and concerns in relation to our co-ordination of medical treatment.
 We are working to collectively improve our response times to complaints and
deliver responses in 25 working days.
Caring: The tone of our communication really makes a difference to people’s
experience
Responsive: We need to ensure we find a way of showing the good local response
work
Safe: People understanding that listening to people’s concerns drives up our ability to
deliver safe services
Effective: Complaints help us deliver real evidence based change when things have
gone wrong
Well-led: We know that good leaders value people’s feedback and are driven to
support local resolution of concerns
An inability to learn from complaints may enhance the likelihood of adverse events and
poor outcomes for people

Health/Social Impact –
Contribution to our
objectives

Impact on Risk

Financial Implications

Nil associated with this paper

History

The Quality Committee has received an annual Complaints, Compliments and PALs
report, and we meet quarterly with Healthwatch to discuss people’s feedback and
experience.

Executive Summary
This report gives the overview of the positive and negative sentiments from people, families and carers received
through complaints, compliments and PALS contacts. It reports the quarter one data showing a month on month
comparison with last year, the main issues arising from complaints, and gives a summary of learning from a
sample of complaints where a response has been provided with a learning action.
Positive Findings
 Mind Matters received the most compliments this quarter.
 We received 124 compliments regarding care across 55 different teams.
Areas for Improvement


We need to improve our collective responsiveness to investigate complaints and deliver responses within
our 25 working days timeframe. This has decreased from the last quarter due to the complexity of cases
and annual leave of the investigators.
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Complaints, PALS and Compliments report
This report provides the Board with detailed feedback which helps show how people experienced our
services in Quarter 1.
1.

PALS/Contacts

The majority of our contacts this quarter (143) were PALS contacts, 26 of which became complaints under
investigation. 44 were from people who use our services and 62 from carers and families. We also received
contacts from others, for example, the public and other NHS providers.
2.
Complaints
We received 26 complaints this quarter, nine in April, eight in May and nine in June. We received slightly
fewer complaints compared to the last quarter. This chart shows the number of complaints received in
2017/18. Overall the number of complaints we received each month in the last six months have ranged from
between eight and ten.

Out of the 26 complaints received, 18 were about medical concerns and eight were about operational
matters. The majority of complaints we receive are usually for our Working Age Adult Mental Health
Services and we received ten in this quarter. However, this quarter, we also received six complaints for our
Children and Young People’s Service – two of these being for the Community Paediatrics service.
Five of the working age adult complaints were for our inpatient services (four for Abraham Cowley Unit and
one for Farnham Road Hospital) and five were for our Community Mental Health Recovery Services. We
have seen a decrease in the number of complaints in Community Paediatrics.
Experience of clinical treatment, communication and values and behaviours of our staff are people’s main
reported concerns during this quarter. The table below shows the 26 complaints received and the services
they relate to.
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Community
Paediatrics
CYPS CAMHS SW
BEN Pathway NW
BEN Pathway SE
Hope Guildford
Mindful

Number People’s primary concern
received
2
Clinical treatment - co-ordination of medical treatment
Clinical treatment - co-ordination of medical treatment
1
Clinical treatment - inappropriate comment
1
Clinical treatment - insensitive to the child’s needs
1
Clinical treatment - lengthy consultation
1
Communication - no communication sent to next of kin
1
Clinical treatment - coordination of medical treatment

24/7 Anderson Ward

2

24/7 Clare Ward

2

24/7 Blake Ward

2

24/7 Juniper Ward
Mulberry
Bluebell
CMHT OP Mid
CMHRS Guildford
CMHRS Woking
CMHRS Waverley

1
1
1
1
1
1
1

Communication - admissions, discharge and transfer arrangements
Values and behaviours of staff - attitude of staff
Values and behaviours of staff - telephone
Clinical treatment - did not have expected outcome
Communication - lack of clear explanation
Clinical treatment-problems with medication
Clinical treatment - did not have expected outcome
Clinical treatment - restraint
Clinical treatment- accuracy of records
Clinical treatment - lack of compassion
Clinical treatment - lack of continuity
Clinical treatment - lack of a clear explanation
Communication - admissions, discharge and transfer arrangements

CMHRS Reigate

1

Values and behaviours of staff - telephone

CMHRS Runnymede

1

Clinical treatment - poor nursing care

CMHRS NEH

2

I access NW
Liaison OP AStP

1
1

Clinical treatment - problems with medication
Values and behaviours of our staff – inappropriate comment
Clinical treatment - co-ordination of medical treatment
Clinical treatment - lack of a clear explanation

Service

3.
Compliments
We received 124 compliments from people across 55 teams during Quarter 1. This table shows teams that
have received four or more compliments during this quarter. Examples of praise received include successful
treatment of a psychotic illness the person using our services has had for a number of years, and praise for
reception staff who are first point of contact. The chart below shows the trend of compliments.
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Breakdown of compliments per team

Total
20
15
10
5
0

4.

Total

Responsiveness

We introduced a process change in collaboration with our operational colleagues from 1st March 2018, and
we are aiming to respond to complaints within 25 working days. We have completed half of our cases in this
quarter within the 25 working days, due to complex cases and annual leave of the investigators. We are
working to unblock any further barriers and work alongside the divisions to jointly make the intended
improvements.
5.

Parliamentary and Health Service Ombudsman (PHSO)

During Quarter 1, one complaint remains with the PHSO for investigation from Older People Mental Health
Services.
6.

Learning and actions taken from complaints

Below are the outcomes of the complaints we upheld between April-June 2018. Key learning is identified
where there were actions for improvement in each operational division.
Children and Young People’s Services
We received a complaint about our Children and Adolescent Mental Health Service (CAMHS), and Mindful
Service by a relative. One of the concerns raised was the conduct of our therapist. Our investigation found
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that the therapist’s language was inappropriate and we apologised for the language used.
Specialist Services
We received a complaint from a relative about the care and treatment provided by our Liaison Psychiatry
Team for Older People at St Peter’s Hospital. The concern was that we had provided treatment under the
Mental Health Act (MHA), which the family disagreed with. Our investigation found that the treatment
provided by our mental health services was in keeping with current practice, policies and guidance.
Working Age Adult Mental Health Services
We received a complaint regarding concerns regarding the care and treatment by Waverley Community
Mental Health Recovery Service (Waverley CMHRS), and the South West Home Treatment Team (HTT).
There were concerns regarding our assessment as well as a lack of support and poor communication by us.
Our investigation found the delay in providing a care coordinator had a significant impact on the person using
our services, and we apologised for that. Our investigation also recommended a review of how services
support patients in the community when there are delays in allocating care coordinators within a team.
Older People’s Mental Health Services
We received a complaint about Mid Surrey Community Mental Health Team for Older Adults (CMHT-OP),
regarding the validity of a recorded consultation by our consultant. We explained that our clinical decisions
had been appropriate. Although our investigation did not uphold the suggestion that our records were false,
we found some inconsistency in the record keeping, and it was recommended that we feed this back to the
Older Adults Community Services Manager to ensure greater consistency of recording.
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Date

12th September 2018

Item No

86.18

Paper Title

Qi Strategy Day - Follow Up

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion

Discussed to date and
next steps

The Board held its annual Strategy Day on 28th June 2018. This day was dedicated to
reviewing our Strategic Direction in the context of our new Qi approach and was the
next step following the Board’s Qi training on 16 th April. The Board will need to refine
its Strategic Direction and objectives to reflect the outcome of this work. The joint
Board and Council annual planning workshop in October will engage Governors in this
work.
This paper follows up on the Board’s Strategy Day discussions on 28 th June. It
includes the draft driver diagram discussed on the day, and provides the opportunity for
the Board to discuss next steps.
Our Strategic Direction provides the framework for how we work and our ambitions to
improve the health and wellbeing of the people we serve, their carers and families and
our communities. It emphasises the importance of keeping people connected with their
physical and mental health, families, communities and environment to live a better live.
It focuses on early intervention, prevention and diagnosis.
If we do not plan well, we will jeopardise our ability to deliver our Strategy to continually
improve our services and make the best use of the resources we have available to us.

Purpose of the paper
Health/Social Impact –
Contribution to our
objectives

Impact on Risk

Financial Implications

Our annual Operational Plan sets out the steps for the delivery of our strategy each
year. Our financial plan is developed as an integral part of our annual Plan process.

History

Our Strategy sets out our ambitions for people over the next 5-10 years.

Executive Summary
This paper follows up on the Board’s Strategy Day discussions on 28 th June. It includes the draft driver diagram
discussed on the day and provides the opportunity for the Board to discuss our:



Overall objective statement - the Board agreed to reconsider this after the July staff conversations so that
staff’s views could inform the final ambition
Qi priorities - assurance on our delivery of improvement against these will be overseen by the Quality
Assurance Committee
Driver diagram - including lead responsibilities for the workstreams underpinning them

The paper is presented to the Board for finalisation and approval.
Positive Findings
 The Board’s Strategy Day was successful and provided an opportunity to develop our Qi approach and review
our strategic direction
 We have taken the opportunity at the staff conversations week in July to ask staff what they think our ambition
statement should be
 Our revision to our Quality Committee to form our Quality Assurance Committee can provide a focus for our
progress on delivering improvements against our Qi priorities
Areas for Improvement
 The Board will need to agree which elements of its strategic journey it will emphasise in its Strategic Direction
going forward, and which it will move on from, so that we can communicate more clearly with staff and
stakeholders
 Our Strategic Direction needs to be updated to take into account the changing environment in which we are now
working to so it can continue to be effective in framing our approach
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Board Qi Strategy Day June 2018
Follow Up

1.0

Purpose of this Paper
This paper follows up on the Board’s Strategy Day discussions on 28th June. It
includes the draft driver diagram discussed on the day and provides the opportunity for
this to be discussed, and amended as necessary, for finalisation and approval by the
Board.

2.0

Quality Improvement
The draft driver diagram is presented in Appendix A.


Overall objective statement - “safest and best”
The Board was not wholly agreed on this as the right statement of our ambition.
The Board agreed to reconsider this after the July staff conversations, so that staff
views could inform the final ambition statement. Initial feedback from these
conversations suggests that staff have mixed feelings about it and some concerns.
An alternative which has been suggested is that we could use our existing
statement “For a better life” instead.
It is important we get this statement of our ambition right and consider which of our
existing statements, if any, it replaces. This will avoid adding further complexity to
our communications which feedback suggests is already too much e.g. purpose
statement, CARE and Vision and Values.



Qi priorities
These are currently listed as:1.
2.
3.
4.
5.
6.

Decrease violence in inpatient wards
Improve access to community teams
Reduce number of falls
Suicide prevention
Physical healthcare
Directorate priorities

It is proposed, in the terms of reference, that our delivery of improvement against
these priorities will provide a focus in the Quality Assurance Committee.
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3.0

Driver diagram
The diagram sets out the different elements of work which will help us deliver our
ambition. The leads for these activities are shown below:-

Engaging & Inspiring

Chief Operating Officer, & Director
of Innovation, Development and
Therapies

Joy At Work

Chief Operating Officer, & Director
of Innovation, Development and
Therapies

Developing Improvement Skills

Acting Chief Nurse & Director of
Workforce

Embedding into daily work

Chief Finance Officer & Director or
Governance and Planning

Engaging Partners

Chief Medical Officer & Director of
Innovation,
Development
and
Therapies

Qi Projects

Chief Medical Officer & Acting
Chief Nurse

Recommendation
The Board is asked to discuss and amend the driver diagram as necessary. The joint
Board and Council annual planning workshop in October will engage Governors in this
work.
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Date

12th September 2018

Item No

87.18

Paper Title

Freedom to Speak Up Report – Quarter 1 2018/19

Director

Jonathan Warren, Acting Chief Executive
Author – Lynn Richardson, Freedom to Speak Up Guardian (FTSUG)

Report for

Discussion

Discussed to date and
next steps

No previous discussion anywhere

Purpose of the paper

To update the Board on the following:
 Activity levels of speaking up within Quarter 1
 Case Study example relating to a ward on the Abraham Cowley Unit
 The third National Guardian Case Review and its findings

Health/Social Impact –
Contribution to our
objectives

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

Impact on Risk

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

Financial Implications

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

History

Executive Summary
This quarter’s report details the activity within our Trust for the period April-June 2018. Speaking up reduced
from the previous quarter but remains at a healthy level compared to similar NHS Trusts.
Positive Findings
 Acceptable level of speaking up in the quarter
 No concerns outstanding for more than six months
 SABP compares well with the findings of the third Case Review by the NGO
Areas for Improvement




Increased communication for staff about speaking up and the positive experiences of employees
Ensure HR processes meet the recommendation of the third NGO case review
Undertake the review of the Whistleblowing Policy
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Freedom to Speak Up Guardian Report
April – June 2018
1.

Introduction
This report relates to data provided in the first quarter of the new financial year. Activity decreased
this quarter from Quarter 4. During this quarter, the Guardian was not at work in June allowing for
a retirement break before returning.

2.

Activity in Quarter 1
2.1 Raising of Concerns
During Quarter 1, the number of concerns raised decreased to 13. All of the concerns raised are
being progressed within the various management teams or with Human Resources in relation to
bullying issues. A flavour of the concerns raised included:
 Staff on a ward at the Abraham Cowley Unit (ACU) are being regularly exposed to racial
abuse, and management are not taking the action they should in relation to our Trust’s zero
tolerance approach
 Prevention and Management of Violence and Aggression (PMVA) training provided by the
Trust does not equip staff on the acute wards to restrain and manage patients safely. The
feeling by staff was that all the teaching is for text book situations and not real life on the
wards
 There is a lack of support for staff by management on a ward at ACU. In addition, concerns
about the reliance on white boards which are not accurately kept on another ward at ACU
and a concern expressed about the clinical management of patients by a doctor working on
a ward at ACU
 Concern expressed about the Human Resources processes linked to an investigation
which involved redeployment rather than suspension during an investigation. Failure to
comply with the Trust policy by the senior manager assuming the Designated Manager role
was alleged, as well as a failure to keep good communication with the member of staff
 Concern expressed about bullying on a ward at ACU. Two staff independently spoke up
about the same colleague within their team who was in a senior position on the ward.
 Failure to provide appropriate physiotherapy support to a patient on a ward at Farnham
Road Hospital
 Poor nursing practice reported by a student nurse about a ward at ACU
Quarter 1 data below based on the 13 concerns raised is as follows:





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

2.2 Visits to Sites
The programme of Manager and Employee training sessions and team visits continues across both
trusts. The emphasis for manager training is getting their local team culture right for staff to feel
safe to speak up, thereby gradually changing our culture trust-wide.
In this quarter, I organised a first Speak Up Advocate event for the 11 Freedom to Speak Up
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Advocates across Sussex Partnership and Surrey and Borders. Nine Advocates attended the
event which took place at Langley Green Hospital. The event lasted a half day and enabled some
sharing of experiences and learning about unconscious bias in support of their roles. A request
was received to hold another event in six months’ time which will be organised.
Our Trust also hosted the Regional Freedom to Speak Up Guardian’s meeting in this quarter.
2.3

Outstanding Cases

Appendix 1 details activity, building upon the data for the first year. Of the 63 concerns raised
during Year 1, we have four outstanding concerns from 2017/18 – there is one for Q3 and three for
Q4. All of these outstanding issues are being managed and all the actions have been chased up
by me this month.
3.

Third National Guardian Case Review of the Speaking Up Processes, Policies and Culture at
Derbyshire Community Health Services NHS Foundation Trust
The National Guardian’s Office (NGO) reviews cases brought to it by members of staff or the
Freedom to Speak Up Guardian for a Trust when it appears that a trust has not responded to
matters raised by its staff in line with good practice. The good practice was set by Sir Robert
Francis in his Freedom to Speak Up Review of 2015. This case review differs from the previous
two produced by the NGO in that it features three case studies to form one review.
The full review can be read at:
https://www.cqc.org.uk/sites/default/files/20180620_ngo_derbyshirecommunityhealthservices_nhsf
t-case_review_speaking_up_processes_policies_culture.pdf

I have thoroughly reviewed all 14 recommendations from the review and considered how many of
those issues could potentially be relevant to our Trust. I have identified the following :





Ensure an annual review of the Whistleblowing Policy to reflect feedback from our staff.
Some staff tell me they think the policy should be re-named to reflect raising concerns or
speaking up rather than the negative word whistleblowing.
The need for a well-publicised e-mail address for the Non-Executive Director internally so
that our staff can contact the NED with special responsibility for speaking up direct. There
should not be any scrutiny of this e-mail by Trust management.
Ensure where cases of speaking up require investigation this should be by suitably
independent people
The need to undertake a scoping meeting with an employee who speaks up where there
are a range of alternative processes to handle the concern include the grievance
procedure. This assurance should be provided to the worker ahead of the commencement
of the investigation.

Actions for the FTSUG




Undertake the annual review of the Trust policy on whistleblowing
Link up with the new NED with special responsibility for speaking up to organise both
regular catch up, but also to publicise the ability for staff to escalate issues in this way
Work with HR to review how the scoping meetings can be introduced and set within policy
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4.

Case Study from concerns raised in Quarter 1
This quarter I want to share with the Board the concerns raised by someone who is not an
employee within our Trust, but works in our services as an NHS Professionals worker. The
Guardian has a remit to support anyone who witnesses something while working in our services
that is of concern to them. The concern related to poor nursing practices at a ward within the
Abraham Cowley Unit in Chertsey.
The nursing worker told me how there had been a delay as they were not sure how to report their
concern, but then a member of staff told them about the Freedom to Speak Up Guardian. A letter
had been developed by me for NHSP to send to all their workers. I had confirmation that this was
done in October 2017 and would happen at regular six monthly intervals – I have made a check
with NHS Professionals for them to confirm this has been occurring.
The worker undertook a shift at the bank holiday weekend at the end of May 2018 and during the
shift, the worker and another member of staff witnessed a Care Support Worker applying
therapeutic pressure to a person who uses services on several occasions during the working day.
This occurred when the patient was becoming agitated and took the form of the Care Support
Worker sitting on the bed with the individual and applying pressure to her upper torso. The worker
reported their concern to the nurse in charge, as did other members of staff on shift. It was
alleged to the Guardian that therapeutic pressure should not be applied by an unqualified member
of staff.
The person speaking up also witnessed the blocking of the bedroom door of a person who was
chaotic at times while the members of staff were undertaking 1:1 observations. The person
speaking up was not put on the observations as the individual was disinhibited at times and was
prone to taking off their clothes in communal areas. The whistleblower was not sure whether this
behaviour by staff formed part of a care plan as it appeared normal practice to manage the
behaviour in this way. The individual was allowed out but at times the staff would sit with the chair
in front of her door when she was naked or too chaotic. It appeared to be an unofficial type of
seclusion. The whistle-blower found the whole day quite concerning as they had never
experienced this type of practice before and felt the need to report this.
An e-mail was sent to a member of the Adult Mental Health Management Team on 16 June 2018
asking for them to investigate the concerns as soon as possible.
On 17 July 2018 I met with the Service Manager for Adult MH and I gained some feedback on the
issues raised. The Matron for the relevant ward had been involved and asked to investigate the
concerns.
In relation to the therapeutic pressure, the feedback was that the person who had applied this had
actually been working in an autistic setting and so did have the necessary skills set. However, the
Trust did acknowledge that there was nothing written in the care plan to allow for this and so the
practice has now stopped. I was not totally assured by this, as I understood the ward manager to
have asked this member of staff several times to desist from undertaking therapeutic pressure and
this instruction had been ignored. I did ask for this fact to be double-checked, and to date this has
not been confirmed back to me.
In relation to the seclusion in room – the Trust agreed with the perspective of the whistleblower. In
general, I was told that patients should not be secluded in their own rooms. I was told that on
occasions this may be warranted and if so, this would be reflected in the care plan for the
patient. The management helpfully provided an update on the patient, as the whistleblower had
been concerned for their welfare, and we were also advised that our Trust feels the lady is
inappropriately placed with our Trust, and we are getting more input and support around her autism
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and how best to care for her.
Having provided this full and detailed feedback to the NHSP worker, I received the following in
response from the worker :
Thank you for your email, I am grateful that you have kept me up to date so thoroughly. It can
sometimes be really unpleasant to raise a concern so thank you for making things so easy in this
instance. I am aware of some of the challenges mentioned and I am sure the trust are aware of
some of the issues currently at ….
Overall, this was a well-run investigation and the response from management was prompt. It did
flag a learning point for our nursing staff to always ensure that the care plans are reflecting the
practice occurring on the ward at any given time.
5.

National Intelligence
5.1
FTSUG Quarterly Return
The National Guardian’s office has reported back on Quarter 4 data sent to them by Freedom to
Speak Up Guardians. 96 % of trusts provided data this quarter, up from 92 % for the third quarter
(Oct- Dec). The headlines from the Q4 national data were :








2,114 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions.
642 of these cases included an element of patient safety / quality of care.
1,027 included elements of bullying and harassment.
93 related to incidents where the person speaking up may have suffered some form of
detriment.
366 anonymous cases were received.
16 trusts did not receive any cases through their Freedom to Speak Up Guardian.
222 of the 232 NHS trusts listed in the NGO directory sent returns.

Nationally, nurses are the staff group most likely to speak up.
This contrasts with Surrey and Borders Partnership’s figures in the fourth quarter of 19 concerns:





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

Our data shows a much lower level of reported bullying and it is pleasing to note that we have not
had very low levels of anonymous concerns within the first year. Feedback from those speaking
up is generally positive though a few would have wanted speedier or different management action.
6.

Learning and Next Steps
In this quarter, there was learning to be gained through both the case review and the actual
concerns raised by staff. Accurate care plans that reflect the current day to day practice on a ward
needs addressing and this has been shared with the Chief Nurse for cascading through his teams
down to ward level.
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There has also been learning for the medical workforce in relation to requesting our own staff cover
to cover a vacant essential shift. There was an assumption that doctors would know they could
not volunteer for a shift if they would breach their maximum hours worked in any one week, but
one of our doctors did volunteer which then created an exception report. The learning from this
has been cascaded.
Physiotherapy needs of in-patient people who use services has been funded in a very part-time
way. A concern has been raised that is being monitored by staff. There may be some learning
moving forward as to what level of funding in the longer term is needed to deliver excellent patient
care.
PMVA training is being adapted, in part because of the concerns raised by staff. I understand that
a proposal has been made to move away from the rigid approach of PMVA to one which will be
more locally tailored for the needs of our staff.
7.

Board Assurance
Taking into account our regular activity in relation to speaking up over this first year, I think the
Trust Board can be assured that the speaking up initiative is being successfully delivered within
Surrey and Borders Partnership. The number of concerns raised in Q1 this year compared to the
first year is up a little.
Managerially, we do have more work to do to get our team cultures working in support of speaking
up and this is doubly difficult in the clinical setting, when our staff experience the intense demand
pressures. I have now had agreement from the Learning and Development team to be able to
speak at the different levels of leadership training going forward as a means to further improve the
culture within teams to appreciate speaking up as a positive thing.
The recommendations from the three case reviews undertaken nationally have provided helpful
recommendations, much of which is already in place and operational within this Trust.
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REGISTER OF SPEAKING UP ACTIVITY 2017-2019

Quarter
2017/18

2017/18
Q1
Q2
Q3
Q4
2018/19
Q1
Q2
Q3
Q4

Appendix 1

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

Number
of New
Concerns
closed in
the
Quarter

Total
Number
of
Concerns
Live for
more than
6 months

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

Number of
concerns
raised
anonymously

9
9
26
19

3
7
8
0

0
0
0
0

0
0
0
1*

1
0
1
0

13

1

1

0

0

* illness of the whistleblower
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Number
of cases
with an
element
of patient
safety /
quality

Number of
cases with
an element
of bullying /
harassment

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

Total
Number
of Live
Cases

7
5
13
14

2
3
6
4

1
0
0
1

6
8
17
24

11

3

1

14
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Date

12th September 2018

Item No

88.18

Paper Title

Freedom to Speak Up Self Review Tool for NHS Trusts

Director

Jonathan Warren, Acting Chief Executive
Author: Lynn Richardson, Freedom to Speak Up Guardian (FTSUG)

Report for

Discussion

Discussed to date and
next steps

No discussion at Committees but informal discussion with Acting CEO/Acting Chief
Nurse/Freedom to Speak Up Guardian

Purpose of the paper

To update the Board on the following:
 The draft self-review tool
 Initial assessment of the CEO/FTSUG of the current position of the Trust
 Priority actions for the coming year

Health/Social Impact –
Contribution to our
objectives

Having a Trust Board fully engaged and driving forward the Freedom to Speak Up
agenda is a key leadership role within the Trust. Developing a culture that fully
supports staff to speak up will assist the achievement of all our objectives.

Impact on Risk

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

Financial Implications

Early identification of issues by employees or the guardian should be a cost effective
outcome for our Trust. Sussex Partnership is contributing to the costs of the guardian
role.
The role and work of the FTSUG has been in operation since April 2017.
NHS Improvement and the National Guardian’s Office have set out their expectations
for Trust Boards so that we are responsive to feedback and that speaking up supports
continual improvement and learning following a concern being raised.

History

Executive Summary
This toolkit is for review and discussion between the Board members. Priority actions for the Trust in the coming
year include the development of a speaking up vision and strategy, increased engagement between the FTSUG
and the NED for whistleblowing, and a review of speaking up within our internal audit processes.
Positive Findings
 Acceptable level of compliance with the toolkit
 Clearly identified actions to achieve improvement
Areas for Improvement



Development of a vision and strategy for speaking up
Increased Board engagement via the NED for whistleblowing with the FTSUG
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Freedom to Speak Up Self Review Tool
September 2018

1.

Introduction

This report introduces a document developed between NHS Improvement and the National
Guardian’s Office.
The tool seeks to support Boards to review how they are supporting and
developing the Freedom to Speak Up process. .

2.

The Process for Developing the Draft

During July, the Acting Chief Executive met with the Freedom to Speak Up Guardian (FTSUG) and
with the support of other Executive Directors, formed a draft response to the document which is
brought to the Trust Board for discussion and amendment where necessary.
3.

Priorities for Action

The following actions were identified to improve our engagement with the speaking up protocol:
1. To undertake an annual review of the speaking up procedure and ensure any feedback from
employees is factored into improving the policy.
2. To develop a vision and strategy for speaking up which will enable the Board to monitor our
progress against the strategy at regular intervals
3. To ask internal audit to undertake a review of the process and review some of the processes
followed by managers and the FTSUG in supporting our staff
4. Align the Trust culture strategy with the Freedom to Speak Up vision and strategy so that
gradually speaking up will be woven into all our processes and leaders and managers will
ensure speaking up is highlighted within their quality and safety developments across our
services.
4. Recommendations
The Board are asked to review and discuss this draft self-review tool and approve its content and
the proposed key actions for 2018/19.
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Freedom to Speak Up self-review tool for
NHS trusts and foundation trusts
May 2018
Date

107

How to use this tool
Effective speaking up arrangements help to protect patients and improve the experience of NHS workers. Having a healthy
speaking up culture is evidence of a well-led trust.
NHS Improvement and the National Guardian’s Office have published a guide setting out expectations of boards in relation to
Freedom to Speak Up (FTSU) to help boards create a culture that is responsive to feedback and focused on learning and continual
improvement.
This self-review tool accompanying the guide will enable boards to carry out in-depth reviews of leadership and governance
arrangements in relation to FTSU and identify areas to develop and improve.
The Care Quality Commission (CQC) assesses a trust’s speaking up culture during inspections under key line of enquiry (KLOE) 3
as part of the well-led question. This guide is aligned with the good practice set out in the well-led framework, which contains
references to speaking up in KLOE 3 and will be shared with Inspectors as part of the CQC’s assessment framework for well-led.
Completing the self-review tool and developing an improvement action plan will help trusts to evidence their commitment to
embedding speaking up and help oversight bodies to evaluate how healthy a trust’s speaking up culture is.
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Self review indicator
(Aligned to well-led KLOEs)

To what
What are the principal
extent is this actions required for
expectation
development?
being met?

How is the board assured it is
meeting the expectation?
Evidence

Our expectations
Leaders are knowledgeable about FTSU
Senior leaders are knowledgeable and up to date
about FTSU and the executive and non-executive
leads are aware of guidance from the National
Guardian’s Office.

Regular personal
attendance of the FTSUG
at Board Meetings

Fully Met

Induction for new NEDs
Briefing for new NED with
FTSUG if is the lead for
whistleblowing

Senior leaders can readily articulate the trust’s
FTSU vision and key learning from issues that
workers have spoken up about and regularly
communicate the value of speaking up.

Partially Met

Development of a Trust
Vision and Strategy
aligned to the
Whistleblowing Policy

Board Minutes
Discussion minuted of national
case reviews
Linking their knowledge of FTSU
with their Board Walkabouts to
gain their own view of the staff
members’ concerns
Through Board Walkabouts
Through discussion at Board
Awayday involving culture
Guest speakers at leadership
forum focus on culture and
speaking up

They can provide evidence that they have a
leadership strategy and development programme
that emphasises the importance of learning from

Partially Met
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Link in with the Quality
Improvement Group

Evidence of change of
processes linked to individual

issues raised by people who speak up.

concerns raised

Senior leaders can describe the part they played in Partially Met
creating and launching the trust’s FTSU vision and
strategy.

All leaders to be aware of
the strategy and discuss at
their supervision how they
will support the strategy.

Appraisal

Our work on a safety
culture requires our staff to
speak up to progress this

Through reading the strategy
and receiving updates on the
implementation of the strategy in
due course.

Quality of Board discussions
and action

Leaders have a structured approach to FTSU
There is a clear FTSU vision, translated into a
robust and realistic strategy that links speaking up
with patient safety, staff experience and
continuous improvement.

Partially Met

There is an up-to-date speaking up policy that
reflects the minimum standards set out by NHS
Improvement.

Fully Met

Requirement for an annual
review of the document

Available on the intranet.

The FTSU strategy has been developed using a
structured approach in collaboration with a range
of stakeholders (including the FTSU Guardian)and
it aligns with existing guidance from the National
Guardian.

Partially Met

Need to share the strategy
with the Trust’s leaders
and staff for discussion
and adjustment as
necessary.

Presence of the strategy and
awareness of the steps taken to
consult with all parties in relation
to its creation.

Progress against the strategy and compliance with
the policy are regularly reviewed using a range of

Partially Met

FTSUG to ensure is
consistently reflected in
reports

Progress is reflected within the
quarterly report to the Board.

Development of a short
document is needed
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qualitative and quantitative measures.
Leaders actively shape the speaking up culture
All senior leaders take an interest in the trust’s
speaking up culture and are proactive in
developing ideas and initiatives to support
speaking up.

Partially Met

Local Leaders create local
communication and speak
to staff to confirm their
commitment to the
Speaking Up Agenda
? Add into the supervisory
process

They can evidence that they robustly challenge
themselves to improve patient safety, and develop
a culture of continuous improvement, openness
and honesty.

Partially Met

Senior leaders are visible, approachable and use a Fully Met
variety of methods to seek and act on feedback
from workers.

Senior leaders prioritise speaking up and work in
partnership with their FTSU Guardian.

Partially Met
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Evidence of local
communications and local
agendas that encourage staff to
speak up at team meetings or
on a 1:1 basis with their
supervisor

Varied documents within
the Trust evidence the
drive for change and the
improvement in culture

Wide ranging debates at Trust
Board on all aspects of the
Trust’s work and that
appropriate action is taken if
there is divided opinion on any
issue.

Development of an annual
visit programme to meet
staff, understand their
concerns and champion
speaking up.

Director discussions with staff
through both visits and meetings

Ensure all leaders are
aware of the strategy and
lead the speaking up

The Board encourages open
discussion of the case study
brought to it each quarter and

Staff Conversations
Leadership Forum

agenda within their remit.

Senior leaders model speaking up by
acknowledging mistakes and making
improvements.

The board can state with confidence that workers
know how to speak up; do so with confidence and
are treated fairly.

notes any concerns raised by
the FTSUG within their report.
The appraisal and PDP for all
Board Directors should reflect
speaking up and behaviours
associated with that.

Fully Met

Both quantitative and qualitative
examples are provided for
noting in every Board report.

Fully Met

Leaders are clear about their role and responsibilities
The trust has a named executive and a named
non-executive director responsible for speaking up
and both are clear about their role and
responsibility.
They, along with the chief executive and chair,
meet regularly with the FTSU Guardian and
provide appropriate advice and support.

Other senior leaders support the FTSU Guardian
as required.

Fully Met

Fully Met

Fully Met
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Need to ensure new
Induction for new lead
when Mark Perry leave

NED meets on a regular basis
with FTSUG to discuss activity
and actions. NED in turn can
assure the Board.

Ensure regular supervision
occurs and that
opportunities for the
Chairman and NED are
diarised every six months.

Evidence of active engagement
by the Board Directors with the
FTSUG as necessary for their
particular areas of responsibility

Evidence of engagement
with the FTSUG and
prompt action when

Internal audit will demonstrate
this in addition to the views of
the FTSUG

concerns are raised

Leaders are confident that wider concerns are identified and managed
Senior leaders have ensured that the FTSU
Guardian has ready access to applicable sources
of data to enable them to triangulate speaking up
issues to proactively identify potential concerns.

Fully Met

Trust Board report should
assure the Board that the
FTSUG is linking closely with
other sources of Trust data.

The FTSU Guardian has ready access to senior
leaders and others to enable them to escalate
patient safety issues rapidly, preserving
confidence as appropriate.

Fully Met

There is a close working
relationship between the
FTSUG and all Directors.
All leaders have adopted the
strategy and know the
importance of swift action after
someone has raised a concern.

Leaders receive assurance in a variety of forms
Workers in all areas know, understand and support
the FTSU vision, are aware of the policy and have Partially Met
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Keep current
communication at the
forefront of staff’s minds

Evidence of clear
communication on all aspects of
working life that can cause

confidence in the speaking up process.

Local Events to promote
speaking up

concern to our staff

Steps are taken to identify and remove barriers to
speaking up for those in more vulnerable groups,
such as Black, Asian or minority ethnic (BAME),
workers and agency workers

FTSUG regularly meeting
with staff networks

Board reports reflect the level of
concerns and grievances being
raised by minority groups

Speak up issues that raise immediate patient
safety concerns are quickly escalated

Action is taken to address evidence that workers
have been victimised as a result of speaking up,

Partially Met

Senior leaders also attend
the networks from time to
time

Fully Met

Directors lead prompt
actions whenever
concerns are raised to
them by the FTSUG

Fully Met

FTSUG encourages
employees to flag after
speaking up if any
unwanted behaviours
arise.

Fully Met

Discussion at Board on
lessons learned and
sharing of information
across the Trust

Evidence of communications by
both leaders and the FTSUG

Set up a one-off audit of
the policy and its
implementation

The CFO has confirmed that an
internal audit will be requested
for the autumn of 2018.

regardless of seniority

Lessons learnt are shared widely both within
relevant service areas and across the trust

The handling of speaking up issues is routinely
audited to ensure that the FTSU policy is being
implemented

WRES report acts as an
indicator of progress with this

Not Met
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Evidence in Board Report and
FTSUG raises her concerns if
prompt action is not taken

Evidence in Board Report or
requests for meeting from the
FTSUG

FTSU policies and procedures are reviewed and
improved using feedback from workers

Partially Met

Feedback forms are issued
after every speaking up
concern – the form asks
for ideas to improve the
process

Speaking Up Policy is reviewed
and updated annually (for local
info such as tel nos) and 3
yearly as part of Trust-wide
process

The board receives a report, at least every six
months, from the FTSU Guardian.

Fully Met

Board meets with the
FTSUG on a quarterly
basis to discuss her report

Board agendas will assure that
at least four reports per year are
from the FTSUG

Partially Met

Range of different
discussions across the
Trust encourage staff to
share their opinions with
leaders and the FTSUG.

The feedback from everyone
who has spoken up has shaped
the document.

Process of sharing the
Trust Board with CQC and
our commissioners/
regulators has been
agreed and will occur from
August 2018

Potential for the Board to
discuss issues with any of the
regulators or Commissioners at
other meetings within the Trust.

Leaders engage with all relevant stakeholders
A diverse range of workers’ views are sought,
heard and acted upon to shape the culture of the
organisation in relation to speaking up; these are
reflected in the FTSU vision and plan.
Issues raised via speaking up are part of the
performance data discussed openly with
commissioners, CQC and NHS Improvement.

Not Met

Discussion of FTSU matters regularly takes place
in the public section of the board meetings (while
respecting the confidentiality of individuals).

Fully Met

Agendas provide the assurance.
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The trust’s annual report contains high level,
anonymised data relating to speaking up as well
as information on actions the trust is taking to
support a positive speaking up culture.
Reviews and audits are shared externally to
support improvement elsewhere.

Senior leaders work openly and positively with
regional FTSU Guardians and the National
Guardian to continually improve the trust’s
speaking up culture

This will feature in future
years’ reports

Not met

Partially Met

Learning is shared
between Surrey and
Sussex Trusts where
issues raised mean the
other Trust can learn from
an issue
Board to consider inviting
the National Guardian to
speak with them

Not Met

Executive to consider
inviting the National
Guardian to attend
Leadership Forum or visit
our Trust.
Attendance at Local and
Regional Networks.

Senior leaders encourage their FTSU Guardians to
develop bilateral relationships with regulators,
Fully Met
inspectors and other local FTSU Guardians

Attendance at the National
Guardian’s Conference
and regular participation in
the NGO webinars
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Section on speaking up within
the Annual Report 18/19
Where concerns have been
raised that could affect other
areas of the Trust, detail and
learning is shared as necessary.

Chief Executive and Chairman
can advise of their contacts
throughout the year in support of
speaking up.

Time is made available for the
Guardian to engage widely
outside of this Trust.

Senior leaders request external improvement
support when required.

Partially Met

The Trust links with a
range of different staff
across a number of Trusts
as well as organising for
eminent speakers to
address our Trust leaders

Reflected in FTSUG report

Leaders are focused on learning and continual improvement
Senior leaders use speaking up as an opportunity
for learning that can be embedded in future
practice to deliver better quality care and improve
workers’ experience.
Senior leaders and the FTSU Guardian engage
with other trusts to identify best practice.

Executive and non-executive leads, and the FTSU
Guardian, review all guidance and case review
reports from the National Guardian to identify
improvement possibilities.

Partially Met

Trustwide communication
about speaking up
happens regularly

Participation in national
and regional events where
speaking up and learning
is part of the agenda

Fully Met

Regular feature within the
Board Reports

Fully Met

The FTSUG reviews all the
recommendations and
organises actions where
she feels the
recommendations are
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Reflected in Board Reports

Board report can reflect on the
visits and activities on the
Guardian within each quarter.

Change and improvement
occurs.

applicable to this Trust

Senior leaders regularly reflect on how they
respond to feedback, learn and continually
improve and encourage the same throughout the
organisation.
The executive lead responsible for FTSU reviews
the FTSU strategy annually, using a range of
qualitative and quantitative measures, to assess
what has been achieved and what hasn’t; what the
barriers have been and how they can be
overcome; and whether the right indicators are
being used to measure success.

The FTSU policy and process is reviewed annually
to check they are fit for purpose and realistic; up to
date; and takes account of feedback from workers
who have used them.

Through the Board Away
day discussions

Fully Met

Partially Met

The Deputy Chief
Executive and FTSUG
review annually at the
Guardian’s performance
review

Achievements against the
strategy are objectively
assessed and key actions
identified for the remaining
years of the strategy.

Fully Met

The Guardian quality
checked the policy with
MENCAP who oversee the
national whistleblowing
service. This policy met
their criteria.

All actions coming from the
NGO case reviews are noted
and then implemented into the
speaking up policy when
appropriate.

Internal audit will be invited
to undertake a review of
the systems and

A sample of cases is quality assured to ensure:


The appraisal process and
PDPs will help evidence this.

the investigation process is of high quality;
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Will be met once internal audit

that outcomes and recommendations are
reasonable and that the impact of change is
being measured


workers are thanked for speaking up, are
kept up to date though out the investigation
and are told of the outcome



Investigations are independent, fair and
objective; recommendations are designed
to promote patient safety and learning; and
change will be monitored

Positive outcomes from speaking up cases are
promoted and as a result workers are more
confident to speak up.

processes and examine
undertake a review
how managers have
conducted investigations of
the concerns raised.

Not Met

Regular consistent levels
of speaking up across all
levels of the organisation

Fully Met

Positive feedback from all
staff speaking up to the
FTSUG
No evidence of the need
for anonymous disclosure

Individual responsibilities
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Board aware of the many
communications published
about the issues and outcomes
as a result of speaking up.

Chief executive and chair
The chief executive is responsible for appointing
the FTSU Guardian.

Fully Met

The chief executive is accountable for ensuring
that FTSU arrangements meet the needs of the
workers in their trust.

Fully Met

The chief executive and chair are responsible for
ensuring the annual report contains information
about FTSU.
The chief executive and chair are responsible for
ensuring the trust is engaged with both the
regional Guardian network and the National

Wlll be present in the
annual report going
forward

Not Met

Fully Met

Guardian’s Office.
Both the chief executive and chair are key sources
of advice and support for their FTSU Guardian and
meet with them regularly.

Fully Met

Executive lead for FTSU
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Ensuring they are aware of latest guidance from
National Guardian’s Office.

Overseeing the creation of the FTSU vision and
strategy.

Ensuring the FTSU Guardian role has been
implemented, using a fair recruitment process in
accordance with the example job description and
other guidance published by the National
Guardian.
Ensuring that the FTSU Guardian has a suitable
amount of ring fenced time and other resources

All Case Reviews are
discussed and shared with
the Board in their entirety

Fully met

Partially Met

Fully Met

Fully Met

and there is cover for planned and unplanned
absence.
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Strategy and Vision to be
developed for discussion
at a trust board meeting

Ensuring that a sample of speaking up cases have
been quality assured.

Conducting an annual review of the strategy,
policy and process.

Operationalising the learning derived from
speaking up issues.

Ensuring allegations of detriment are promptly and
fairly investigated and acted on.
Providing the board with a variety of assurance
about the effectiveness of the trusts strategy,
policy and process.

Partially Met

Internal Audit will
undertake an assessment
in Autumn 2018

Partially Met

Once developed, an
annual review date will be
set

Partially Met

FTSUG will report on
learning as part of the
quarterly Board Report

Fully Met

Partially Met

Goals and Actions have
featured within the
Strategy.
A report will be developed
for the Board that regularly
updates them on this.

Non-executive lead for FTSU
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Ensuring they are aware of latest guidance from
National Guardian’s Office.

Holding the chief executive, executive FTSU lead
and the board to account for implementing the
speaking up strategy.
Robustly challenge the board to reflect on whether
it could do more to create a culture responsive to
feedback and focused on learning and continual
improvement.

Plan is for a regular catch
up between FTSUG and
the NED

Not Met

Fully Met

Partially Met

Role-modelling high standards of conduct around
FTSU.

Fully Met

Acting as an alternative source of advice and
support for the FTSU Guardian.

Fully Met

Overseeing speaking up concerns regarding board
members.

Fully Met

Human resource and organisational development directors
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NED and FTSUG to
discuss joint areas of
concern and both to lobby
the Board when they feel
more action could be taken

Ensuring that the FTSU Guardian has the support
of HR staff and appropriate access to information
Fully Met
to enable them to triangulate intelligence from
speaking up issues with other information that may
be used as measures of FTSU culture or indicators
of barriers to speaking up.
Ensuring that HR culture and practice encourage
and support speaking up and that learning in
relation to workers’ experience is disseminated
across the trust.

Partially Met

Ensuring that workers have the right knowledge,
skills and capability to speak up and that

Partially Met

managers listen well and respond to issues raised
effectively.

Policies and processes
need to be reviewed to
ensure the alternative
route of raising a concern
is featured within the HR
systems.
FTSUG has a regular
programme of visits across
the Trust
Posters/cards readily
available around the Trust
Intranet page for speaking
up
Manager training on
comparssionate leadership
needs to feature regularly
in the training programme
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Medical director and director of nursing
Ensuring that the FTSU Guardian has appropriate
support and advice on patient safety and
safeguarding issues.

Fully Met

Ensuring that effective and, as appropriate,
immediate action is taken when potential patient
safety issues are highlighted by speaking up.
Ensuring learning is operationalised within the
teams and departments that they oversee.

Fully Met

Partially Met
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Greater sharing of issues
following speaking up so
that all clinical
professionals learn from
the experiences of others.

Board reports will refer to the
learning coming from speaking
up concerns.
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Director

Helen Rostill, Director of Innovation and Development
Co-Author: Judi Mallalieu, Director of Transformation and Partnerships

Report for

Discussion/Information

Discussed to date
and next steps

Some of the performance content has been discussed with NHSE/I South East Region.
Content regarding the SABP Five Year Forward View (FYFV) MH data mapping workshop and
recommendations has been discussed at Ops Board.

Purpose of the
paper

The Board are asked to comment on and note the report on the following:
 Core MH Dashboard and Performance Reports by exception by STP
 Sussex East Surrey MH Work programme Priorities and SABP engagement
 Surrey Heartlands: work commenced on system transformation and developing a
Business Case to develop an Integrated Primary Care Mental Health service.

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

Each of the Sustainability and Transformation Partnerships present opportunities for us to
accelerate the delivery of our strategy to achieve better lives for people who use our services,
their carers and families.

Financial
Implications

Business Case being developed in the context of the availability of £1,000,000 Surrey
Heartlands Transformation funding a carried forward from 2017/18.

History

In March 2018, Five Year Forward View MH Delivery Plans for 2018/19 were submitted to
NHSE/I outlining the priorities and trajectories for delivering the KPI’s for each STP area. In
parallel 4 year MH Workforce Plans were submitted, and are ongoing subjects of review and
revision. A MH Core Data Dashboard has been developed by NHS for performance
management purposes.

NA

Executive Summary
A summary of Q1 performance is provided with commentary. Sussex and East Surrey have progressed at pace in
establishing its system priorities. Surrey Heartlands Partnership has agreed £1 million transformation monies for the MH
Work Programme, and submitted a Level 2 Business Case for an ambitious transforming care primary care mental
health initiative.
Positive Findings
 Good progress towards developing a streamlined performance management process for FYFV deliverables;
 Sussex and East Surrey demonstrating good progress in taking forward the MH work programme;
 The opportunity to progress system transformation at pace working with Surrey Heartlands Partnership primary
care programme.
Areas for Improvement



Better understanding and communication up and down the organisation regarding the interdependency with wider
ICS/ICP strategies and direction.
To be clearer (in particular in Sussex East Surrey) about where working in partnership adds most system value.
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Core Mental Health Data Pack
NHSE has changed its reporting arrangements against the Five Year Forward View (FYFV) deliverables. It
now publishes a MH Data pack which focuses on the FYFVMH key deliverables, and updates the data
automatically on a monthly basis using CCG assurance framework reporting (i.e. where there are concerns
registered) and other data taken from NHS Digital and NHSE publications, including the Mental Health
Minimum Data Set (MHMDS). There is unfortunately an > 3 month time lag between this published data
and quarterly reporting schedules and so it has been agreed with NHSE regionally that they will complete
the quarterly returns going forward based on the Core Data pack, and supported by Mental Health Work
programmes providing local data such as Out of Area Placements (OAPS) and soft intelligence of progress
against the deliverables. The data provided in Appendix 1 is based therefore on a combination of local
intelligence, and the National Dashboard.
The focus of the report is to provide a summary of key achievements for the quarter, work in
progress/planned and any highlighted risks.
Frimley Health & Care Integrated Care System (ICS)
Summary of Q1 Achievements
 Successful Wave 2 funding for specialist community perinatal services covering Surrey Heath –
achieving parity of provision across the ICS from October.
 Successful Wave 1 funding for Individual Placement Support allocated to East Berkshire – achieving
partial ICS coverage.
 Secured ICS resource for MH Programme management – to commence end August.
 Re-submission of workforce plan with updated waterfall and expansion plans and agreement for ICS
funding to support workforce strategy development to align workforce strategies across the system
 Significantly better understanding of OAPS position and working with Berkshire to address as a system.
 Working towards core data validation.
 MH Stakeholder reference group workshop focused on MH crisis pathways – good attendance and
positive feedback/experience with over 50 stakeholders from wide range of organisations.
 East Berkshire and North East Hampshire and Farnham have been offered the opportunity to be
trailblazer sites for Green Paper Children and Young People MH transformation fund. We are actively
looking at how to take an ICS wide approach.
 Positive visit to Steering Group by Claire Murdoch.
Work in progress
 The GP Transformation and MH Programme are working together to scope how we achieve better
integrated mental health in primary care and support GP’s to manage MH care better. This work
includes improving access to IAPT for people with long term conditions. A Task and Finish Group
was established to develop an options appraisal and report back in October. A stakeholder
reference group is planned for September to co-develop ideas for what a good integrated primary
care mental health service would look like.
 There is a proposal being considered by system leaders to transform the Mental Health Steering
Group into a quasi-Integrated Care Partnership by allocating it agreed powers for strategic planning,
national reporting, and contracting of mental health services across the Frimley footprint. The
partnership will also need to consider how to manage the increasing pressure for children’s mental
health services. In this model, the existing fragmented mental health provision across the footprint
will potentially be better integrated and outcomes driven.
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Surrey Heartlands Partnership: Summary of Q1 Achievements
 CYP FYFVMH access targets of 32% exceeded across the ICS. New SABP MHMDS data collection
processes now in place to support this KPI.
 Successful Wave 2 funding for specialist community perinatal services resulting in parity of provision
across Surrey from October 2018
 Training salary support for Improved Access to Psychological Therapies (IAPT) agreed with CCGs.
38 trainees identified for September.
 2 pilot sites for delivery of IAPT/ Long Term Conditions (LTC) (for Diabetes protocol) co-located with
GPs.
 Appointment of Dementia clinical lead (Dr Sophie Norris) to support improvement of the Dementia
Diagnosis in primary care (funded by NHSE South East Region)
 Level 2 Business Case submitted to develop a transformative model of primary mental health care.
 Level 1 Business Case submitted to delivery stakeholder reference groups to support co-design
principles.
Work in Progress: Integrated Primary Care Mental Health - Primary Care Home (PCH) model.
Significant time and effort this month has focused on the co-production of an innovative new service model
to deliver integrated primary and mental health care. This is set within the context of the Primary Care
Home Model (PCH) which is being rolled out across the ICS. A Business Case was submitted to the
Transformation Board on 16/08/2018 as a culmination of this work. Work up of the business case included:














Steering Group formed to include Clinical Commissioning Groups (CCGs), Primary Care Home,
SABP, Social Care, Voluntary Sector Stakeholders;
Several communications with other models of Integrated Primary Care (City of Hackney, Cambridge
and Peterborough, Thanet)
Two Co-design workshops held with representation from across the system including GP’s/PCH
Leads and wide stakeholder engagement including people with lived experience
Focus Group of people who use services/citizens held 1st August
GP qualitative Survey regarding MH issues that impact them most – over 30 responses
Teleconference re; Surrey Downs Population Health Analyst and Docabo pilot to align business
intelligence activity
Consultation meetings with Social Work, Drugs and Alcohol & Dementia care colleagues
Segmentation of PCH MH Population into four Cohorts:
 Frequent attenders of GP & A&E who do not access IAPT/IAPT LTC or may not meet IAPT/
CMHRS threshold criteria
 People within Secondary Care MH Services who are recovering and no longer need this
service and could step down to primary care for ongoing support and treatment (e.g.
medication and Physical Health checks)
 People diagnosed with early Dementia and their carers needing community support but not
secondary care
 People with Serious Mental Illness under sole primary care (i.e. not SABP) who require
annual physical health checks (FYFVMH KPI deliverable)
New Integrated Service model developed
Agreement to test a new service model in three Rapid PCH field tests – expression of interest sent
out to all PCH’s across Surrey Heartlands – six received with meeting held on 16/08/18 with GP
leads to agree test site locations.
Funding will be utilised for:
 Population data analysis/risk stratification
 Active Case Finding – in particular frequent attenders and people with co-morbid LTC’s
 Rapid testing of potential new health and social care roles to better understand and address
perceived unmet needs, care navigation to existing community resources
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Re-design of care pathways and current services to integrate into a PCH model
Evaluation (exploring with National Association of Primary Care (NAPC), Kings Fund &
University of Surrey)

Sussex East Surrey: Summary of Q1 Achievements
 Dementia diagnosis standard met as an STP for the first time (although this masks significant variation
across CCG areas).
 Consolidation of the Delivery Group with new representation from analytics, workforce, local authorities,
finance and patient voice - a clearly developing shared purpose evident.
 Significant progress with the initial eight transformation workstreams (see 1 to 8 in the table below). All
are in the early delivery phase: scoping agreed; stakeholders engaged; and regular meetings
happening. Progress and risks are monitored at the Delivery Group and deep dives into patient flow
and crisis and emergency care have taken place.
 Two new scoping workstreams have been initiated - dementia and integrated PMH – to explore how to
interface with the ‘places’ that lead on these plans.
 The Expert Reference Group and Children and Young People’s Mental Health Delivery Sub-Group are
now both established.
 Development of the first draft of a single plan bringing together the transformation and FYFV
deliverables.
 Work in progress to introduce robust reporting infrastructure with a monthly performance pack in
development
 Agreement with Alliance Project Management Office (PMO) to align reporting and mainstream STP MH
programme into existing Alliance governance processes - currently being road-tested – with aim of
achieving single high level performance report for all partners to use
 Appointment of dementia clinical lead, Dr Emma Costello with additional clinical advice from Dr Bikram
Raychaudhuri, funded by NHSE.
 Brighton & Hove and Hastings & Rother offered opportunity to be trailblazer sites for Green Paper CYP
MH transformation fund.
Table summarising key work programmes

The MH Programme Board has established an ambitious programme of improvement work, largely driven
by Sussex Partnership Foundation Trusts Clinical Strategy in addition to delivery of the FYFVMH Key
Performance Indicators. With an aspiration for reducing variation across the footprint. There is an
expectation that SABP will engage in all aspects of this work and be represented clinically and operationally
at the many working groups.
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Appendix 1
Five Year Forward View Performance Summaries
Frimley Health & Care
KPI
CYP:
Access &
Eating
Disorders.

Perinatal

CYP
Spec.
Comms
IAPT
(Core &
LTC)

Q1 Position & Risks to Delivery
All areas have a LTP in place and plans to refresh. All areas commission voluntary sector
organisations and preventative support to support early intervention. Service in place to deliver CYP
Liaison services in A&E. Data quality remains a major concern. SABP have developed an internal
MHMDS and process of capturing sub-contractor data to give a more accurate picture. BHFT have an
internal action plan to ensure they are submitting accurate data.
All areas have a CYP Eating Disorder Service and are signed up to the national quality programme.
There is however concern about variation across the ICS & further work is still required as an
increasing priority to understand the combined picture & learn from each other’s and other good
practice from elsewhere.
ICS Priority: There has been variation across the ICS with successful wave 1 bids in East Berkshire
& North East Hants & Farnham. Surrey Heath & Surrey Heartlands were successful in the Wave 2
bidding round and from October will Go Live there will be parity of provision and resource across the
ICS.
Programme Board in place with a Go Live date planned. Infrastructure funding proposal and risk/
gain share been agreed. Three case managers are now aligned to various T4 units and much more
visible, their presence and input is having an impact of children’s pathways and length of stay,
caseloads have been reduced from 100 to 50.
NEHF & East Berkshire CCG’s have agreed funding in place for IAPT LTC for 2018/19. Surrey Heath
were not successful with the Wave 2 IAPT bidding but plan to deliver the LTP pathway supported by
the AQP framework.
Core standards monitored through the Core MH Dashboard and indicates overall achieving of this
KPI.

EIP

All areas have high functioning EIP services and are engaged in the CCQI scheme. We think
however there is variation about offering NICE approved Care packages that we will be addressing
through further system discussions.

Liaison &
Core 24

Successful Wave 1 bid for Core 24 at Wexham Park Hospital and service commenced April 2018 –
no data yet available. Frimley have a well resourced and functioning MH Liaison service but not to
Core 24 standards. Lack of sustainability funding to support Wave 1 bid to be re-visited once Wave 2
timelines announced.
ICS Priority: Exploration and diagnosis of issues has been completed. Workshop set up to include
clinicians & operational managers to undertake a deep dive into the data and a more detailed
understanding of the needs of people accessing inpatient beds and develop actions & milestones.
This will enable us to determine the specific areas of focus to achieve the maximum system impact.
Additionally there was an NHSE workshop on 02/08/2018 to explore further. Additionally a review of
the 3 Crisis Care Concordat Delivery Groups against the 12 pillars of Crisis Care has been
undertaken with a view to developing an improvement action plan.
Different starting points across the system resulting in high variation. NEHF have a LSC in place, with
Surrey Heath having recently signed off an LSC with GP’s. East Berkshire are developing an LCS
following an Options Appraisal consultation in place to address this KPI. This is an increasing area of
priority and requires more focus. Also working with GP Transformation Work Programme.
Frimley ICS developed a Wave 1 system wide bid for IPS however it was only partially successful.
BHFT will deliver the increase to East Berkshire. NEHF and Surrey Heath have coverage from
existing commissioning. Unlikely to apply for Wave 2 funding.
Overall we are demonstrating we are meeting DDR rates across the ICS however there is variation
across CCG’s which we still need to address.
All areas in the ICS are committed to zero tolerance. Have shared Suicide Reduction Plans
(developed by Public Health) and to explore opportunities to improve across the system.

OAPS
CRHTT

Physical
Health
Checks
IPS

DDR &
care plan
Suicide
Reduction
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RAG

On
track

On
track

LTC

Core
IAPT

50%
KPI
met

Surrey Heartlands Partnership
KPI
CYP:
Access &
Eating
Disorders.

Q1 Position & Risks to Delivery
Although this access target has repeatedly demonstrated significant under performance over the
past 18 months we always considered this to be a data quality issue rather than activity based. A
one off data collection in June has demonstrated that we are exceeding our access target across
the system although unfortunately due to a data submission glitch NHS Digital will continue to report
NW Surrey as below target. In terms of Eating Disorder we continue to exceed the deliverable.

RAG

Perinatal

Surrey Heath & Surrey Heartlands were successful in the Wave 2 bidding round and from October
will Go Live with Programme Board & mobilisation plan in place.

On
track

CYP Spec.
Comms.
IAPT Core
& LTC

As per Frimley update above.

On
track
LTC

Training salary support for IAPT agreed with CCGs. 38 trainees identified for September. 2 pilot
sites for delivery of IAPT/ LTC (for Diabetes protocol) co-located with GPs. Access targets continue
to be delivered below trajectory. New primary care MH model includes IAPT providers and will
develop opportunities for co-location across SH and improvement of access targets. Recovery rates
are above trajectory.

EIP

Consistently hit the two week target (53% seen within two weeks and allocated care coordinator and
have NICE care plan). The team is in the process of completing a national EIIP Matrix (due end of
September) which will give full update.

Liaison &
Core 24

In both Wave 1 sites in Q1 the Core 24 team have performed well against performance standards
for waiting times in both A+E and ward based referrals meeting the 90% tolerance for both KPI’s.
Substantive recruitment of new posts progressing well.
Increase in OAPS trajectory in Q1. Considerable analysis underway regarding potential causes and
solutions led by Andy Erskine including workshops with Frimley and with NHSE.
A Local Contracted Service (LCS) agreement has been taken to the JET and LMC by
commissioners, awaiting agreement of funding. Darzi Fellow working up an implementation plan
with Recovery college peer support workers. Stakeholder engagement workshop planned for
September/October.
IPS is delivered by Richmond Fellowship who achieve good outcomes. Existing service provision is
addressing the gap in EiIP. Surrey Heartlands was unsuccessful in securing Wave 1 NHSE funding
and is unlikely to apply for Wave 2 funding as benefits of securing non-recurrent funding for an
already commissioned service are not obvious.
There is a continuing issue with not meeting DDR in Guildford & Waverley. The STP has recruited a
clinical leadership role (funded by NHSE) to look at primary care coding and further explore issues
in primary care impacting on meeting this KPI.
As per Frimley

OAPS
CRHTT
Physical
Health
Checks
IPS

DDR &
care plan
Suicide
Reduction
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Core
IAPT

50%
KPI
met

Sussex East Surrey

EAST SURREY

EASTBOURNE, HAILSHAM
AND SEAFORD

HASTINGS AND ROTHER

HIGH WEALD LEWES
HAVENS

HORSHAM AND MID
SUSSEX

Year To Date

CRAWLEY

CYP Access Rate

CYP Eating Disorder Waiting time Rolling 12 months
Urgent
CYP Eating Disorder Waiting time Rolling 12 months
Routine

SUSSEX AND
EAST SURREY STP

COASTAL WEST SUSSEX

Time Period

BRIGHTON AND HOVE

CYP Access
• New services have been commissioned to increase access across the STP, largely targeted at tier 2
non-NHS organisations. A one-off manual data collection shows that increased activity is taking
place but these small organisations aren’t set up to input data into the MHMDS so currently not
visible. This is a national issue and one that is being addressed in the South by NHSE who are
commissioning a CSU to develop a portal through which all non-NHS providers can record their
activity.
• There has also been a issue in SABP due to changing to a new clinical information system,
explaining the particularly low rate in East Surrey. The new system is now in place so performance
should improve.
IAPT Access
• Underperformance of existing services is being address contractually at CCG level – more detail on
this will be reported in the new format next Steering Group
• Plans to expand IAPT into long-term conditions have been impacted by financial uncertainties,
including the recent decision to transfer responsibility for IAPT trainee salary support from NHSE to
CCGs
• As an STP, planned actions are:
• Complete the IAPT workforce trajectories by Sept 2018
• Undertake STP mapping of IAPT expansion local positions by Sept 2018
• Investment business case to be completed for the STP, with detail by CCG reflecting
different starting positions, by Dec 2018
• Business case agreed by CCG and plan in place for 2019/20 by Mar 2019
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Most Recent
Data

IAPT access rate

Rolling quarter

Apr-18

#N/A

3.6%

IAPT recovery rate

Rolling quarter

Apr-18

53.2%

51.0%

58.3%

44.7%

53.3%

54.2%

51.3%

51.9%

51.4%

IAPT waiting times - 6 weeks

Monthly

Apr-18

88.4%

55.3%

100.0%

94.1%

88.6%

91.2%

92.9%

91.7%

95.3%

IAPT waiting times - 18 weeks

Monthly

Apr-18

99.7%

97.9%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

EIP waiting times - Unify

Rolling quarter

May-18

85.6%

81.5%

86.8%

100.0%

60.0%

100.0%

100.0%

80.0%

83.3%

EIP waiting times - MHSDS

Rolling quarter

Apr-18

82.4%

88.0%

87.0%

#N/A

#N/A

#N/A

92.0%

100.0%

88.0%

EIP incomplete - Unify

Snapshot

May-18

75.0%

40.0%

100.0%

#N/A

#N/A

100.0%

#N/A

100.0%

#N/A

Out of area placement bed days
(inappropriate)

Rolling quarter

Apr-18

1,475

425

280

35

110

195

30

60

340

Dementia diagnosis rate

Snapshot

Jun-18

66.9%

67.4%

64.9%

68.0%

68.2%

68.7%

67.0%

63.7%

70.8%
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Trust Board in Public
Date

12th September 2018

Item No

90.18

Paper Title

Annual Operational Plan 2018/19 - 2019/20 - Transformation and Delivery Plan report

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion

Discussed to date and
next steps

The Board approved our Annual Operational Plan 2018/29 at its meeting in April 2018
prior to its submission to NHSI on 30th April. The Plan was informed by two joint
planning workshops held by the Board and Council of Governors and was presented to
the Council in June 2018.
This paper provides an update on our delivery of our key service plans in accordance
with our agreed Plan for 2018/19 so far this year.

Purpose of the paper

In April we agreed to prioritise a number of key projects for delivery this year. This
report highlights achievements to date, challenges where projects are at risk of nondelivery to original timescales or delays, and any changes to the agreed Plan.
Health/Social Impact –
Contribution to our
objectives
Impact on Risk

It has been informed by discussions at the Annual Plan Delivery Board in July.
Our Plan identifies the milestones for delivery of our strategy over the next 2 - 5 years.
It sets out our objectives for service development and quality improvement to ensure
we are safe, effective, caring, responsive and well led whilst offering good value for
money for the taxpayer.
If we do not plan well, we will jeopardise our ability to deliver our Strategy to continually
improve our services, and make the best use of the resources we have available to us.

Financial Implications

Our financial plan is developed as an integral part of our annual Plan process.

History

Our Strategy sets out our ambitions for people over the next 5-10 years. Each year we
are required to submit a Plan to NHS Improvement. NHSI use this to performance
manage us throughout the year on a quarterly basis. Our Plan this year will set out our
priorities and how we will use our resources to deliver these over the next 2-5 years.

Executive Summary
This paper provides an update on our delivery of our key service plans in accordance with our agreed Plan for
2018/19 so far this year and an overview of the risks to our strategic objectives this year. To date the following
milestones have been reached: Our iAccess Drug and Alcohol service has implemented its new service model on time in response to
commissioning changes;
 Our partnership with Cranstoun to provide iHear drug and alcohol services in Hounslow came to an end as
planned at the end of July
 Implementation of Core 24 Liaison services at Ashford and St Peter’s and Royal Surrey County Hospitals
went live in April
 Our Working Age Adult Transformation programme is making good progress. Work on the new care pathway
mapping at the heart of this project is going well; FoCUS fedback positively about the co-production approach
being taken and members involvement in this in July.
 Our latest hub, Unither House, Runnymede is beginning to take shape, and teams are expected to move in
later in the Autumn
 Our 24/7 Hospital Facilities programme has revised its project arrangements to ensure they are fit for purpose
 Our Children and Young People’s services, within our Children and Family Health Surrey and Mindsight
Surrey CAMHS partnerships, have been participating in independent external reviews. The Interim Plan to
reduce the waiting times for children waiting within our CAMHs service commenced in June 2018 and is on
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track.
Our Services for People with Learning Disabilities are developing their strategic direction for our residential
care homes; we have commenced a consultation with people affected, their families and advocates, and
commissioners to close our Court Hill House home as the building does not offer the environment we aspire
to for people
Our TIHM (Technology Integrated Healthcare Management for Dementia) 1.0 has now closed and our TIHM
1.5 extension began from 1st July
The Collaborative Procurement Partnership LLP commenced as planned in May 2018
The New Care Models / Tier 4 partnership to manage forensic Tier 4 commissioning went live on 1 st July
2018 following Board approval

In addition to the above progress on the projects agreed at the start of the year the following projects have
commenced: Single Point of Access - scope increased to include routine as well as crisis and rapid response
 Perinatal Mental Health - following the success of our bid for wave 2 funding;
 AAA service roll out
 Industrial Strategy
Positive Findings
 We are making good progress across our priority service transformation plans
 Some projects have already completed; our drug and alcohol services implemented their new model ahead of
schedule in response to service pressures
 We have been successful in securing investment in services to improve the experiences and access to services
for people within our communities
 Our plans continue our work to deliver our clinical strategy working with partners across the system
Areas for Improvement
 Our Children and Young People’s services will need continued system support and investment to implement the
findings from the external reviews to offer sustainable improvement for children, young people and their families
 The demands placed on our services and teams to deliver change and respond to new initiatives within our
Integrated Care Systems (ICS) / Sustainability and Transformation Partnerships (STPs) continue; we need to
make sure we strike the right balance between being responsive and opportunistic with the need to be realistic
about our teams capacity to deliver everything being asked of them safely
 There is still a risk that the ICS/STP priorities do not align sufficiently with our capacity to deliver alongside other
needed improvements
 We need to invest more in staff’s capacity and capability and digital tools to facilitate the scale of transformation
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Annual Operational Plan Delivery 2018/19
Progress Report

1.0

Purpose of this Paper
This paper provides an update on our delivery of our key service plans in accordance
with our agreed Plan for 2018/19 so far this year, and an overview of the risks to our
strategic objectives this year.

2.0

Service Plan Delivery Year to Date
To date the following milestones have been reached in our priority service plans:













Our iAccess Drug and Alcohol service has implemented its new service model
on time in response to commissioning changes; this included the closure of
Windmill House to complement the move to an ambulatory detox model
Our partnership with Cranstoun to provide iHear drug and alcohol services in
Hounslow came to an end as planned at the end of July
Implementation of Core 24 Liaison services at Ashford and St Peter’s and
Royal Surrey County Hospitals went live in April; the evaluation to evidence the
positive impact of these services throughout this year is essential to ensure
sustainable funding for their continuation post 31st March 2019
Our Working Age Adult Transformation programme is making good progress.
Its workstreams include
o Implementation of the Single Point of Access - this service model has
now been extended to include routine referrals as well as crisis and
rapid response
o Embedding the acute care pathway learning
o People with personality disorder
o Physical and mental health in primary care
o Rehabilitation
Work on the new care pathway mapping at the heart of this project is going
well; FoCUS fedback positively about the co-production approach being taken
and members involvement in this at their Committee meeting in July.
Our latest hub, Unither House (Runnymede) is beginning to take shape, and
teams are expected to move in later in the Autumn; this will support the joint
sale of land at the St Peter’s Hospital site which will be used to fund in part our
24/7 hospital facilities improvements
Our 24/7 Hospital Facilities programme has revised its project arrangements to
ensure they are fit for purpose to deliver; options continue to be scoped to
achieve the improvements needed for communities in North West and Mid and
East Surrey
Our Children and Young People’s services, within our Children and Family
Health Surrey and Mindsight Surrey CAMHS partnerships, have been
participating in independent external reviews which will help to inform their
continued development and future. The Interim Plan to reduce the waiting
times for children waiting within our CAMHs service commenced in June 2018
and is on track.
Our Services for People with Learning Disabilities are developing their strategic
direction for our residential care homes; we have commenced a consultation
with people and their families and advocates, and commissioners to close our
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3.0

Court Hill House home as the building does not offer the environment we aspire
to for people
Our TIHM (Technology Integrated Healthcare Management for Dementia) 1.0
has now closed, and our TIHM 1.5 extension began from 1st July
The Collaborative Procurement Partnership LLP in which we are a partner
commenced as planned in May 2018
The New Care Models / Tier 4 partnership to manage forensic Tier 4
commissioning in which we are a partner went live on 1st July 2018
Our Digital team is progressing its implementation of priority projects to support
improve efficiency in our day to day operations and our service transformation
plans e.g. skype for business capability has been introduced, Office 365 has
been rolled out across the trust

New Projects
In addition to the above progress on the projects agreed at the start of the year the
following projects have commenced: Single Point of Access – scope increased to include routine as well as crisis
and rapid response
 Perinatal Mental Health - following the success of our bid for wave 2 funding;
the service is currently recruiting
 AAA service - growth of service as a result of securing new investment
 Industrial Strategy
Teams are also actively engaged in making the most of opportunities as they emerge
within our Integrated Care Systems / Sustainability and Transformation Partnerships.

4.0

Significant Milestones coming up
Milestones coming up over the next few months include:
 Relocation of our Eating Disorders day service from Farnham Centre for Health
to Farnham Road Hospital
 Launch of New Care Models Tier 4 CAMHs commissioning partnership (which
we lead) is due to go-live (from shadow form currently) in October 2018
 Unither House, Chertsey, our Runnymede Hub is due to open in the Autumn
 The Single Point of Access is on plan to being its phased implementation from
November 2018

5.0

Risks
The following risks to delivery of our Plan have been identified: Capacity and capability to balance the scale of demands and expectations for
change, within our Plan and additionally from STPs/ICS, with the need to
continue the safe, effective, caring and responsive delivery of our core services
 Availability, capacity and capability of our staff
 Availability capacity and capability of our digital systems and tools to facilitate
change
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Trust Board in Public
Date

12th September 2018

Item No

91.18

Paper Title

Governance Review 2018 - Progress August 2018

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion

Discussed to date and
next steps

We have reviewed our Governance arrangements on an, at least, annual basis since
our inception. The Executive Board and Trust Board discussed and approved the
Governance Review 2018 recommendations at their meetings in April.

Purpose of the paper

This paper provides an update and brings forward proposals for discussion in support
of some of the agreed actions from the Governance review 2018. These are:




Progress on revisions to Committees including Terms of Reference (TOR)
Recommended changes to standard front sheet and agenda templates
Proposed next steps for commissioning Independent Well Led Governance
Review
The demands being placed upon our leadership and plan delivery through the
Integrated Care System (ICS) / Sustainability and Transformation Partnerships
(STPs) continues to grow; we are reviewing the new structures being created
and our representation within them, and the alignment of initiatives with our
Operational Plan delivery to ensure we make the best use of our resources and
do not place avoidable, additional pressures on teams that places delivery at
risk

Health/Social Impact –
Contribution to our
objectives

Our governance arrangements help ensure we run our business in line with our values,
and in the best interests of people who use our services, their carers and families.

Impact on Risk

Good governance is an essential part of our risk management. If our governance
arrangements are ineffective we may not spot emerging risks and will not make sound
decisions.

Financial Implications

We will need to commission an external Independent Governance Review in 2018 to
complete by March 2019.

History

We have reviewed our Governance arrangements on an, at least, annual basis since
our inception. These changes ensure that we have the right capacity and capability for
the continued development and success of our Strategy delivery within the changing
context of the wider health and social care system.

Executive Summary
Our Review of our governance arrangements in 2018 proposed a number of changes.
This paper provides an update and brings forward proposals for discussion in support of some of the agreed
actions from the Governance review 2018. These are:


Progress on revisions to Committees including TOR
Recommended changes to standard front sheet and agenda templates

1
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Proposed next steps for commissioning Independent Well Led Governance Review
Review of current partnership arrangements including demands and expectations for representation and
delivery placed from ICS/STPs and work which has commenced with partners within Children and Family
Health Surrey

The Board is asked to consider and comment on the progress and proposed arrangements to support their
continued development and finalisation before being presented to the Board for approval (as necessary).
Positive Findings
The Board reviewed its governance arrangements in April 2018 and supported recommendations to revise
this in the light of our changing environment internal and external to the Trust
 Good progress has been made in implementing the agreed changes - the Quality, Risk and Safety
Committee is now in place, the Quality Committee met in August and supported the new Terms of
Reference to become the new Quality Assurance Committee, subject to further discussion and Board
approval of membership
 Procurement are supporting the commissioning of our Independent Well Led Review
Areas for Improvement





Our current governance arrangements need to change to reflect growing maturity in other structures and
context inside and outside the Trust
Some of our changes will take a little time to implement once agreed

2
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GOVERNANCE REVIEW 2018

1.0

Introduction

This paper provides an update and brings forward proposals for discussion in support of
some of the agreed actions from the Governance review 2018.
2.0

Background

We have reviewed our Governance arrangements on an, at least, annual basis since our
inception. These changes ensure that we have the right capacity and capability for the
continued development and success of our Strategy delivery within the changing context of
the wider health and social care system.
3.0

Progress To August 2018

Good progress is being made against the agreed actions to date particularly in respect to our
Committee changes. The following updates are provided to highlight key areas of current
work and to propose next steps for discussion and approval.


Changes to our Accountability Structures
o following discussion with Non-Executive Directors and the Nominations
Committee, a recommendation for the appointment to the Senior Independent
Director role when Mark Perry leaves at the end of October will be presented to
the Board for approval in September.



Changes to our Key Governance Committees
o Terms of Reference (TOR) - Quality Assurance Committee - the Board is asked
to finalise and approve the Terms of Reference for the Quality Assurance
Committee; the changes in this final version, following discussion at the Quality
Committee in August, are
 Increase in frequency of meetings from quarterly to bi-monthly
 Revision to membership - the Board is asked to consider whether there
should be a change to
 The representation of people who use services, carers and
Governors to reflect its assurance role. It is proposed this could
be reduced to remove people who use services and carer
representatives and increase Governor members to three (with
provision to ensure these represent people who use services and
carers) when current members’ 18 month terms of office end.
 The Non-Executive Director membership is currently formally
proposed to be three; a reduction from the four NEDs who have
been members in practice over the last six to nine months.
 Reduce the Executive membership of this Committee
The proposed revised TOR is included as Appendix A to this paper.
3
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It should be noted that the Terms of Reference for the Audit Committee are also
currently under review and these TOR for the Quality Assurance Committee will need
to be aligned to reflect the agreement reached on the respective roles of both
Committees with respect to clinical audit and our Quality Account.
o

o

Terms of Reference - Quality, Risk and Safety (QRS) Committee - related to the
above, a request from the Quality Committee that consideration is given as to
whether there should be participation from people who use services, carers
and/or Governors at the QRS Committee
Standard agenda and front sheet templates - the standard agenda template for
the Board and its sub committees and front sheet for key governance committees
have been reviewed and revised to streamline them and take into account
feedback on their operation



Partnership Governance arrangements
The demands being placed upon our leadership and plan delivery through the ICS/STPs
continue to grow and are placing pressure on leaders and teams. The following actions
area being taken:o Representation within STPs/ICSs - The Director of Partnerships and
Transformation is currently updating our mapping of representation within the
latest governance arrangements e.g. the locality Integrated Care Partnerships
incorporating the Integrated Care Home models within Heartlands.
o Managing delivery expectations - the Director of Governance & Planning is
reviewing, with the Director of Innovation and Development and Therapies, the
alignment within our Operational Plan with the STP/ICS demands. The aim is to
help manage expectations and demands being placed on our services and teams
to ensure we make the best use of our resources and do not place avoidable,
additional pressures on teams that places delivery of core services and existing
commitments at risk.
o Surrey Health Children and Family LLP - the new Director of Children and Family
Health Surrey, Trudy Mills took up her post on 23rd July. An initial workshop
involving the Chief Operating Officers (COO) of each partner and SABP’s
Director of Children and Young People’s services took place on 30th July to
review current operating arrangements across the partnership. Work has
commenced to strengthen these including regular meetings of the Director with
the COOs, the establishment of an Integrated Governance Committee and review
and remapping of reporting arrangements across the partnership and up to
Commissioners and key forums.



Transition Plan for Council of Governors
o Election agent - UK Engage, who led our elections in May 2017, are being
commissioned to support our elections which are on track to commence in the
Autumn.

4
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Externally Commissioned Developmental Review of Leadership and Governance
using the Well Led framework
o

Next steps - the review is on track to be commissioned to take place this Autumn
with a view to completing and reporting to the Board in Feb 2019. The Director of
Governance and Planning has discussed the anticipated areas of emphasis for
the review with NHS Improvement, and reviewed examples of specifications
recently released by neighbouring trusts commissioning their reviews to help form
our review. The first step will be a self-assessment to be completed by the
Board. The Review will consider the following questions following the NHSI and
CQC combined Framework (Developmental reviews for leadership and
governance using the well led framework):

A separate paper will be presented to the Board to support approval of the Review
specification and process for completing the self-assessment. It is proposed that key
areas for review will be our new quality governance arrangements, particularly our
early warning mechanisms, our partnership arrangements and quality/ use of data.
4.0

Conclusion

The Board is asked to consider and note the progress of our Governance Review actions to
date and to finalise and approve the Terms of Reference for the Quality Assurance
Committee.

5
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Appendix A

TERMS OF REFERENCE
Committee Title:

Quality Assurance Committee

Constitution

The Quality Assurance Committee Committee is established as a
Committee of the Board of Directors of Surrey and Borders Partnership
NHS Foundation Trust (the Trust).

Delegated
Authority

The Quality Assurance Committee is directly accountable to the Board of
Directors.
The Quality Assurance Committee is authorised by the Board to
investigate any activity within its terms of reference. It is authorised to
seek any information it requires from any employee and all employees
are directed to cooperate with any request made by the Quality
Assurance Committee.
The Quality Assurance Committee is further authorised by the Board to
obtain external independent professional advice and to secure the
attendance of specialists with relevant experience and expertise if it
considers this necessary.

Overall
Purpose/Aim:

Our Quality Assurance Committee will help us to deliver our Strategy
and our ambition to be the safest and best Trust by 2021 by providing
assurance to the Board of Directors that there is an effective system of
quality improvement, planning and control across our clinical activities.

Principal Duties:

The Quality Assurance Committee will help us to deliver safe, caring,
responsive, effective and well led services by








Triangulating quality, risk and safety data and intelligence on our
clinical services. Including receiving an overview of Division’s
performance with them at least annually to understand what is
working well and what their targets are for the next 12 months
Reviewing risks and satisfying itself as to the adequacy of
assurances on the operation of the key controls and the
adequacy of action plans to address weaknesses in controls and
assurances
Identifying any areas of risk and escalating these to the Board
and/or notifying to Executive Board for action as needed
Initiating reviews into any areas of identified risks to quality and
ensuring lessons learned and actions are identified
Overseeing how well any learning from incidents and near
misses, including serious incidents, preventing future deaths and
mortality reviews inside and outside the Trust has been
6
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Reporting
Arrangements:

embedded
Overseeing how well our service changes have delivered the
improvement intended (benefits realisation)
Overseeing how well our quality improvement projects have
delivered against the Board’s quality improvement priorities
Reviewing our compliance with regulatory standards and
statutory requirements e.g. CQC, NHS Improvement, contractual
Quality Standards, Duty of Candour
Satisfying itself that the Clinical Audit Plan is of sufficient scope
and quality to support the achievement of our quality
improvement priorities
Reviewing and providing assurance that the Annual Quality
Report is a fair reflection of our quality performance in the period
to the Audit Committee, ahead of its submission to the Audit
Committee Board for approval.

The Quality Assurance Committee will provide a summary of each
meeting to the Board meeting in public.
The Quality Assurance Committee has no formal sub-committees but will
receive a variety of reports from other committees, as needed, to allow it
to carry out its stated duties.

Membership:

Non-Executive Director (NED) - (Chair)
2x Non-Executive Directors (NEDs) (Proposal: to remain at 3 NEDs
including Chair)
N.B. one of the NEDs will be the nominated Board lead for Mortality; preferably the NED Chair of the
Audit Committee will also be a member of the Quality Committee and/or the NED Chair of the
Quality Committee will also be a member of the Audit Committee.

Chief Executive
Chief Nursing Officer
Chief Medical Officer
Chief Operating Officer
Director of Innovation, Development & Therapies
Director of Governance and Planning
(Proposal: to reduce the number of Executive Directors)
PA to Chief Nursing Officer - (Secretary)
2 Governors*
2 people who use services*
7
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2 Carers*
(Proposal: to remove the people who use services and carer
representative members and increase the number of Governors (with a
view to ensuring those elected by the Council are able to represent the
voices of people who use services and carers)
*note that the terms of office for these members is 18 months in line with
our arrangements for Governors
Method of
A standard agenda as follows will be used by the Committee:Working - agenda,
1. Apologies for Absence
minutes and
2. Divisional presentation - presentation by Division of what is
actions
working well and priorities / targets followed by
discussion/questions
3. Minutes of the Previous Meeting
4. Action Log
5. Quality, Risk and Safety dashboard review / report
6. Compliance review / report
7. Progress on QI projects tackling agreed Board QI priorities
8. Review of effectiveness - Service change implementations
(outcomes/benefits)
9. Assurance on learning from incidents and near misses, including
mortality
10. Risk Review
11. Any Other Business
12. Date of Next Meeting
All Minutes of the Committee will be presented in a standard format.
All meetings will receive an action log (detailing progress against actions
agreed at the previous meeting) for the purposes of review and followup.
Quorum:

6 members including at least 2 Executive Directors and 1 Non-Executive
Director (Proposal: should be reviewed post membership finalisation)
Members are expected to be in attendance at all meetings.

Frequency:

Four times a year (at least) (Proposal: to increase to bi-monthly)

Review:

Our Trust Board of Directors reviews it governance arrangements on an
at least annual basis to consider their fitness for purpose. The Board is
supported in its review by the Audit Committee.
The Committee will review these Terms of Reference on an annual basis
as part of a self-assessment of its own effectiveness. Any recommended
changes brought about as a result of the yearly review, including
8
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changes to the Terms of Reference, will require Board of Directors
approval.
Quorum - attendance monitored via minutes of meetings
Principal duties – agendas and papers of meetings
Reporting – agenda and papers
Membership – attendance monitored via minute of meetings
Frequency – dates of meetings via agendas and minutes

9
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Trust Board in Public
Date

12th September 2018

Item No

92.18

Paper Title

Quality Assurance Committee Report

Director

Billy Hatifani, Acting CNO

Report for

Information

Discussed to date and
next steps

This is a summary of the Quality Assurance Committee meeting in August 2018 which
is a subcommittee of the Trust Board

Purpose of the paper

The Board are asked to note the following:
 The Clinical Audit Plan for 2018/19
 The review of the Quality Assurance Committee and need for updating of terms of
reference
 More work required to improve numbers of people absconding from our inpatient
units.
 The need to recruit to a Lead Nurse for looked after children

More work required to improve our waiting times

Health/Social Impact –
Contribution to our
objectives

Evidence to provide assurance was attained in the systems and processes being
delivered in the caring, effectiveness, responsive, safe, staff experience and well led
domain at this meeting

Impact on Risk

It was noted that if the Trust sees an increase in Subject Access Requests (SARs)
after GDPR commences it needs to be added to the Risk Register.

Financial Implications

None noted

History

This paper provides a summary of the reports and discussion received at the Quality
Assurance Committee in August 2018

Executive Summary
The paper highlights the key discussion points and evidence provided to offer assurance to our Board in relation
to areas of ‘caring’, ‘effective’, ‘responsive’, ‘safe’, staff experience’ and ‘well led’ domains of our quality house.
Reasonable assurance was provided in all these areas.
Positive Findings
 The quality of the reports was noted but more work needs to be done to improve the completion of the
report front pages to ensure they highlight the things of note.
 Good progress with NICE and Safeguarding arrangements
 Good level of information provided in relation to the waiting times report
 Good progress made in Quality Improvement
Areas for Improvement


Identified Risks:
o
o
o

We still have no named person responsible for children leaving care. This situation is a long term one and
there is finally some potential resolution as recruitment outside budget was approved.
A good report on waiting times points both to no systematic process across the organisation for managing
waiting times but also critically that System1 is simply not fit for purpose in managing waiting times. Help
coming in here from NHSI and a report has been requested to the next Quality Committee.
The issue of staff cuts amongst our partners was raised as a real risk for those areas where we work with
the voluntary sector or with other partners in the public sector.
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Quality Assurance Committee Report – August 2018

1.

Introduction
The Quality Assurance Committee has met four times per year, and is made up of NonExecutive and Executive Directors, Council of Governors representatives, people who use
services and family carer representatives and senior managers / clinical leaders. Internal Audit
is present also. The aim of the committee is to assure our Board and Council of Governors that
the essential standards of quality and safety are being delivered.

2.

Papers received at the August, Meeting
CARING



Carers Experience Annual Report

EFFECTIVE




Clinical Audit Annual Report
Clinical Audit Plan 2018/19

RESPONSIVE




Short Notice Site Visit – Internal Audit Report
Waiting times report

SAFE
STAFF EXPERIENCE

WELL LED

3.




Safeguarding Adults Annual Report
Safeguarding Children Annual Report



No Report due for submission



Quality Assurance Committee – Self
Assessment
QI Improvement Report
Compliance Review
Learning Assurance Report (Incidents &
Complaints)





Highlights from the Committee

3.1. Terms of Reference
The Quality Assurance Committee is a sub Committee of the Trust Board. In accordance with the
Governance Review agreed actions, the Committee considered its proposed new Terms of
Reference.
Discussion Points:


Members of the Committee sought clarification on aspects of the Terms of Reference, particularly
focusing on the Committee’s role in seeking further reports from other committees and the
membership of the Quality Assurance Committee going forward.

3.2. Clinical Audit Annual Report
The Annual Clinical Audit report was presented to the Committee and it outlined the Clinical Audit
processes and how these have helped us monitor, identify trends and benchmark the quality of our
service delivery against other organisations. The report provided an end of year snapshot of the 20172018 Priority Clinical Audit and Effectiveness plan.
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Discussion Points:







The report was well received; there was however a challenge about some of the data calculation
for the cardio metabolic assessment results, where there appears to be a miscalculation of the
available data. This will reviewed by the team.
The committee sought more clarity on the governance processes to ensure compliance with
NICE guidance as numbers of partial compliant guidance appears high in some Divisions. This
clarity was provided in the meeting and the complexity of achieving full compliance was explained
by the Chief Medical Officer.
The majority of audit results are positive and show an improvement from last year.
Physical health care continues to be an area of focus and improvement
A number of clinical audits have initiated Quality improvement projects to help improve practice.

3.3. Clinical Audit Plan 2018/19
The 2018/19 plan was presented and agreed by the Quality Assurance Committee; it is split into three
areas which cover National, Contractual and Trust quality improvement audits – to date there are 28
audits in total. As well as the Trust priority plan there is a local audit register which captures all local
audits undertaken by individuals and teams on areas which matter to them locally. The local audits
are supported by guidance and staff are encouraged to present them at the Aspiring for excellence
events.
Discussion Points:
It was agreed that there is not much leeway on the national and contractual audits as these have to
be undertaken, but it was acknowledged that there are locally driven audits that are also taking place
in the organisation, a majority of which are being linked to the Quality Improvement Approach.
3.4. Waiting Times Report
This was the first waiting times report to the Quality Assurance Committee.
Discussion Points
From our initial analysis across Children and Young People’s Services (CYPS) and other Divisions
the following three categories have been identified to manage current waiting times
1)
2)
3)

The length of time between referral to service and initial appointment
The length of time between first appointment and second appointment
The frequency of contact with the allocated health care professional(s)

3.5. Safeguarding Children Annual Report
The report was presented and received well by the Committee and it provided assurance on the work
undertaken in 2017/18 to deliver on key safeguarding requirements and also set out our key priorities
for 2018/19
Discussion Points
 Discussion about the relevance of the front page assurance rating on the reports
 Concerns raised about the amount of time it has taken to recruit into the Looked after Children
Named Nurse role. Acknowledgement that this recruitment has now been approved while
funding is sought.
 The changes in PREVENT requirements were discussed, and it was clarified that we now have a
stand-alone policy and procedure to ensure that all Trust employees have access to the Basic
Prevent training and the WRAP3 training for front-line staff.
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3.6. Safeguarding Adults Annual Report
The report to the Committee included safeguarding adult’s data and an update on work being carried
out around domestic violence, training and auditing of safeguarding activity within the Trust. It gave
assurance that local safeguarding adult’s policies and procedures are fully embedded within services
and those themes, recommendations or outcomes from Safeguarding Enquiries, Large Scale
enquiries (LSE), Safeguarding Adult Reviews (SAR) and Domestic Homicide Reviews (DHR) are
shared with staff to ensure that they are implemented as appropriate and there is improvement
across services.
Discussion points:
 There was a discussion about the Overall Assurance Assessment and its relevance
 Discussion about training compliance and some of the performance numbers presented
 Learning outlined in the report was received and the issues related to the use of different data
systems in the local authority compared to what we use internally
3.7 AWOL & Missing Person’s Report
Further to the numbers of people absconding from our inpatient units, we reviewed of 161
incidents of absence (taken from Datix reporting) and these were clustered into themes. The 161
incidents had occurred in the previous 12 months and involved all incidents of absence which
includes people detained under the mental health act and also those informally admitted on the
ward.
Discussion Points:
 The front page of the report does not provide a sufficient overview of the areas to note.
 The numbers of AWOL appear to be increasing and there was a discussion about the
effectiveness of the Task & Finish Group and re-approaching the work further to the new
leadership in the Safety Team.
 It was felt that the report could be better and did not fully present the issues that may have a
major impact on numbers of AWOLS e.g. environmental issues
3.8 Quality Improvement Annual Report
The report outlined QI progress to date in the organisation. In 2017/2018 some of our Qi activity
received national and international recognition, i.e. South of England Patient Safety and Quality
Improvement Collaborative, International Forum on Quality and Safety in Healthcare, and Nursing
Times Awards nomination (outcome expected in October)
3.9 Incident Assurance Report
The report outlined the importance of Incident reporting and learning from adverse events as a
core component of any organisation focused on patient safety.
Discussion Points:
 Effectiveness of the incident process & ensure a robust process is in place to review all deaths
 Actions taken to strengthen governance and assurance
 Creation of a Family Liaison Lead to ensure Duty of Candor is being followed and families are
supported and its impact.
 Task and Finish group set up to manage the improvements relating to AWOLS
 It was also discussed that we are exploring a different way of presenting our learning information
from both incidents and complaints.
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